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Asthma 


The  Use  of  Khellin  in  Sts  Treatment 


JOHN  K.  FULTON,  M.D.,  Wichita 

Since  the  original  publication  by  Anrep1  in  1947 
on  the  pharmacologic  properties  of  the  alkaloid 
khellin  (visammin),  reports  have  been  controversial 
concerning  the  use  of  this  drug  in  angina  pectoris 
and  bronchial  asthma.  Under  laboratory  conditions  it 
has  both  coronary  vasodilator  and  bronchodilator 
properties.  However,  the  drug  often  produces  severe 
nausea  when  taken  orally  and  is  moderately  cumula- 
tive in  action. 

Initial  results  as  reported  by  Major2  were  impres- 
sive in  a series  of  12  patients.  Rosenman3  studied  21 
patients,  nine  of  whom  showed  prompt  relief  of 
asthma  attacks  after  a single  intramuscular  injection 
of  khellin.  More  impressive  perhaps  was  the  effect 
he  observed  in  treating  eight  patients  with  chronic 
cor  pulmonale,  all  of  whom  obtained  a response 
described  as  "excellent.”  In  three  of  these,  the  clini- 
cal response  was  accompanied  by  rapid  loss  of  edema, 
which  previously  had  been  refractory  to  digitalis  and 
diuretics. 

Employing  pulmonary  function  measurements,  in- 
cluding maximum  breathing  capacity  and  vital  ca- 
pacity measurements  in  asthmatic  patients  before  and 
after  oral  and  intramuscular  administration  of  khel- 
lin, Snider4  concluded  that  no  significant  broncho- 
dilator effect  could  be  demonstrated ; however,  in 
three  of  seven  patients  treated  by  the  oral  route  there 
was  a 20  per  cent  improvement  in  maximum  breath- 
ing capacity,  a difference  they  did  not  feel  to  be  sig- 
nificant. 

Silber5  noted  no  benefit  from  intramuscular  khellin 
in  six  patients  with  chronic  pulmonary  insufficiency 
without  asthma.  With  oral  khellin,  which  may  have 
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a cumulative  effect,  he  noted  an  increase  in  maximum 
breathing  capacity  without  consistent  change  in  oxy- 
gen uptake,  oxygen  removal,  cardiac  output,  or  pul- 
monary arterial  pressure.  Cash  and  Zimmerman6 
were  unable  to  demonstrate  any  change  in  pulmonary 
arterial  pressure  or  cardiac  output  in  five  patients 
with  pulmonary  hypertension  given  intramuscular 
and  oral  khellin. 

Tuft7  injected  50  to  100  mgs.  of  khellin  intra- 
muscularly and  reported  appreciable  degrees  of  bene- 
fit in  28  of  37  patients  with  chronic  bronchial  asthma 
who  received  more  than  one  injection  of  crystalline 
khellin.  Kenawy8  noted  complete  relief  of  acute  at- 
tacks in  102  of  138  patients  and  partial  relief  in  24 
following  intramuscular  khellin. 

It  would  seem  from  the  foregoing  controversial 
data  that  khellin  lacks  the  reliability  and  freedom 
from  toxic  effects  which  would  make  it  desirable  in 
the  routine  treatment  of  bronchial  asthma.  The  au- 
thor’s experience  would  tend  to  indicate  that  for  the 
average  case  of  bronchial  asthma,  ephedrine,  amino- 
phylline,  epinephrine,  iodides,  and  isuprel  are  far 


SUMMARY 

Khellin  (visammin)  possesses  distinct 
value  in  certain  cases  of  bronchial  asth- 
ma not  responding  to  other  forms  of 
therapy. 

Response  to  this  drug  is  unreliable 
and  gastrointestinal  side  effects  are  com- 
mon. It  is  not  recommended  for  routine 
treatment  of  chronic  asthma. 

The  suggestion  is  made  that  khellin 
acts  through  an  unknown  mechanism  to 
relieve  certain  types  of  asthma. 
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more  practical  and  dependable  in  the  symptomatic 
treatment  of  asthma.  In  the  usual  severe  case,  corti- 
sone and  its  analogues  are  entirely  adequate  within 
safe  dosage  ranges  for  prolonged  administration. 

There  remains,  however,  a small  but  troublesome 
group  who  do  not  get  complete  or  adequate  relief 
from  cortisone  in  dosages  considered  safe  or  desira- 
ble for  prolonged  administration.  There  are  a few 
patients  who  seem  refractory  to  cortisone  or  cortico- 
tropin in  any  dosage,  particularly  those  with  long- 
standing asthma  and  associated  emphysema.  The 
cases  presented  below  were  selected  because  these  pa- 
tients were  not  amenable  to  any  other  known  type  of 
therapy  and  appeared  to  be  examples  of  the  employ- 
ment of  khellin  where  it  was  not  only  useful  but 
actually  essential  to  the  favorable  outcome.  These  case 
studies  were  not  "controlled”  except  that  in  each  case 
failure  of  previous  treatment  led  to  a successful  trial 
with  khellin  and  reluctance  on  the  part  of  the  pa- 
tient to  discontinue  its  use. 

CASE  I 

A 51 -year-old  white  male  had  begun  to  have 
chronic  cough  during  adolescence  which  developed 
into  distinct  asthma  at  the  age  of  41.  This  was  com- 
plicated by  suppurative  bronchitis  and  the  develop- 
ment of  severe  pulmonary  emphysema.  Scratch  tests 
performed  in  1952  were  entirely  negative.  At  about 
that  time  he  first  developed  signs  of  cor  pulmonale 
with  hepatomegaly,  ankle  edema,  moist  pulmonary 
rales,  marked  cyanosis,  and  secondary  polycythemia. 
The  hematocrit  was  62  per  cent. 

Response  to  repeated  intravenous  infusions  of 
ACTH  and  to  oral  cortisone  was  poor.  The  edema 
became  progressive  and  extended  to  the  waist  line, 
associated  with  massive  hydrops  of  the  scrotum.  The 
patient  was  extremely  cyanotic,  drowsy,  and  apparent- 
ly terminal.  He  was  then  given  khellin  in  a dosage 
of  40  mg.  orally  four  times  daily.  In  three  weeks  a 
marked  diuresis  occurred  with  disappearance  of  most 
of  the  peripheral  and  pulmonary  edema  so  that  ambu- 
lation became  possible.  Improvement  has  been  slowly 
progressive  in  the  past  two  and  one-half  years,  and 
the  hematocrit  is  now  51.  The  patient  is  able  to 
walk  two  city  blocks  without  difficulty.  There  is  no 
cyanosis.  There  is  occasional  slight  wheezing  which 
is  relieved  by  isuprel  inhalations. 

Summary:  This  patient  had  failed  to  respond  to 
cortisone,  aminophylline,  intravenous  ACTH,  potas- 
sium iodide,  and  isuprel,  as  well  as  to  a low  sodium 
diet,  digitalis,  and  mercurial  diuretics.  Relief  was 
prompt  and  lasting  with  oral  khellin  in  a dosage  of 
40  mg.  four  times  a day  which  he  has  continued  for 
two  and  one-half  years. 

CASE  II 

A 47-year-old  man  had  onset  of  nasal  polyposis  at 
the  age  of  41  followed  by  cough,  wheezing,  and 


eventually  attacks  of  severe  intractable  asthma  which 
were  not  relieved  by  epinephrine.  ACTH  in  an  intra- 
muscular dosage  of  20  mg.  every  six  hours  gave  only 
partial  relief.  Attacks  were  consistently  produced  by 
the  ingestion  of  aspirin.  He  was  then  given  cortisone 
in  a dosage  of  200  mg.  daily  which  was  later  reduced 
to  75  mg.  He  was  unable  to  obtain  complete  relief 
with  the  latter  dosage. 

After  moving  to  Tennessee  in  1951,  he  received 
desensitization  treatments  for  six  weeks  for  bacteria 
and  dust  without  relief.  He  then  visited  an  asthma 
clinic  in  Mississippi  in  October  of  1952  and  con- 
tinued its  medication  until  January  of  1953.  During 
this  period  he  also  saw  two  different  psychiatrists, 
received  a course  of  roentgen  therapy  to  the  chest, 
and  had  six  nasal  polypectomies  in  the  two-year  in- 
terval. His  longest  period  of  relief  without  cortisone 
was  two  and  one-half  months. 

When  he  returned  in  1954,  he  required  frequent 
daily  injections  of  epinephrine  and  had  lost  two 
good  jobs  because  of  his  chronic  illness.  He  was  then 
given  khellin  in  a total  dosage  of  240  mg.  per  day. 
He  has  now  received  this  medication  for  one  and 
one-half  years.  In  addition,  he  takes  25  mg.  of  corti- 
sone two  or  three  times  daily.  An  attempt  to  reduce 
the  dose  of  either  khellin  or  of  cortisone  resulted  in 
a slight  increase  of  symptoms.  He  has  lost  no  time 
from  work  in  the  past  one  and  one-half  years.  Very 
small  nasal  polypi  were  present  on  his  last  examina- 
tion. 

Summary:  An  aspirin  sensitive  asthmatic,  not  con- 
trolled by  75  mg.  of  cortisone  or  by  other  specific 
or  non-specific  measures,  was  rendered  essentially 
symptom-free  by  the  combination  of  khellin  and  cor- 
tisone in  moderate  dosage. 

CASE  III 

A 6l-year-old  white  male  had  had  asthma  since 
World  War  I.  He  had  had  a period  of  partial  relief 
for  a few  months  following  a visit  to  an  asthma 
clinic  in  Mississippi.  The  asthma  was  non-seasonal 
and  had  not  responded  to  desensitization  therapy  ad- 
ministered elsewhere.  The  asthma  did  not  improve 
on  an  elimination  diet,  and  relief  had  been  only  par- 
tial from  Meticorten  in  a dosage  of  10  mg.  four  times 
a day.  He  was  given  khellin  in  a dosage  of  40  mg. 
four  times  a day  and  has  continued  it  for  a period  of 
four  months.  He  has  had  no  attacks  of  asthma  since 
beginning  khellin  therapy.  He  no  longer  uses  either 
epinephrine  or  other  symptomatic  medications. 

Summary:  A patient  with  moderate,  chronic,  bron- 
chial asthma  was  unrelieved  by  hyposensitization, 
food  elimination,  Gay  treatment,  and  Meticorten. 
He  obtained  complete  relief  with  oral  khellin  alone. 

CASE  IV 

A 48-year-old  white  male  had  had  asthma  for  five 
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years  at  any  time  of  the  year.  Attacks  were  not  char- 
acterized by  severe  paroxysms,  but  he  considered  him- 
self mildly  asthmatic  at  all  times.  Physical  examina- 
tion on  numerous  occasions  confirmed  this  impres- 
sion. Treatment  with  cortisone  in  a dosage  of  25  mg. 
four  times  a day,  ephedrine,  iodine,  aminophylline, 
and  intramuscular  ACTH  did  not  relieve  his  attacks. 
He  was  then  given  khellin  in  a dosage  of  40  mg. 
four  times  a day,  which  he  has  continued  to  take  for 
the  past  four  months. 

Summary:  Mild  chronic,  intrinsic,  bronchial  asth- 
ma was  unrelieved  by  cortisone,  ephedrine,  and 
iodine.  Complete  relief  occurred  with  khellin  alone. 

CASE  V 

A 49-year-old  white  male  began  to  have  asthma  at 
age  43.  He  had  been  unrelieved  by  iodine,  ephedrine, 
and  mold  desensitization.  Relief  was  definite  with 
khellin  for  a period  of  one  and  one-half  years.  There 
was  then  a gradual  return  of  asthma  which  responded 
promptly  to  cortisone  in  a dosage  of  75  mg.  per  day, 
but  returned  on  a dosage  of  50  mg.  daily.  He  then 
consented  to  take  both  khellin  and  cortisone  in 
dosages  of  160  mgs.  and  50  mgs.  per  day,  respective- 
ly. On  this  regimen,  he  has  been  essentially  free  of 
asthma  for  eight  months. 

Summary:  Mild,  recurrent  asthmatic  attacks  were 
controlled  on  combined  khellin  and  cortisone  thera- 
py. The  use  of  khellin  permitted  a reduction  in  cor- 
tisone dosage. 

CASE  VI 

A 29-year-old  white  male  had  had  asthma  for  one 
year.  Attacks  were  possibly  precipitated  by  aspirin 
but  were  non-seasonal  and  often  severe.  Scratch  and 
intradermal  skin  tests  to  foods  and  inhalants  were  not 
informative.  He  obtained  moderate  improvement 
with  potassium  iodide,  but  he  had  nightly  attacks  of 
asthma  requiring  epinephrine.  He  was  then  given 
khellin  in  a dosage  of  40  mg.  four  times  a day.  Re- 
lief was  prompt  and  has  lasted  18  months. 


Summary:  A patient  with  bronchial  asthma  and 
possible  aspirin  sensitivity  had  sustained  relief  with 
khellin  alone. 

COMMENT 

Several  tentative  impressions  were  formed  from 
the  results  in  these  cases  and  in  others  where  the 
drug  was  used  but  seemed  to  make  no  useful  contri- 
bution to  therapy.  The  drug  seemed  most  valuable 
in  patients  with  longstanding,  chronic  disease,  was  in 
all  of  the  most  strikingly  successful  cases  employed 
in  the  male  sex,  and  was  beneficial  in  cases  common- 
ly considered  to  be  of  the  intrinsic  type.  Five  of  the 
six  benefited  patients  were  past  40,  and  most  of  these 
had  noted  onset  of  asthma  after  the  age  of  40.  Ob- 
viously this  series  is  too  small  to  justify  definite  con- 
clusions. These  cases  are  presented  as  a suggestion 
of  the  probable  sphere  of  usefulness  of  this  drug  in 
other  cases. 

The  irregularity  of  clinical  response  to  khellin 
suggests  that  its  mechanism  of  action  may  be  other 
than  that  of  a simple  bronchodilator.  It  has  been  use- 
ful where  conventional  bronchodilators  and  anti- 
inflammatory agents,  such  as  cortisone,  have  been  in- 
effective. This  suggests  that  khellin  acts  by  a differ- 
ent mechanism  to  relieve  asthma. 
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The  Telephone  Electrocardiograph 

The  Practical  Application  of  an  Ingenious  Device 
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The  transmission  of  electrocardiograms  over  stand- 
ard telephone  wires  has  been  widely  described  by  the 
lay  press  as  an  eye  catching  and  interesting  develop- 
ment in  the  held  of  medicine.  We  would  like  to  re- 
port our  application  of  this  principle  as  a practical 
and  valuable  time  saving  device  connecting  the  Kan- 
sas State  Tuberculosis  Sanatorium  in  Norton  with 
its  consultant  in  cardiology  in  Emporia,  307  road 
miles  east  of  the  sanatorium. 

The  idea  of  sending  electrocardiograms  over  tele- 
phone wires  is  not  a new  one.  It  has  recently  been 
recalled  that  William  Einthoven  used  this  method 
some  50  years  ago  to  transmit  electrocardiograms 
from  in-patients  in  the  hospital  to  his  non-portable 
string  galvanometer  in  the  laboratory  building  lo- 
cated some  distance  from  the  hospital.0  Einthoven 
called  his  remotely  obtained  tracings  "telecardio- 
grams.” The  presently  used  device  has  been  termed 
the  "Tele-EKG.”4 

The  practicality  of  sending  electrocardiograms  in- 
stantaneously from  the  bedside  via  telephone  wires 
to  a distant  consultant  was  established  in  this  country 
by  Dimond  at  the  University  of  Kansas1’  2’ s-  4 and 
Rahm  and  associates  at  the  University  of  Nebraska 
in  1952. 8’ 9 They  incorporated  the  use  of  a small 
preamplifier  which  is  connected  to  the  patient  and 
converts  the  electrocardiographic  voltages  into  a fre- 
quency modulated  signal.  This  is  transmitted  over  the 
telephone  lines  and  is  demodulated  at  the  receiving 
end  where  it  can  be  recorded  on  tape,  viewed  on  the 
cathode  ray  screen,  or  recorded  on  any  standard  elec- 
trocardiograph. 

The  applicability  of  this  system  is  not  confined  to 
the  transmission  of  electrocardiograms  alone,  since 
electroencephalograms  can  be  similarly  sent.7  The 
frequency  modulation  feature  has  been  carried  a step 
beyond  the  telephone  limitations  and  has  even  been 
adapted  to  the  wireless  transmission  of  electrocardio- 
grams from  an  airplane  to  the  ground5 — though  this 
obviously  seems  to  be  of  experimental  interest. 

In  October,  1952,  we  began  investigating  the 
feasibility  of  a Tele-EKG  system  for  the  Kansas 
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State  Tuberculosis  Sanatorium.  This  institution,  lo- 
cated at  Norton,  a town  of  3,000  inhabitants,  has 
500  beds  which  are  occupied  in  their  entirety  much 
of  the  time.  The  problem  of  adequately  staffing  the 
sanatorium  with  physicians  is  no  different  from  that 
problem  in  all  similar  institutions,  in  that  there  is  a 
rather  frequent  turnover  of  at  least  half  of  the  staff 
physicians.  From  time  to  time  able  cardiologists  have 
been  on  location  at  the  sanatorium ; however,  there 
were  gaps  in  the  continuity  of  this  coverage,  so  a 
consultant  was  appointed  several  years  ago  to  insure 
a long  time  follow-up  of  the  cardiac  problems. 

As  a part  of  this  service,  electrocardiograms  were 
sent  by  mail  to  Emporia,  taking  a minimum  of  four 
days  in  the  mail  for  the  round  trip.  Many  of  these 
were  not  of  an  emergency  nature,  but  a sufficient 
number  were  of  immediate  interest  to  prompt  the 
time  saving  consideration  of  the  Tele-EKG.  Finally, 
on  February  8,  1954,  the  Southwestern  Bell  Tele- 
phone Company  gave  approval  for  the  use  of  their 
lines  for  our  transmission  circuit,  and  on  April  15, 


SUMMARY 

I he  telephone  electrocardiograph  has 
heen  an  accurate  and  practical  diagnos- 
tic device  as  used  between  the  State  Tu- 
berculosis Sanatorium  at  Norton,  Kan- 
sas, and  Emporia,  Kansas,  over  a period 
of  a year  and  a half. 


Figure  1.  The  sending  unit  of  the  telephone  electro- 
cardiograph. 
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Figure  2.  The  receiving  unit  of  the  telephone  elec- 
trocardiograph. 


1954,  we  installed  the  first  Tele-EKG  made  commer- 
cially following  the  design  of  Doctor  Dimond’s  ex- 
perimental apparatus.* 

The  actual  operation  of  the  apparatus  is  easily  mas- 
tered. One  technician  from  the  sanatorium  and  one 
from  Emporia  were  instructed  in  one  day’s  time  to 
respectively  send  and  receive  the  Tele-EKG  (See 
Figures  1 and  2).  The  expense  of  operating  the 
Tele-EKG,  once  installed,  is  reasonable.  The  tele- 
phone rates  are  standard  for  station  to  station  calls. 
For  the  Norton-Emporia  connection,  which  covers 
229  air  miles  which  is  the  way  telephone  mileage  is 
calculated,  the  rate  is  a dollar  for  the  first  three  min- 
utes and  thirty  cents  for  each  succeeding  minute  un- 
til 16  minutes,  after  which  time  the  rate  is  even  less. 
It  takes  about  three  minutes  per  tracing,  so  this  is 
approximately  $1.00  per  patient  tracing. 

Since  April,  1954,  we  have  transmitted  electro- 

*  Made  by  Johnnie  Walker  Surgical  Service  Company, 
Kansas  City,  Missouri,  and  called  the  Tel-E-EKG. 


cardiograms  at  least  once  weekly,  and  we  have  had 
no  technical  interference  from  the  apparatus.  The 
tracings  recorded  in  Norton  and  those  simultaneously 
recorded  in  Emporia  have  been  uniformly  identical, 
as  illustrated  in  Figure  3. 

The  initial  patients  were  studied  in  consecutive 
order  to  develop  our  technic,  hence  the  diagnostic 
value  of  many  of  these  early  tracings  was  not  of  great 
immediate  value.  After  the  first  month  of  operation, 
we  limited  our  choice  of  patients  to  the  following 
categories,  a plan  which  we  still  follow: 

1 . Recent  arrhythmias. 

2.  Chest  pain  suggesting  heart  disease. 

3.  Preoperative  appraisal  for  emergency  surgery. 

4.  Questions  of  electrolyte  metabolism,  particular- 
ly involving  potassium  levels. 

We  have  a scheduled  time  of  day  (11:00  A.M.) 
to  transmit  though  we  can  send  and  receive  tracings 
at  any  time.  If  the  consultant  is  out  of  the  office  when 
a tracing  is  received  by  the  technician,  he  can  be 
located  and  telephone  the  interpretation  back  to  the 
sanatorium  usually  well  within  the  hour. 

There  are  some  obvious  limitations  to  this  long 
distance  type  of  consultation  which  we  realized  at 
the  outset,  and  as  we  have  gained  experience  we 
have  learned  some  unanticipated  lessons.  Many  times 
it  would  have  been  of  great  value  to  have  previous 
tracings  available  for  comparison,  though  our  in- 
genious friends  in  the  electronics  field  had  already 
anticipated  this.  They  state  that  electrocardiograms 
can  be  transcribed  on  steel  tape  and  "played  back” 
over  the  telephone  whenever  we  desire.7’  9 A present 
disadvantage  is  that  a patient  must  be  moved  from 
his  home  or  hospital  room  to  the  telephone  where 
the  Tele-EKG  has  been  "coupled  in.”  In  time  it  may 
be  that  a practical  means  of  "plugging  in”  to  stand- 
ard telephone  equipment  may  be  feasible. 


Figure  3.  Comparison  of  the  sending  and  receiving  electrocardiogram.  At  left,  sending;  at  right,  receiving. 
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When  several  patients  were  studied  in  the  course 
of  one  session,  much  valuable  telephone  time  was 
initially  lost  in  changing  electrodes.  We  have  since 
acquired  another  set  of  patient  electrodes,  and  now 
one  patient  is  being  made  ready  while  another  is  still 
connected  to  the  sending  apparatus.  It  is  occasionally 
a problem  to  scan  a complicated  tracing  quickly  and 
report  the  diagnosis  to  the  medical  secretary  on  the 
sending  end  of  the  line.  However,  a review  of  our 
first  100  cases  shows  that  errors  picked  up  in  a later 
deliberate  study  were  of  a minor  nature.  A cathode 
ray  tube  has  been  suggested  as  a guide  in  this  scan- 
ning procedure9  though  we  feel  we  can  do  as  well 
with  the  direct  writing  tracings  we  now  have. 
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Intracranial  Tumors 


F.  F.  WAGNER,  M.D.,  Topeka 

Oddly  enough,  it  is  still  a common  belief  among 
medical  men  that  intracranial  tumors  belong  in  the 
category  of  rare  and  hopeless  diseases.  However,  in 
modern  neurology  such  tumors  are  regarded  as  both 
frequent  and  treatable.  During  the  last  20  years  the 
mortality  rate  from  early  surgery  of  these  lesions  has 
improved  dramatically,  even  though  about  50  per 
cent  of  the  tumors  treated  by  surgery  are  found  to 
be  malignant,  either  because  of  their  nature  or  their 
localization.  This  is  not  discouraging  to  the  neuro- 
surgeon, however,  as  he  can  seldom  be  certain  of 
the  accuracy  of  his  pre-operative  diagnosis. 

The  importance  of  early  diagnosis  is  obvious  in 
view  of  the  fact  that  growth  of  the  tumor  often  causes 
irreversible  damage.  The  classical  triad  of  symptoms, 
headache,  vomiting,  and  choked  discs,  is  of  limited 
value  in  diagnosis  since  it  points  to  increased  intra- 
cranial pressure  rather  than  to  tumor  per  se.  Those 
symptoms  usually  indicate  a history  of  longstanding 
growth  or  acute  circulatory  disturbance,  either  of 
which  is  a serious  condition.  Absence  of  the  symp- 

Presented  before  a group  of  Topeka  psychiatrists  in 
1952  from  clinical  material  first  reported  by  the  author  in 
Nordisk  Medicin,  published  in  Denmark.  Dr.  Wagner  is 
now  en  route  to  Copenhagen,  Denmark,  where  he  will  be  a 
member  of  the  staff  of  the  Department  of  Psychiatry, 
Bispebjerg  Hospital, 


As  Encountered  in  a Psychiatric  Clinic 


toms,  on  the  other  hand,  does  not  exclude  the  possi- 
bility of  intracranial  tumor. 

One  is  tempted  to  employ  the  generalization  that 
early  symptoms  should  be  searched  out.  Unfortu- 
nately, general  rules  are  of  little  value  since  symp- 
tomatology varies  widely  with  the  age,  nature,  and 
localization  of  the  tumor. 

Grinker1  believes  that  "the  only  true  symptom  of 
an  intracranial  tumor  is  the  gradual,  progressive  loss 
of  neurological  function."  It  is  true,  however,  that 


SUMMARY 

A survey  of  patients  admitted  to  a 
psychiatric  service  in  a municipal  hos- 
pital showed  that  unsuspected  intracra- 
nial tumors  were  found  in  a small  num- 
ber. Most  of  the  tumors  were  of  con- 
siderable size,  and  neurological  signs 
were  frequently  demonstrable.  The  most 
frequent  differential  diagnostic  prob- 
lems arose  in  connection  with  other 
types  of  organic  brain  diseases  such  as 
arteriosclerosis,  brain  atrophy,  and  cer- 
ebral vacular  accident.  The  possibility  of 
intracranial  tumor  should  always  he 
kept  in  mind  in  psychiatric  patients. 
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progressive  functional  loss  occurs  in  a wide  variety  of 
neurological  diseases  and  that  tumors  not  infrequent- 
ly give  rise  to  acute  or  episodic  incidents.  Acute 
bleeding  into  a tumor  may  be  confused  with  hyper- 
tensive encephalopathy,  arteriosclerosis,  and  cerebral 
thrombosis.  There  may  be  an  acute  or  subacute  onset 
of  symptoms  following  skull  trauma  which  may  be 
indistinguishable  from  that  of  subdural  hematoma. 
Traumatic  incidents  are  often  noted  in  the  clinical 
history  of  patients  whose  vision  or  coordination  is 
impaired. 

To  make  diagnosis  more  difficult,  the  optimum  time 
for  the  appearance  of  tumors  coincides  nicely  with 
the  onset  of  many  degenerative  diseases.  The  un- 
happy clinician  is  therefore  faced  with  the  touchy 
and  subtle  problem  of  distinguishing  arteriosclerosis, 
thrombosis,  and  so  forth  from  neoplasm.  Even  the 
trained  clinician  may  therefore  find  it  difficult  to 
decide  how  far  to  carry  out  his  examination,  espe- 
cially with  respect  to  air  study. 

While  mental  symptoms  like  drowsiness,  stupor, 
or  even  coma  may  indicate  severely  increased  intra- 
cranial tension,  other  symptoms  such  as  intellectual 
impairment  or  gradual  character  change  may  be  the 
initial  findings  long  before  the  onset  of  any  neuro- 
logical signs.  Frontal  lobe  tumors  are  especially  ca- 
pricious in  that  respect.  The  insidious  onset  of  dis- 
interest in  environment,  carelessness  in  personal  ap- 
pearance, blunting  of  emotional  response,  and  di- 
minishing attention  span  may  remain  unrecognized 
by  close  relatives  for  a long  period  of  time.  In  later 
stages  the  extremely  careless,  incontinent,  and  untidy 
patient  may  be  mistaken  by  the  physician  for  a se- 
verely regressed  schizophrenic.  Psychological  tests 
usually  point  to  organic  brain  damage,  but  give  no 
information  about  pathology,  and  seldom  indicate 
localization  unless  the  aphasic  zone  is  involved. 

The  following  material  on  intracranial  tumors  in 
a psychiatric  hospital  in  Denmark  with  respect  to 
type,  localization,  and  symptomatology  will  compare 
the  diagnoses  made  by  the  referring  physician  with 
those  of  the  hospital  staff  and  the  pathologist.  It 
should  be  remembered  that  statistics  arising  from  a 
psychiatric  hospital  may  not  be  comparable  to  those 
originating  in  other  types  of  hospitals. 

This  review  concerns  patients  in  a 120-bed  acute 
psychiatric  admission  unit  in  one  of  the  municipal 
hospitals  in  Copenhagen.2  It  covers  12  years  between 
1939  and  1950,  during  which  period  31,348  patients 
were  admitted,  an  average  of  2,612  patients  per  year. 
The  diagnosis  of  brain  tumor  was  established  in  only 
49  cases,  18  men  and  31  women,  0.15  per  cent  of  the 
total  admission.  It  is  difficult  to  decide  whether  this 
low  figure  is  due  to  lack  of  diagnostic  skill  on  the 
part  of  the  hospital  staff  or  to  the  fact  that  most  pa- 
tients with  brain  tumors  were  admitted  directly  to 


TABLE  I 


Front.  Temp. 

Par. 

Hem.  Bas 

. Mult.  Total 

Meningioma 

7 

3 

1 

0 

2 

0 

13 

Glioma 

8 

6 

3 

9 

2 

0 

28 

Metastases 

3 

0 

0 

0 

0 

5 

8 

Total 

18 

9 

4 

9 

4 

5 

49 

neurosurgical  wards.  However,  we  omitted  from  the 
study  patients  who  were  reoperated  upon,  those  who 
were  readmitted,  and  those  who  had  recently  been 
operated  on  and  transferred  to  the  unit  for  psychiatric 
reasons. 

Table  I shows  distribution  of  the  tumors  as  to 
type  and  localization.  Gliomas  represent  about  one- 
half  of  the  cases,  28  out  of  49,  which  is  in  accord- 
ance with  general  experience.  Meningiomas,  how- 
ever, were  slightly  more  frequent  than  the  usually 
estimated  1 5 to  20  per  cent,  appearing  in  one-fourth 
of  the  cases.  Most  remarkable  is  the  fact  that  one- 
third  of  all  the  tumors  were  localized  in  the  frontal 
lobe,  in  contrast  to  the  usually  quoted  16  to  25  per 
cent.  Eight  of  those  18  patients  presented  a typical 
lobotomy-like  clinical  picture.  Only  one  was  de- 
scribed as  euphoric. 

Among  adults,  intracranial  tumors  occur  most  fre- 
quently during  the  fourth  to  fifth  decade  of  life. 
Table  II  shows  that  this  study  concerned  a different 
age  distribution,  the  maximum  being  in  the  fifth  to 
the  sixth  decade.  This  holds  true  for  meningiomas 
and  gliomas  as  well  as  for  metastases.  Since  one- 
fourth  of  the  tumors  occurred  in  the  seventh  decade, 
the  differential  diagnosis  of  organic  brain  disease  in 
elderly  people  was  a real  problem. 

Listing  the  symptoms  the  patients  showed  at  the 

TABLE  If 


X 

X 

X X 
XXX 

X 
X X 
X X 
X X 
XXX 
XXX 
XXX 
XXX 
XXX 
X X x x 

X 

X x X X 

X X X X 

X X 

X X X X 

X X x x 

XXX 

X x X X 

X 

X X X X 

XXX 

X X X X 

XXX 

X XXX  X 

0 0 x x x 

XX XX XX 

x 0 x x x 0 

X xxx XX 

3 4 5 6 7 

3 4 5 6 7 8 

345678 

345678 

Meningiomas 

Gliomas 

Metastases 

Total 

8 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


time  of  admission  would  not  indicate  the  specific 
diagnostic  problems,  but  a survey  of  psychic  and 
neurological  symptoms  will  give  an  over-all  impres- 
sion as  to  their  distribution.  Four-fifths  of  the  pa- 
tients showed  intellectual  impairment,  three-fifths 
had  developed  marked  emotional  changes,  and  one- 
half  revealed  impairment  of  consciousness  varying 
from  drowsiness  to  stupor.  Neurological  symptoms 
such  as  aphasia,  epileptic  seizures,  and  choked  discs 
appeared  with  approximately  the  same  frequency,  in 
one-third  of  the  patients.  Hallucinations  were  found 
in  only  two  patients  where  tumor  involved  the  tem- 
poral lobe.  It  is  especially  important  that  more  than 
three-fourths  of  the  patients  disclosed  other  neuro- 
logical signs  such  as  reflex  abnormalities,  paralysis 
of  one  of  the  extremities,  or  pathological  changes  in 
the  spinal  fluid. 

Table  III  shows  diagnoses  by  the  referring  physi- 
cian, the  hospital  staff,  and  the  pathologist.  This 
gives  a gross  orientation  as  to  the  group  of  diseases 
in  which  the  referring  physician  placed  the  patient. 
The  table  shows  that  about  three-fourths  of  the  tu- 
mors, 37  out  of  49,  were  diagnosed  clinically.  Ap- 
proximately half  were  verified  at  operation,  the  rest 
at  autopsy.  There  were  various  reasons  for  the  fact 
that  not  all  patients  with  the  diagnosis  of  intracranial 
tumor  underwent  surgery.  Some  were  too  old  or  in 
poor  condition  for  surgery ; a few  died  soon  after 
admission.  Autopsy  examination  of  20  of  the  23  pa- 
tients in  whom  tumor  was  diagnosed  disclosed  that 
there  were  12  glioblastomas,  3 astrocytomas,  and  5 
metastases,  mostly  malignant  tumors. 

The  tumor  was  diagnosed  clinically  on  all  the 
patients  referred  with  the  diagnosis  of  epilepsy,  but 
only  three-fourths  came  to  surgery.  This  diagnostic 
efficiency  may  be  due  to  the  fact  that  the  onset  of 
epileptic  seizures  in  adult  life  always  causes  suspicion 
of  intracranial  tumor  and  calls  for  a careful  neuro- 
logical examination  and  air  study. 

Patients  admitted  with  a diagnosis  of  "senile  de- 
mentia” constituted  only  a minor  group  numerically, 
but  apparently  diagnostic  efficiency  was  especially  low 

TABLE  III 


Initial  Diagnosis  Staff  Diagnosis  Verified 

Org. 

Brain  Dis,  Brain  Tumor  Op.  Autopsy  T dial 


Psychosis 

8 

11 

10 

9 

19 

Senility 

3 
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C.  V.  A. 
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Epilepsy 

0 

16 

11 

5 

16 
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0 

5 

1 

4 

5 

Total 

12 

37 

26 

23 

49 

in  this  instance.  As  expected,  the  most  frequent 
error  was  the  confusion  of  tumor  with  cerebral  ar- 
teriosclerosis or  cerebral  vascular  accident. 

An  example  is  a 64-year-old  woman  who  com- 
plained of  gradual  fatigue  and  drowsiness  five  weeks 
prior  to  admission.  Two  weeks  before  admission  she 
developed  speech  difficulties  and  a severe  memory 
defect.  The  examination  on  admission  showed  cloud- 
ing of  consciousness,  marked  motoric  aphasia,  left 
central  facial  paralysis,  and  hyperactive  muscle  re- 
flexes on  the  same  side.  Fundi  were  normal.  She 
died  within  a week,  and  autopsy  showed  a huge 
glioblastoma  infiltrating  most  of  the  right  hemi- 
sphere. 

The  following  case  history  illustrates  that  a slowly 
progressive  deterioration  may  be  caused  by  a benign 
tumor  of  considerable  size.  A 69-year-old  woman 
with  a six-year  history  of  anosmia  and  a two-year 
history  of  short  periods  of  excitement  and  confusion 
became  stubborn,  sullen,  and  incontinent  during  the 
two  months  before  admission.  The  admitting  diag- 
nosis was  senility.  She  was  a quiet,  deteriorated  pa- 
tient who  was  sent  to  a neurosurgical  ward  because 
of  a generalized  convulsion  which  left  her  with  a 
permanent  Babinski  reflex.  An  air  study  showed  de- 
pression of  the  left  ventricle,  and  a midline  menin- 
gioma the  size  of  a tennis  ball  was  removed  from  the 
olfactory  groove. 

Presenile  dementia  may  give  rise  to  differential 
difficulties  with  brain  atrophy.  The  following  exam- 
ple shows  the  value  of  a thorough  examination.  A 
49-year-old  previously  healthy  man  was  transferred 
from  a medical  ward  with  the  diagnosis  of  Alz- 
heimer’s disease.  Four  months  prior  to  admission  he 
had  suffered  from  diarrhea,  followed  by  temporary 
clouding  of  consciousness.  Examination  showed  a 
deteriorated,  hypokinetic,  emotionally  flattened  pa- 
tient with  a left-sided  Babinski  reflex.  Repeated 
pneumoencephalograms  failed  to  show  any  filling 
of  the  ventricular  system,  a finding  usually  ascribed 
to  technical  error.  On  the  chance  that  it  might  be 
caused  by  obstruction,  however,  the  patient  was 
transferred  to  a neurosurgical  ward  where  a 130- 
gram  meningioma  arising  from  the  anterior  part  of 
the  superior  longitudinal  sinus  was  removed. 

The  greatest  diagnostic  problem  was  in  the  group 
of  patients  with  non-organic  psychiatric  difficulties. 
Fourteen  of  19  were  labeled  as  having  psychotic  or 
neurotic  depression.  Half  of  the  tumors  in  this  group 
were  diagnosed  clinically,  and  in  the  remainder  the 
symptoms  were  attributed  to  organic  brain  disease, 
usually  a cerebral  vascular  accident. 

This  example  of  skull  trauma  is  cited  to  show  that 
misinterpretation  may  lead  to  an  incorrect  neuro- 
logical diagnosis.  A 52-year-old  previously  healthy 
woman  was  admitted  to  the  medical  ward  because  of 
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a post-traumatic  headache.  She  had  had  a head  injury 
three  weeks  before  admission,  and  four  days  after 
the  injury  she  developed  headache  on  the  right  side. 
After  three  weeks  on  the  medical  ward  she  was 
transferred  to  the  psychiatric  service  with  the  above 
mentioned  diagnosis  and  a suggestion  that  she  might 
be  malingering.  Examination  showed  a drowsy  pa- 
tient with  a slight  left-sided  paralysis  of  the  facial 
nerve  and  bilateral  papilledema.  A big  glioblastoma 
was  subsequently  removed  from  the  right  temporal 
lobe. 

In  some  instances  organic  symptoms  may  be  pre- 
ceded by  a prolonged  period  of  depression,  likely  to 
be  accepted  as  such  if  precipitated  by  a psychic  trau- 
ma, as  in  this  example.  A 51 -year-old  sensitive  and 
melancholy  woman  continued  to  be  severely  de- 
pressed for  five  years  following  the  death  of  her  hus- 
band. Two  months  before  admission  she  became 
apathetic  and  drowsy  and  mentioned  several  times 
that  she  thought  she  was  going  to  die.  On  admission 
she  presented  the  picture  of  a lobotomized  patient, 
friendly,  somewhat  silly,  indifferent,  and  having  a 
short  attention  span.  She  soon  became  disoriented 
and  hyperactive,  voided  in  bed,  and  smeared  herself 
with  feces.  Positive  neurological  findings  were  slight 
protrusion  of  the  right  eyeball  and  a bilateral  Babin- 
ski  sign.  The  neurosurgical  diagnosis  was  frontal  lobe 
tumor,  and  operation  revealed  a big  anterior  para- 
sagittal meningioma. 

Information  about  the  pre-morbid  personality  is  of 
importance  in  evaluating  character  changes  caused  by 
a developing  tumor.  An  aggravation  of  a neurotic 
condition,  during  the  menopause  for  instance,  may  be 
misleading  if  specific  points  in  the  clinical  history 
do  not  lead  one  aright. 

A 48-year-old  sensitive,  exaggerating  woman  was 
admitted  with  the  diagnosis  of  migraine  and  neu- 
rotic depression  in  the  menopause.  During  the  four 
months  before  admission  she  had  suffered  from 
paroxysmal  left-sided  headache,  nausea,  and  vomit- 
ing. She  had  occasionally  had  difficulty  in  finding  the 
correct  words  to  express  herself.  She  was  described 


on  admission  as  friendly,  indifferent,  and  without  re- 
markable depressive  features.  Neurological  exam- 
ination was  negative.  During  the  next  week  she  be- 
came apathetic,  and  during  the  second  week  she 
developed  a slight  amnestic  aphasia,  right-sided  pa- 
ralysis of  the  facial  nerve,  and  hyperactive  muscle 
reflexes  on  the  same  side.  Since  a tumor  in  the  left 
frontotemporal  region  was  suspected,  she  was  trans- 
ferred to  a neurosurgical  service,  and  a meningioma 
the  size  of  a baseball  was  removed  from  the  left 
sylvian  fissure,  extending  from  the  sphenoidal  ridge. 

Deep-seated  gliomas  frequently  give  cause  to  an 
acute  psychotic  condition,  often  showing  the  first 
neurological  symptoms  in  the  terminal  stage,  as  in 
the  following  instance.  A 50-year-old  previously 
healthy  woman  was  admitted  with  the  diagnosis  of 
menopausal  psychosis.  Twelve  days  before  she  had 
been  dismissed  from  surgical  service  where  she  had 
received  treatment  for  a tibial  ulcer.  During  her 
hospitalization  she  went  through  a short  period  of 
elation,  but  at  the  time  of  her  discharge  she  was 
described  as  being  in  a normal  mental  condition.  Im- 
mediately after  leaving  the  hospital  she  became 
anxious,  depressed,  and  sleepless,  vomited,  and  com- 
plained about  paresthesia  in  both  hands.  On  admis- 
sion to  the  psychiatric  service  she  was  disoriented  in 
all  three  areas,  was  aphasic,  and  talked  all  the  time. 
During  the  following  week  she  developed  paralysis 
of  the  right  arm,  became  incontinent  and  comatose, 
and  died  suddenly.  Autopsy  revealed  a cystic  astrocy- 
toma in  the  left  parietal  lobe,  about  the  size  of  an 
orange  and  expanding  into  the  lateral  ventricle. 
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Imagination  is  potentially  infinite.  Though  actually  we  are  limited  to  the  types  of 
experience  for  which  we  possess  organs,  those  organs  are  somewhat  plastic.  Opportunity 
will  change  their  scope  and  even  their  center.  . . . The  precision  and  variety  of  alien 
things  fascinate  the  traveler.  He  is  aware  that  however  much  he  may  have  seen,  more 
and  greater  things  remain  to  be  explored,  at  least  ideally,  and  he  need  never  cease 
traveling,  if  he  has  a critical  mind.  — George  Santayana 


The  Breast 

A Review  of  Its  Inflammatory  Lesions  and  Tumors 

GARLAND  O.  WELLMAN,  M.D.,  Texas  City,  Texas 


EMBRYOLOGY 

Mammary  glands  first  appear  during  the  sixth 
week  of  human  development  as  an  ectodermal  thick- 
ening called  the  milk  line.  Human  mammary  glands 
subsequently  develop  from  this  thickening  as  down 
growths  of  solid  cords,  which  have  been  called  the 
primary  milk  ducts.  These  later  branch  in  the  corium, 
hollow  out,  and,  at  their  ends,  dilate  into  secretory 
acini.  Where  the  "milk  ducts’’  open  on  the  surface, 
the  epidermis  is  elevated  to  form  the  nipple. 

The  mammary  glands  are  regarded  by  most  au- 
thorities as  modified  sweat  glands,  because  of  their 
similar  mode  of  development  and  structural  arrange- 
ments. Rudimentary  mammary  glands  (areolar  glands 
of  Montgomery),  which  also  resemble  sweat  glands, 
occur  in  the  area  about  the  nipple.  By  the  time  of 
birth  little  more  than  the  main  ducts  are  present, 
with  their  terminal  acini  projecting  down  into  sub- 
cutaneous tissue.  These  remain  as  such  until  puberty, 
when  the  areolar  region  becomes  elevated  and  a rapid 
enlargement  takes  place  through  fat  deposition  about 
the  glands. 

There  will  be  more  about  this  later  when  we  dis- 
cuss malignant  tumors  of  the  breast. 

ANATOMY 

The  glandular  tissue  forms  15  to  20  lobes  arranged 
radially  about  the  nipple,  each  lobe  having  its  own 
individual  excretory  duct  which  has  an  ampullary 
enlargement  just  beneath  the  areola.  The  glandular 
tissue  does  not  occupy  the  entire  eminence  called  the 
breast;  a variable  but  considerable  amount  of  adipose 
tissue  fills  out  the  stroma  between  and  around  the 
lobes.  The  connective  tissue  stroma  in  many  places  is 
concentrated  into  fibrous  bands  which  course  verti- 
cally through  the  substance  of  the  breast,  attaching 
the  deep  layer  of  the  superficial  fascia  to  the  corium 
of  the  skin.  These  bands  are  known  as  the  suspensory 
ligaments  or  Cooper’s  ligaments  of  the  breast. 

Minute  processes  of  glandular  tissue  may  accom- 
pany these  fibrous  bands  into  the  retro-mammary 
tissue  and  thence,  via  septa  of  the  pectoral  fascia,  be- 
tween the  bundles  of  fibers  of  the  pectoralis  major 
muscle.  Malignant  growth  of  the  breasts  may  extend 
along  these  septa,  a fact  to  be  remembered  in  surgical 
removal  of  the  breast. 

The  entire  breast  is  contained  within  the  super- 
ficial fascia.  The  deep  surface  of  the  gland  is  sepa- 
rated from  the  underlying  external  investing  layer 


of  deep  fascia  by  a fascial  cleft  which  allows  con- 
siderable mobility.  Each  lobe  of  the  breast  consists  of 
numerous  lobules,  connected  by  areolar  tissue,  blood 
vessels,  and  ducts.  The  lobules  consist  of  a cluster  of 
rounded  alveoli  which  open  into  small  lactiferous 
ducts.  These  ducts  unite  to  form  larger  ducts  and 
subsequently  end  in  a single  canal  for  each  lobule. 
These  ducts  are  void  of  muscle  tissue  but  contain 
elastic  fibers.  They  are  lined  with  columnar  epi- 
thelium, resting  on  a basement  membrane. 

The  arteries  supplying  the  breasts  are  derived  from 
three  main  sources.  These  are  the  intercostals,  internal 
mammaries,  and  the  axillary  arteries  with  their  tho- 
racic branches.  The  venous  drainage  system  begins 
with  an  anastomotic  circle  around  the  base  of  the 
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papillae  of  the  ducts,  beneath  the  areola.  From  this, 
large  branches  pass  to  the  circumference  of  the  gland 
and  end  in  the  axillary  and  internal  mammary  veins. 

The  nerve  supply  is  laterally  from  the  lateral 
mammary  rami  of  the  anterior  rami  of  the  lateral  cu- 
taneous branches  of  the  fourth  to  the  sixth  inter- 
costal nerves  and  medially  from  the  medial  mammary 
rami  of  the  anterior  cutaneous  branches  of  the  second 
to  the  fifth  intercostal  nerves.  In  addition  the  skin 
receives  branches  from  the  supraclavicular  nerves  of 
the  cervical  plexus.  Therefore,  in  painful  affections 
of  the  breast,  the  pain  may  be  referred  to  the  side 
of  the  chest  and  back,  along  the  intercostal  nerve 
trunks,  over  the  scapula,  along  the  medial,  side  of  the 
arm,  along  the  intercostal  brachial  nerve,  or  up  into 
the  neck.  Sympathetic  fibers  reach  the  gland,  but  by 
what  course  is  not  yet  clear. 

The  lymphatics  of  the  breast  are  numerous.  There 
is  a rich  plexus  in  the  skin  of  the  areola  and  nipple 
which  empties  mainly  into  a subareolar  plexus.  Deep 
lymphatics  arise  in  the  spaces  around  the  alveoli  in 
all  parts  of  the  gland.  They  anastomose  freely  with 
the  cutaneous  lymphatics,  and  most  of  them  con- 
verge toward  the  nipple  where  they  join  the  sub- 
areolar plexuses. 

From  these  the  main  lymphatics  course  outward 
along  eight  principal  lymphatic  pathways:1  (1) 
axillary  route,  to  anterior  pectoral  nodes  (low),  cen- 
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tral  axillary  nodes  (mid),  to  subclavian  nodes  (high 
or  apex)  ; (2)  internal  mammary  route  along  the 
internal  mammary  artery  to  mediastinal  nodes;  (3) 
paramammary  route  of  Gerota,  through  the  abdominal 
lymphatics  to  the  subdiaphragmatic  nodes;  (4) 
Groszman’s  path  from  lymphatics  beneath  the  breast 
perforating  the  pectoral  major  muscle  to  Rotter’s 
nodes,  thence  to  subclavian  nodes;  (5)  cross  mam- 
mary pathway  via  superficial  lymphatics  to  the  op- 
posite breast;  (6)  substernal  pathway  to  the 
mediastinal  nodes;  (7)  subclavian  pathway  direct  to 
the  subclavian  nodes,  and  (8)  lower  superficial  path- 
way to  the  lymphatics  of  the  abdominal  network. 

DIAGNOSIS 

With  this  knowledge  of  the  development  and 
anatomy  of  the  breast,  let  us  proceed  further  with 
the  problem  at  hand,  diagnosing  an  existing  patho- 
logical condition  of  a breast.  History,  inspection, 
transillumination,  palpation,  roentgenograms,  and 
biopsy  of  the  lesion  are  all  used  to  reach  this  end. 
However,  microscopic  study  is  the  only  reliable  basis 
on  which  to  establish  the  final  diagnosis  in  mam- 
mary lesions. 

Clinically,  if  one  takes  into  consideration  the  age 
of  the  patient,  whether  the  lesion  is  single,  multiple, 
or  diffuse,  the  location  of  the  lesion,  its  character- 
istics on  palpation,  the  presence  or  absence  of  in- 
flammatory signs  and  evidence  of  injury,  the  number 
of  possibilities  to  be  considered  in  the  differential 
diagnoses  is  definitely  limited. 

Injury  may  be  of  significance  in  two  mammary 
lesions:  hematoma  and  traumatic  fatty  necrosis.  In- 
jury of  the  nipple  during  nursing  may  be  a factor  in 
lactation  mastitis.  Inflammatory  signs  are  present  in 
acute  and  chronic  lactation  mastitis  and  in  some  cases 
of  tuberculosis  and  syphilis  of  the  breast.  Such  signs 
are  found  in  cases  of  dilated  ducts  beneath  the  nipple 
with  an  associated  plasma-cell  mastitis.  An  erysipe- 
loid appearance  of  the  skin  is  seen  in  cases  of  acute 
cancer,  and  reddening  and  edema  with  or  without 
ulceration  and  infection  are  seen  in  the  late  stages  of 
all  forms  of  mammary  cancer. 

The  age  of  the  patient  is  important  in  determining 
the  physiologic  state  of  the  mammary  gland.  The 
decade  between  15  and  25  years  is  the  period  of 
adolescence  and  early  sexual  maturity.  This  is  the 
time  of  appearance  for  most  cases  of  diffuse  virginal 
hypertrophy  and  benign  fibroadenoma.  The  decade 
between  30  and  40  years  in  nonparous  women  is  the 
period  of  menstrual  cycles,  and  it  is  at  this  time  that 
the  various  forms  of  mammary  dysplasia  or  cystic 
mastitis  are  found. 

In  relation  to  childbearing,  naturally,  are  found 
acute  and  chronic  forms  of  lactation  mastitis, 
galactorrhea,  and  galactocele,  and  the  rapidly  grow- 
ing fibroadenomas  and  cancers  of  pregnancy. 

At  the  time  of  the  menopause  large  fibroadenomas 


or  giant  myxomas  may  appear,  also  dilated  ducts  be- 
neath the  nipple  with  inspissated  secretion,  papillo- 
mas beneath  the  nipple  associated  with  a sanguineous 
discharge,  solitary  cysts,  and  the  various  forms  of 
mammary  cancer.  With  advancing  age,  mammary 
carcinomas  and  fibrosarcomas  of  the  breast  are  the 
predominant  lesions. 

Most  mammary  lesions  are  solitary  rather  than 
multiple,  and  few  are  bilateral  or  diffuse.  Mammary 
hypertrophy  in  the  male  and  female  is  diffuse  and 
often  bilateral.  Among  the  types  of  mammary  dys- 
plasia or  cystic  mastitis,  adenosis  is  most  often  a mul- 
tiple and  bilateral  condition.  Cystic  disease  is  multi- 
ple and  bilateral  in  some  instances,  and  small  intra- 
cystic  papillomas  may  occur  in  multiple  form  and  may 
be  bilateral.  Dilated  ducts  with  inspissated  secretion 
are  often  multiple  and  may  be  bilateral.  Recurrent 
mammary  cancer  may  give  rise  to  multiple  nodules 
(so-called  carcinoma  en  cuirasse).  Large  fibroadeno- 
mas during  adolescence,  giant  myxomas,  and  large 
mammary  cancers  and  sarcomas  may  occupy  the  entire 
breast  and  give  the  impression  of  a diffuse  lesion. 

Most  mammary  lesions  are  found  in  the  glandular 
tissue  in  any  of  the  various  portions  of  the  breast.  A 
few  have  a characteristic  location  beneath  the  nipple. 
Such  lesions  are  papillomas  in  the  larger  ducts, 
dilated  ducts  beneath  the  nipple,  Paget’s  cancer  of 
the  nipple,  and  some  forms  of  papillary  cancer  and 
duct  cancer. 

The  most  important  data  from  the  standpoint  of 
clinical  diagnosis  are  those  obtained  by  palpation. 
Whether  the  lesion  is  soft  or  circumscribed,  firm  or 
infiltrating,  is  important.  Cysts,  benign  papillomas, 
dilated  ducts,  and  the  papillary  and  mucoid  forms 
of  mammary  cancer  may  be  soft  or  circumscribed  on 
palpation.  The  same  is  true  of  mammary  abscesses, 
galactoceles,  lipomas,  and  the  rare  angiomas.  The 
tender  tissue  in  mastodynia,  benign  fibroadenomas, 
and  nonsuppurating  mastitis  is  firm  but  not  infil- 
trating. The  common  forms  of  mammary  cancer  are 
hard,  infiltrating  lesions.  This  is  also  true  of  fat  ne- 
crosis and  most  forms  of  sarcoma. 

Geschickter,2  in  his  book  Diseases  of  the  Breast, 
gives  a list  of  12  "don’ts”  which  I think  is  worth 
repeating. 

1.  Do  not  overlook  early  pregnancy  in  taking 
menstrual  and  marital  history ; this  may  be  responsi- 
ble for  the  sudden  growth  of  a benign  or  malignant 
tumor. 

2.  Do  not  neglect  a history  of  puerperal  mastitis. 
Cancer  occurring  in  the  scar  of  lactation  mastitis  has 
a grave  prognosis. 

3.  Do  not  neglect  microscopic  examination  of  any 
discharge  from  the  nipple.  This  is  necessary  to  dis- 
tinguish between  blood  and  inspissated  secretion. 

4.  Do  not  neglect  transillumination.  It  may  reveal 
a nonpalpable  tumor. 
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5.  Do  not  palpate  the  breast  with  the  patient  in 
the  upright  position,  but  have  her  lie  flat  and  palpate 
the  gland  against  the  chest  wall  with  the  flat  of  the 
palm  or  the  tip  of  the  fingers,  using  gentle  pressure. 
Include  the  region  of  the  axillary  and  supraclavicular 
nodes  in  the  palpation. 

6.  Do  not  fail  to  determine  the  mobility  of  the 
tumor,  if  present,  the  mobility  of  the  overlying  skin, 
and  that  of  the  nipple.  Evidence  of  traction  or  ad- 
herence of  any  of  these  structures  may  be  the  earliest 
sign  of  malignancy. 

7.  Do  not  omit  a pelvic  examination.  It  is  impor- 
tant in  the  diagnosis  and  treatment  of  chronic  cystic 
mastitis. 

8.  Do  not  omit  a Wassermann  reaction.  A lesion 
of  the  nipple  cannot  be  diagnosed  without  a serologic 
test. 

9.  Do  not  rule  out  the  possibility  of  cancer  without 
a biopsy  if  a definite  nodule  can  be  palpated  or 
transilluminated. 

10.  Do  not  do  a biopsy  without  being  prepared 
to  interpret  the  section  and  to  proceed  with  a radical 
operation  if  indicated. 

11.  Do  not  omit  roentgenograms  of  the  chest  and 
pelvis  (including  the  lumbar  spine)  if  a radical 
mastectomy  is  contemplated. 

12.  Do  not  give  endocrine  or  radiation  therapy 
unless  the  diagnosis  is  established. 

DISEASE  ENTITIES 

In  discussing  the  various  disease  entities  of  the 
breast,  I wish  to  take  up  only  a selected  few  of  the 
less  common  ones  and  to  go  into  greater  detail  about 
the  group  classified  as  chronic  mastitis  and  tumors, 
both  benign  and  malignant. 

Fat  Necrosis:  Destruction  of  fat  followed  by  re- 
generative process  in  which  phagocytoses  and  foreign 
body  giant  cells  are  prominent  may  occur  in  the  breast 
with  a variety  of  conditions  such  as  abscess,  benign 
and  malignant  tumors,  and  following  trauma,  and 
may  be  confused  clinically  with  carcinoma.  This 
usually  appears  as  a small,  dense  nodule  and  may 
show  fixation  to  the  skin  and  induration  suggesting 
cancer.  Grossly,  the  affected  area  appears  encapsu- 
lated and  without  the  infiltration  seen  with  malig- 
nancies. On  section  some  of  these  will  be  discovered 
to  contain  cystic  cavities  with  cholesterol  crystals  and 
calcinous  deposits.  These  give  the  lesion  its  hardness 
to  palpation.  The  fibrous  repair  easily  explains  the 
skin  retraction  as  it  acts  like  a strong  cord  which  is 
nonelastic  and  tends  to  retract.  On  microscopic  sec- 
tions, these  lesions  appear  as  granulomatous  processes 
in  which  fibrous  tissue,  lymphocytes,  and  giant  cells 
occur  together  with  the  characteristic  foam  cells 
which  are  lipoid  phagocytes. 

Plasma  Cell  Mastitis:  This  rare  condition  may 


easily  be  mistaken  for  carcinoma,  but  its  rapid  onset, 
local  tenderness,  and  puriform  discharge  from  the 
nipple,  together  with  mild  temperature  elevation  and 
leukocytosis  usually  suffice  to  make  the  diagnosis 
of  plasma  cell  mastitis.  Adair3  described  this  as 
periductal  mastitis  arising  in  association  with  dilated 
ducts  beneath  the  nipple.  Because  of  the  induration 
and  edema  of  the  skin,  retraction  of  the  nipple  may 
be  present.  Usually  the  findings  increase  in  severity 
over  a considerable  period  of  time,  to  be  followed 
by  slow  resolution,  leaving  an  indurated  nodule.  One 
of  the  most  characteristic  findings  is  the  presence  of 
one  or  more  tense  bands  or  cords,  which  are  distended 
ducts,  traversing  the  inflamed  areas  and  from  which 
a thick,  dark  discharge  may  be  expressed  on  pres- 
sure. The  microscopic  picture  is  one  of  subacute  in- 
flammation with  plasma  cells  predominating.  Giant 
cells  may  be  numerous  also. 

Chronic  Cystic  Mastitis:  We  now  approach  a sub- 
ject which  is  the  root  and  center  of  many  of  the 
difficulties  in  diseases  of  the  breast.  The  first  problem 
is  to  decide  by  which  name  the  condition  should  be 
known.  Its  names  are  indeed  legion.  The  better 
known  fall  into  three  groups:  (1)  chronic  mastitis, 
chronic  cystic  mastitis,  chronic  interstitial  mastitis, 

(2)  diffuse  fibroadenoma,  cystadenoma  papilliferum; 

(3)  involution  cysts,  abnormal  involution,  cystic  dis- 
ease of  the  breast,  and  Schimmelbusch’s  disease. 

It  is  not  that  the  name  itself  is  of  great  impor- 
tance, but  almost  all  of  these  names  commit  one  to  a 
definite  theory.  The  first  group  suggests  that  the  con- 
dition is  inflammatory  in  nature,  the  second  that  it  is 
neoplastic,  and  the  third  that  it  is  a perversion  of 
involution. 

The  only  real  evidence  in  support  of  the  inflamma- 
tory hypothesis  is  the  presence  of  lymphocytic  infil- 
tration, and  that  is  always  found  in  involution  fol- 
lowing lactation  and  often  in  senile  involution. 

Nor  can  we  admit  that  the  condition  is  a neoplasm. 
There  is  no  tumor — that  is  a fact  from  which  we 
cannot  escape.  It  is  true  that  the  epithelial  hyper- 
plasia may  at  times  suggest  a neoplastic  process,  but 
the  same  may  be  said  of  the  epithelial  hyperplasia'  in 
goiter.  A reasonable  explanation,  and  one  which 
brings  the  condition  into  line  with  similar  conditions 
in  the  thyroid  and  the  prostate,  is  arrived  at  by  com- 
paring the  account  of  the  physiological  changes 
which  the  breast  undergoes  throughout  life  with  that 
of  the  lesions  in  chronic  mastitis. 

The  breast  is  being  continually  played  on  by  a 
variety  of  stimuli  which  tend  to  induce  hyperplastic 
changes  followed  later  by  involution.  We  shall  find 
that  all  the  changes  characteristic  of  hyperplasia  and 
of  involution  may  be  duplicated  in  chronic  mastitis 
(lobular  hyperplasia).  There  is  evidence  of  epithelial 
activity  and  proliferation  in  the  form  of  epithelial 
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buds,  later  atrophy  of  the  epithelium,  cyst  formation, 
fibrosis,  and  round  cell  infiltration — in  short,  evi- 
dence of  hyperplasia  which  may  or  may  not  be  asso- 
ciated with  involution. 

The  patient  complains  of  pain  or  a lump  in  the 
breast.  The  pain,  although  usually  slight,  may  be 
severe,  is  often  worse  at  the  menstrual  period,  and 
frequently  is  neuralgic  in  nature.  The  breast  is  ten- 
der, especially  at  certain  points.  One  or  both  breasts 
may  be  involved,  and  there  may  be  more  than  one 
lump  in  one  breast.  This  multiplicity  is  always  strong 
evidence  against  cancer. 

A granular  induration  is  felt  when  the  breast  is 
palpated  between  the  fingers  and  thumb,  much  less 
distinctly  when  the  flat  of  the  hand  is  used.  In  this 
respect,  it  differs  from  both  innocent  and  malignant 
tumors.  In  thin  persons  the  breast  substance  has  a 
characteristic  ropy  feeling.  Cysts  feel  hard  rather 
than  fluctuating  and  give  the  induration  a more 
coarsely  granular  character.  The  induration  is  fre- 
quently confined  to  one  of  the  sector-like  lobes  of 
the  breast,  whereas  in  cancer  no  such  restriction  is 
observed.  The  axillary  nodes  are  often  enlarged  and 
tender.  As  in  carcinoma,  they  may  not  be  palpable. 
The  condition  of  the  nodes  should  not  be  used  as  a 
means  of  diagnosis.  The  cause  of  the  glandular  en- 
largement in  lobular  hyperplasia  is  unknown.  Al- 
though the  disease  is  most  common  at  the  time  of 
menopause,  it  may  occur  before  the  13th  year.  Blood- 
good4  states  that  it  is  more  frequent  in  the  breast 
which  has  never  lactated,  whether  there  has  been 
pregnancy  or  not. 

By  far  the  most  common  type  of  cyst  is  what 
Bloodgood  calls  the  blue-domed  cyst.  Its  surface  is 
smooth  and  the  fluid  contents  are  clear  or  cloudy, 
never  hemorrhagic.  Hemorrhage  into  a cyst  indi- 
cates carcinoma. 

Microscopically  one  sees  an  extremely  varied  pic- 
ture. Considered  individually,  the  different  features 
are  largely  meaningless,  but  when  regarded  as  parts 
of  one  process  of  epithelial  hyperplasia  or  retrogres- 
sion they  become  more  intelligible. 

The  principal  changes  are  as  follows:  (1)  A for- 
mation of  epithelial  buds  is  similar  to  those  seen 
during  the  involution  of  the  breast  at  puberty;  (2) 
Cyst  formation  is  extremely  common  (Cheatle5  be- 
lieves that  the  majority  of  cysts  are  formed  not  from 
the  acini  but  from  the  ducts)  ; (3)  Papillary  forma- 
tion is  a characteristic  change  in  many  cases;  (4) 
The  presence  of  large,  clear,  pale,  epithelial  cells  is 
sometimes  noted;  (5)  Atrophy  of  the  epithelium 
rather  than  hyperplasia  may  be  the  dominant  factor, 
and  (6)  The  connective  tissue  usually  shows  a sig- 
nificant increase.  This  is  best  observed  in  the  peri- 
ductal fibrous  tissue. 

While  we  are  discussing  this  common  disease  enti- 
ty, let  us  ask  the  question,  "What  is  the  relationship 


of  this  lobular  hyperplasia  to  carcinoma?”  The  mod- 
ern tendency  is  to  regard  cystic  mastitis  as  a danger- 
ous and  precancerous  condition.  We  must  remember 
that  this  hyperplasia  is  the  result  of  hormonal  stimu- 
lation and  that,  at  least  in  the  experimental  animal, 
carcinoma  of  the  breast  can  be  induced  by  means  of 
estrogenic  hormones. 

Shields  Warren6  gives  the  follow-up  results  after 
five  years  on  1,200  patients  with  chronic  mastitis 
who  had  been  operated  upon  and  compares  them  as 
regards  cancer  incidence  with  a control  group  of 
corresponding  age.  He  finds  that  the  cancer  rate  for 
women  with  pre-existing  breast  lesions  is  4.5  times 
as  great  as  in  controls;  between  the  ages  of  30  and 
49  it  is  nearly  12  times  as  great.  Warren  concludes 
that  a woman  who  has  had  chronic  mastitis  is  in  far 
greater  danger  of  developing  cancer,  even  though  all 
the  apparently  abnormal  tissue  has  been  removed,  but 
once  she  has  passed  the  menopause  there  is  no  greater 
danger  than  in  any  control  group. 

Actively  proliferating  lesions,  such  as  intraduct 
papillomas  and  cysts  with  papillary  epithelium,  are 
of  graver  import  than  large  cysts  with  atrophic  epi- 
thelium. After  removal  of  the  diseased  tissue,  the 
breasts  should  be  examined  at  regular  intervals.  This 
is  better  than  amputation  of  both  breasts,  which  is 
not  only  too  radical  but  too  easy  for  the  surgeon. 
Much,  however,  depends  on  the  type  of  lesion  and 
the  age  of  the  patient. 

Schimmelbusch’s  Disease  (Adenosis ) : Adenosis  is 
characterized  by  the  occurrence,  in  one  or  both  breasts, 
of  multiple  nodules  varying  from  a millimeter  to  a 
centimeter  in  size,  usually  distributed  about  the 
periphery  of  the  upper  or  outer  hemisphere.  The 
breasts  affected  are  small,  dense,  and  edged  like  a 
saucer  when  grasped  in  the  hand.  Pain  and  tender- 
ness (which  vary  during  the  menstrual  cycle)  occur 
as  in  mastodynia.  The  majority  of  women  affected  are 
childless  and  are  in  the  late  30’s  or  early  40’s.  These 
patients  are  often  nervous  and  underweight  and  may 
have  irregular  menstrual  cycles. 

The  mammary  tissue  affected  contains  dense  fi- 
brous tissue,  numerous  minute  cysts,  and  foci  of 
epithelial  proliferation.  The  pathology  of  this  form 
of  mammary  dysplasia  was  first  described  as  a diffuse 
papillary  cystadenoma  by  Schimmelbusch,  who  be- 
lieved it  to  be  precancerous.  Bloodgood,  in  1906, 
described  it  as  the  "diffuse  nonencapsulated  cystic 
adenomatous  type”  of  chronic  cystic  mastitis. 

The  occurrence  of  small  multiple  nodules  has  been 
emphasized.  These  numerous  small  nodules  found  in 
the  upper  or  outer  hemisphere  of  the  mammary  gland 
have  led  to  descriptive  terms  such  as  "shotty  breasts,” 
''the  feeling  of  a bag  of  shot”  and  "palpating  a bean- 
bag.”  The  size  of  the  nodules  varies  from  1 or  2 
mm.  to  1 or  1.5  cm.  The  larger  nodules  are  cystic, 
being  round,  dense,  and  freely  movable.  In  the  ma- 
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jority  of  cases  of  adenosis,  both  breasts  are  affected. 
Bloodgood7  believed  that  if  both  breasts  are  carefully 
palpated,  bilateral  disease  would  always  be  found. 

Pathologically,  there  is  a diminution  of  adipose 
tissue  and  increase  of  fibrous  tissue.  The  parenchyma 
is  riddled  with  small  cysts,  minute  adenomas,  papil- 
lomas, and  large  dilated  ducts.  Microscopically,8  the 
salient  features  are  (1)  epithelial  proliferation  in  the 
terminal  mammary  tubules  with  the  formation  of 
multiple  small  intraductal  adenomas  and  papillomas 
— intraductal  hyperplasia;  (2)  a disorderly  prolifera- 
tion of  acinar  elements  which  invade  the  surrounding 
stroma,  so-called  "epithelial  spilling”;  (3)  dilatation 
of  terminal  tubules  or  acini  with  the  formation  of 
minute  cysts — microcystic  disease — and  (4)  increase 
in  the  periductal  and  perilobular  stroma — diffuse 
fibrosis. 

Tumors  of  the  Breast  (Benign):  Of  the  true  tu- 
mors of  the  breast,  95  per  cent  fall  into  two  groups, 
fibroadenoma  and  carcinoma.  The  former  constitutes 
about  15  per  cent,  the  latter  80  per  cent.  The  fibro- 
epithelial  breast  tumors  are  essentially  fibroepithelial 
overgrowths  which  are  limited  by  a capsule.  Some- 
times the  fibrous  element  is  predominant,  sometimes 
the  epithelial.  The  development  of  cysts  will  ma- 
terially modify  the  character  of  the  tumor. 

Three  main  varieties  of  fibroepithelial  tumors  may 
be  recognized:  (1)  pericanalicular  fibroadenoma; 

(2)  intra-canalicular  fibroadenoma,  and  (3)  duct 
papilloma.  Clinically,  these  types  can't  be  differen- 
tiated. 

In  600  cases  of  fibroadenoma  reported  by  Gesch- 
ickter,  the  age  incidence  was  highest  between  21  and 
25  years.  Eight  per  cent  occurred  in  women  past  the 
menopause,  and  in  about  10  per  cent  it  occurred 
before  the  first  menstruation.  These  tumors  usually 
appear  as  a solitary  lesion  and  most  often  in  the 
upper,  outer  quadrant  of  the  breast.  The  breasts  are 
usually  well  developed,  firm,  and  of  the  virginal 
type. 

Microscopically,  these  tumors  can  be  differentiated. 
The  pericanalicular  fibroadenoma  appears  as  an  over- 
growth of  both  fibrous  and  epithelial  structures.  The 
acini  and  the  ducts  appear  more  numerous  than  nor- 
mal and  are  surrounded  by  a stroma  of  fibrous  tissue 
which  varies  greatly  in  density,  and  which  is  most 
evident  around  the  ducts,  accounting  for  the  name 
periductal  or  pericanalicular.  Although  resembling 
the  structure  of  the  normal  breast,  that  structure  is 
never  perfectly  reproduced.  The  glandular  arrange- 
ment is  more  diffuse,  and  new  lobules  are  not  formed. 

The  intracanalicular  type  of  fibroadenoma  is  more 
a fibroma  than  an  adenoma.  It  has  a remarkable  pro- 
liferation of  connective  tissue  which  projects  into  the 
ducts  in  the  form  of  polypoid  masses,  producing 
great  elongation  and  distortion  of  the  ducts.  The 
ducts  are  usually  much  dilated.  On  cut  section  the 


dilated  ducts  appear  to  be  crowded  with  masses  of 
fibrous  tissue,  each  covered  with  a layer  of  epithelium 
invaginated  from  the  duct  wall  and  separated  from 
one  another  by  a series  of  branching  slits. 

The  third  type  of  fibroepithelial  benign  growths 
to  be  considered  is  the  duct  papilloma.  Although 
there  is  a superficial  resemblance  between  duct 
papilloma  and  intracanalicular  fibroadenoma,  there 
is  one  essential  difference;  in  the  former  the  actively 
growing  element  is  epithelium,  while  in  the  latter  it 
is  fibrous  tissue.  The  duct  papilloma  also  appears  to 
have  a definite  relationship  with  duct  carcinoma. 

Grossly,  this  tumor  appears  as  a little  papil- 
lomatous growth  which  projects  into  a dilated  duct, 
usually  close  to  the  nipple.  Microscopically  the  pic- 
ture is  again  a varying  one.  The  early  stage  will  show 
a typical  papillary  or  villous  formation,  the  delicate 
stroma  being  covered  by  a single  layer  of  columnar 
epithelium.  The  larger  specimens  appear  to  have  an 
adenomatous  structure  because  of  gland-like  spaces 
formed  by  the  interlacing  processes.  It  is  on  this  ac- 
count that  such  misleading  terms  as  adenocystoma 
and  cystic  adenoma  have  been  applied  to  the  condi- 
tion. The  blood  vessels  are  large  and  thin-walled  so 
that  hemorrhage  is  common,  and  a discharge  from 
the  nipple,  either  blood-stained  or  serous,  is  one  of 
the  most  characteristic  symptoms. 

We  might  also  include  under  this  classification  of 
fibroepithelial  tumors  of  the  breast  one  first  described 
by  johannes  Muller9  as  a giant  mammary  myxoma 
and  called  "cystosarcoma  phylloides.”  These  often 
grow  to  immense  sizes  and  occur  near  the  menopause. 
There  are  none  of  the  familiar  skin  changes  that  ap- 
pear with  carcinoma  of  the  breast.  These  large  tu- 
mors have  cystic  spaces  into  which  fibrous  polypoid 
masses  project.  Microscopically,  myxomatous  connec- 
tive tissue  predominates,  and  the  polypoid  fibrous 
structures  are  covered  by  layers  of  cylindrical  or 
cuboidal  epithelium. 

Malignant  Tumors  of  the  Breast:  Let  us  now  turn 
to  malignant  tumors  of  the  breast.  A universal  clas- 
sification of  such  is  wanting,  but  if  we  look  at  mam- 
mary cancers  as  of  two  fundamental  pathological 
types  we  can  arrive  at  a workable  classification.  These 
are  (1)  the  adenocarcinomas,  arising  from  lobular 
structures  and  growing  either  in  an  infiltration  or 
circumscribed  fashion,  and  (2)  the  stratified  epithe- 
lial cancers,  derived  from  tissues  concerned  in  the 
development  of  the  nipple  and  larger  ducts. 

The  adenocarcinomas  or  gland-cell  cancers  com- 
prise 90  per  cent  of  cancers  of  the  breast.  The  gland- 
forming tendency  of  the  infiltrating  form  (often  re- 
ferred to  as  scirrhous  cancer)  is  not  apparent  under 
the  microscope  except  in  the  more  slowly  growing 
tumors.  The  less  common,  circumscribed  adenocar- 
cinomas, comedo,  papillary,  and  gelatinous,  which 
grow  more  slowly,  have  more  definite  glandular  ar- 
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rangements,  and  this  group  is  usually  referred  to  as 
adenocarcinoma. 

Stratified  epithelial  cancers  are  derived  from  epi- 
thelium, resembling  that  found  in  the  normal  epi- 
dermis, and  include  Paget’s  cancer  of  the  nipple, 
large  cell  or  pagetoid  duct  cancer,  so-called  medul- 
lary cancer,  and  cancer  cysts. 

Rare  forms  of  cancer  not  belonging  to  these  two 
major  groups  include  squamous  cell  cancer,  usually 
complicating  benign  epidermoid  cysts,  adenocystic 
basal  cell  cancer,  and  cancers  derived  from  the  sweat 
glands. 

GLAND  CELL  CANCERS 

Infiltrating  Adenocarcinomas : Approximately  75 
per  cent  of  all  mammary  carcinomas  are  of  this  type. 
These  originate  in  the  small  tubules  or  acini  which 
make  up  the  lobular  structure.  Since  the  acini  arise 
by  finer  ramification  from  the  terminal  tubules,  there 
is  no  definite  line  between  the  two.  The  terms  car- 
cinoma simplex,  scirrhous  carcinoma,  and  lobular 
cancer  are  also  applied  to  this  disease  process.  These 
tend  to  rapidly  invade  the  stroma. 

Infiltrating  carcinomas  of  the  breast  are  relatively 
rare  under  the  age  of  26  years ; however,  they  may 
occur  any  time  after  the  onset  of  mammary  devel- 
opment. Seventy-five  per  cent  of  all  cases  occur  be- 
tween the  ages  of  35  and  60  years,  and  50  per  cent 
occur  between  40  and  55  years. 

An  examiner  may  have  difficulty  in  differentiating 
infiltrating  carcinoma  of  the  breast  from  fibroadeno- 
ma, a deep-lying,  thick  walled  cyst,  residual  lactation 
mastitis  or  plasma-cell  mastitis,  fat  necroses,  and 
indurated  tissue  in  adenoses.  Microscopically,  the 
cells  are  seen  to  grow  characteristically  in  small  nests 
or  narrow  elongated  cords  with  intervening  fibrous 
tissue  and,  rarely,  a small  amount  of  lymphoid  infil- 
tration. 

Comedo  Carcinoma:  Current  discussions  about 
carcinoma  of  the  breast  rarely  consider  the  less  com- 
mon circumscribed  forms  such  as  comedo,  papillary, 
and  mucoid  or  gelatinous  adenocarcinoma  which  dif- 
fer greatly  in  their  manner  of  growth  and  prognosis 
from  the  infiltrating  form  just  described.  Comedo 
carcinomas  were  first  described  by  Bloodgood  as 
slowly  growing  cancers  which  arise  from  the  ter- 
minal ducts.  These  have  a tendency  to  invade  pre- 
existing ducts  and  to  be  confined  by  the  walls  of  the 
ducts. 

Because  comedo  carcinoma  arises  within  the  ter- 
minal tubules  which  have  lost  most  of  the  lobule- 
forming capacity  that  is  seen  in  infiltrating  carcinoma 
of  the  breast,  and  since  vascularity  in  this  area  is  less, 
these  growths  metastasize  relatively  late  and  have  in 
general  a favorable  prognosis.  It  is  significant,  there- 
fore, that  no  case  of  adenocarcinoma  of  the  comedo 
type  has  been  described  in  connection  with  preg- 
nancy. It  is  seen  in  women  past  the  menopause,  or 


in  younger  women  with  a history  of  surgical  castra- 
tion, sterility,  or  of  chronic  cystic  mastitis. 

The  cut  surface  looks  like  the  cross  section  of  a 
freshly  sawed  plank  of  wood.  On  pressure,  plugs  of 
tumor  cells  may  be  expressed  from  the  ducts  like 
comedos  from  a blackhead.  Under  the  microscope, 
rings  of  carcinoma  cells  line  the  pre-existing  and 
newly  formed  ducts,  and  small  acinar  spaces  form 
within  the  thickened  rings  of  cancer  cells.  Rarely, 
this  may  assume  the  role  of  an  infiltrating  carcinoma, 
as  seen  when  the  carcinoma  cells  infiltrate  beyond  the 
basement  membrane  of  the  ducts  and  invade  the  fat 
and  fibrous  tissue.  This,  of  course,  adds  materially 
to  the  gravity  of  the  prognosis. 

Papillary  Adenocarcinoma:  The  largest  group  of 
circumscribed  mammary  carcinomas  shows  a papil- 
lary or  adenocystic  structure.  They  may  occur  at  any 
time  after  onset  of  menstruation.  They  are  usually  of 
large,  bulky  size,  situated  centrally  beneath  the  nip- 
ple, and  about  14  per  cent  are  associated  with  dis- 
charge from  the  nipple.  They  may  arise  from  pre- 
existing benign  intra-cystic  papillomas.  These  tu- 
mors, like  the  infiltrating  adenocarcinomas,  also  arise 
from  epithelium  destined  to  form  mammary  lobules. 
They  tend  to  grow  in  coils  and  papillary  folds  and 
form  acinar  structures.  The  epithelium  from  which 
they  arise,  however,  is  not  usually  of  the  functioning 
variety.  Instead,  it  represents  remnants  of  the  pri- 
mary mammary  sprouts  from  which  the  lobular  tis- 
sue eventually  forms,  but  which  have  been  left  be- 
hind in  the  region  of  the  larger  ducts  in  the  nipple 
zone.  These  tumors  are  usually  found  free  in  the 
dilated  ducts,  attached  only  by  a stalk.  It  is  at  this 
point  that  invasion  into  the  stroma  occurs.  Patho- 
logically, these  tumors  have  a papillary  and  cystic 
structure  and  may  contain  necrotic  tissue  or  hemor- 
rhagic fluid. 

Because  of  the  vascularity  of  these  growths  and 
pedicle-like  arrangement  of  their  nutrient  vessels, 
these  are  among  the  most  radiosensitive  of  the  mam- 
mary cancers. 

GELATINOUS  OR  MUCOID  ADENOCARCINOMA 

Mucoid  degeneration  occurs  in  some  slowly  grow- 
ing papillary  adenocarcinomas.  Whether  this  mucoid 
or  gelatinous  substance  is  secreted  by  the  epithelium 
or  is  a degenerative  change  in  the  connective  tissue, 
or  whether  both  may  occur,  has  been  the  subject  of 
controversy.  An  epithelial  origin  of  the  gel  is  most 
probable,  according  to  Broders. 

These  gelatinous  growths  have  individual  pe- 
culiarities. They  usually  grow  slowly  and  metastasize 
late;  some  of  the  largest  mammary  cancers  described 
have  been  of  this  character.  Mucoid  change  may  af- 
fect any  of  the  glandular  forms;  it  is  most  often 
seen,  however,  as  a degenerative  change  in  papillary- 
adenocarcinoma.  Mucoid  cancers  are  soft  and  may- 
have  a cystic  or  fluctuant  feeling  on  palpation. 
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When  cut  across,  a semi-fluid,  tapioca-like  material 
oozes  or  flows  from  the  incision.  Under  the  micro- 
scope the  nests  of  epithelium  are  widely  separated 
by  the  pale-staining  gelatinous  substance.  Recurrence 
due  to  transplantation  of  this  material  into  the  wound 
may  take  place  years  after  operation. 

STRATIFIED  EPITHELIAL  CANCERS 

In  the  development  of  the  breast,  the  nipple  bud, 
forming  from  a downgrowth  of  epidermis,  precedes 
the  formation  of  the  mammary  sprouts  from  which 
the  lactiferous  ducts,  the  terminal  tubules,  and  the 
lobular  structures  are  derived.  The  invaginating  epi- 
thelium of  the  nipple  bud  undergoes  hyperdifferen- 
tiation and  the  central  squamous  cells  are  desqua- 
mated, forming  the  hollow  of  the  nipple  pouch. 
Prolongations  of  the  stratified  epithelium  from  this 
pouch  line  the  openings  of  the  larger  mammary  ducts. 
Cancers  forming  from  this  epithelium  have  charac- 
teristically large  cells  with  granular,  eosin-staining 
cytoplasm  and  have  been  grouped  together  under 
the  heading  of  statified  epithelial  cancers. 

Paget’s  Disease:  This  comprises  5 per  cent  of 
mammary  cancers  and  is  characterized  by  lesions  of 
the  nipple  and  by  presence  of  large  Paget’s  cells 
in  the  epidermal  coverings  of  the  nipple  and  with 
few  exceptions  in  the  mouths  of  the  adjoining  ducts. 
Broders11  feels  that  this  is  a picture  of  carcinoma 
in  situ.  He  also  states  that  in  99  per  cent  there  is  an 
associated  deep  lying  adenocarcinoma  and  that  in 
the  other  1 per  cent  it  is  there  too  but  has  not 
been  found.  Some  authors  maintain  that  the  large 
granular  Paget’s  cells  are  of  sweat  gland  origin.  This 
resemblance  to  cells  of  the  apocrine  sweat  glands  is 
understood  when  it  is  recalled,  from  an  evolutionary 
standpoint,  that  the  breast  is  a modified  sweat  gland 
and  that  these  epidermoid-like  cancers  arise  from 
relatively  primitive  mammary  structures  derived  from 
the  nipple  pouch. 

Intra-Duct  Carcinoma:  This  group  is  less  frequent- 
ly reported  than  the  Paget’s  type  and  is  one  in  which 
the  cancer  affects  chiefly  the  mammary  ducts.  His- 
tologically the  tumor  tissue  is  identical  with  that 
formed  in  Paget’s  cancer  of  the  nipple,  but,  as  a 
rule,  younger  patients  are  affected  and  the  clinical 
course  is  more  rapid  and  malignant. 

Medullary  Cancers:  This  is  another  group  of  car- 
cinomas which  arise  from  transitional  epithelium 
rather  than  from  mammary  glandular  epithelium.  In 
these,  the  tumor  arises  deep  in  the  substances  of  the 
breast,  and  neither  the  nipple  nor  the  large  ducts 
adjacent  to  it  are  primarily  affected.  These  may  grow 
to  a large  size  and  undergo  cystic  degeneration,  or 
they  may  remain  relatively  circumscribed  and  have  a 
grandular  structure,  resembling  sweat  gland  cancers. 
Whether  they  arise  from  derivatives  of  the  primitive 


nipple  pouch  or  owe  their  microscopic  peculiarities 
to  a process  of  metaplasis  is  difficult  to  determine. 

NEOMAMMARY  CANCERS 

For  the  sake  of  completeness  let  me  merely  men- 
tion a group  of  neomammary  cancers,  to  include  in- 
tramammary stratified  epithelial  cancers,  sweat  gland 
cancers  and  circumscribed  epidermoid  cancers.  Strati- 
fied epithelial  cancers  may  occur  deep  in  the  breast 
and  resemble  histologically  either  nonkeratinizing 
epidermoid  carcinoma  of  the  skin  or  cancer  arising 
in  sweat  glands.  While  in  most  instances  either  epi- 
dermoid or  glandular  features  predominate,  in  some 
instances  a combination  of  both  is  found.  When  it 
is  realized  that  the  breast  is  a modified  sweat  gland 
derived  from  the  epidermis,  it  is  easy  to  comprehend 
why  these  tumors  originating  in  archaic  epithelium 
resemble  the  epidermis  in  their  undifferentiated  por- 
tions and  the  sweat  glands  in  the  more  highly  differ- 
entiated parts.  Despite  their  highly  malignant  ap- 
pearance under  the  microscope,  these  cancers  in 
which  glandular  features  are  prominent  have  a rela- 
tively good  prognosis  even  when  of  large  size  and 
when  they  occur  in  women  younger  than  40  years. 

MAMMARY  SARCOMAS 

Because  of  the  rarity  of  these  tumors,  I want  to 
mention  them  without  further  discussion.  If  the  epi- 
thelial and  mesenchymal  elements  of  the  breast  were 
equally  susceptible  to  malignancy,  sarcoma  rather  than 
carcinoma  would  be  the  most  frequent,  since  the  lat- 
ter exceeds  the  former  in  amount  except  during  the 
periods  of  late  pregnancy  and  lactation. 

While  the  total  number  of  sarcomas  of  the  breast 
is  small,  the  pathologic  variety  is  great.  Those  orig- 
inating in  the  fibrous  stroma  of  the  gland  are  varie- 
ties of  fibrospindle-cell  sarcoma  which  grow  to  im- 
mense size  and  metastasize  relatively  late.  They  are 
of  two  forms:  (1)  mammary  fibrosarcoma  which  is 
primary  in  the  connective  tissue,  and  (2)  mammary 
adenosarcoma  which  is  secondary  to  fibroadenoma 
and  contains  scattered  epithelial  elements.  Approxi- 
mately one-half  of  all  the  sarcomas  in  the  mammary 
gland  are  of  these  two  varieties.  Of  the  non-indige- 
nous  sarcomas  of  the  breast,  there  are  the  osteogenic 
sarcomas,  lipo-  and  myosarcomas,  lympho-,  myelo-, 
and  angiosarcomas,  and  sarcomas  of  nerve  sheaths 
and  melanosarcomas. 

Danforth  Clinic 

822  Sixth  Street  North 

Texas  City,  Texas 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

The  second  session  of  the  84th  Congress  is  under 
way,  and  in  medical  legislation-  -as  in  all  other  fields 
— this  promises  to  be  much  livelier  than  last  year’s 
deliberations. 

For  one  thing,  neither  the  Republican  administra- 
tion nor  the  Democratic  party,  which  is  in  control  on 
Capitol  Hill,  got  anywhere  near  as  much  as  it  wanted 
last  year  in  medical  legislation. 

For  another  thing,  and  something  that  shouldn’t 
be  lost  sight  of  at  any  time,  both  parties  this  year  will 
be  legislating  with  one  eye  cocked  toward  next  No- 
vember, when  the  voters  make  a choice  between  the 
two  parties.  Try  as  they  might  to  pass  laws  for  the 
good  of  all  the  people,  neither  party  can  afford  to 
ignore  the  political  realities  of  the  situation:  each  will 
want  to  take  credit  for  any  legislation  with  popular 
appeal  or,  where  that  is  impossible,  at  least  to  see  that 
the  other  party  doesn’t  get  the  credit. 

In  front  of  this  political  mosaic,  these  are  some  of 
the  medically-important  issues  that  will  be  fought  out 
in  Senate  and  House: 

1.  Federal  guarantee  of  mortgages  on  health  fa- 
cilities. This  has  been  on  the  Congressional  calendar 
for  two  years;  it  was  pushed  hard  in  1954,  and  was 
given  some  consideration  in  1955.  It  would  mean 
that  the  federal  government  would  underwrite  mort- 
gages for  hospitals,  clinics,  and  nursing  homes,  under 
certain  conditions,  thereby  allowing  some  sponsors 
to  obtain  loans  they  couldn’t  otherwise  get,  or  to  ob- 
tain them  on  longer  terms  and  with  lower  interest. 

2.  Federal  grants  for  research  facilities.  Under  this 
plan — approved  last  session  by  the  Senate — the  U.  S. 
would  make  outright  grants  to  laboratories,  medical 
schools,  and  clinics  for  building  facilities  for  re- 
search in  specific  diseases,  such  as  cancer  and  heart 
disease. 

3.  Federal  aid  to  medical  education.  This  peren- 


nial project  probably  is  closer  to  Congressional  en- 
actment now  than  ever  before.  The  most  popular  bill 
is  one  restricting  the  federal  role  to  grants  for  build- 
ing and  equipment,  with  a financial  incentive  held 
out  to  those  schools  willing  to  increase  their  enroll- 
ment. This  bill  may  be  tied  in  with  some  other  grants 
bill,  such  as  the  one  for  research. 

4.  Salk  vaccine.  Legislation  authorizing  federal 
appropriations  for  the  purchase  of  Salk  poliomyelitis- 
vaccine  ($30  million  for  the  current  year)  expires 
February  15,  virtually  insuring  Congressional  action 
of  some  sort  before  that  date.  One  issue  is  whether 
the  federal  government  should  continue  the  grants ; 
more  controversial  is  the  question  of  whether  the 
U.  S.  should  move  in  to  control  the  allocation  and 
distribution  of  the  vaccine.  Allocation  and  distribu- 
tion now  are  handled  under  a voluntary  program 
supervised  by  the  U.  S.  Public  Health  Service. 

5.  Increases  in  federal  appropriations  for  medical 
research.  Over  the  last  few  years — since  the  National 
Institutes  of  health  came  of  age — Congress  repeatedly 
has  increased  research  grants  over  the  amounts  the 
Budget  Bureau  allowed  Public  Health  Service  to  re- 
quest. Indications  are  that  this  year  the  Budget  Bu- 
reau may  have  to  give  way  and  allow  important  in- 
creases to  be  requested  of  Congress.  Congress  proba- 
bly would  want  to  add  on  its  own  special  additions 
anyway,  resulting  in  more  money  than  ever  before 
available  for  work  on  cancer,  heart  disease,  mental 
illness,  arthritis,  blindness,  and  the  many  other  con- 
ditions. 

6.  OASI-covered  persons  could  receive  payments 
beginning  at  age  50  if  determined  to  be  disabled. 
Under  present  law  retirement  payments  for  all  are 
available  at  age  65.  The  bill  containing  this  provision 
(H.  R.  7225)  passed  the  House  last  session  by  an 
overwhelming  margin.  It  is  now  before  the  Senate 
Finance  Committee,  where  the  next  phase  of  the  leg- 
islative contest  will  be  fought  out  in  1956. 

The  lop-sided  House  vote  on  disability  payments 
may  be  discounted  in  part  because  of  the  parliamen- 
tary maneuvering  by  sponsors  of  the  legislation. 
House  members  had  only  40  minutes  to  debate  this 
bill,  and  no  opportunity  to  amend  it.  It  was  a case 
of  accepting  the  whole  bill — which  contains  a num- 
ber of  other  social  security  liberalizations  not  of  medi- 
cal significance — or  being  politically  damned  as  op- 
posed to  social  security  per  se. 

The  American  Medical  Association  maintains  that 
the  present  expanding  rehabilitation  programs  would 
be  undermined  by  cash  payments  for  disability,  that 
the  financial  and  other  long-range  aspects  of  the  dis- 
ability payments  plan  have  not  been  thoroughly 
studied,  and  that  the  machinery  for  disability  pay- 
ments would  inevitably  project  the  federal  govern- 
ment deeply  into  the  medical  care  picture. 
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PRESIDENT’S  PAGE 


Dear  Doctor: 

Happy  New  Year! 

Thank  you  for  the  extension  of  Christmas  greetings  through  your  A.M.E.F.  con- 
tributions. And,  speaking  of  contributions,  the  John  Porter  Memorial  Fund  now 
stands  at  $4,245. 

The  A.M.A.  meeting  in  Boston  was  both  interesting  and  instructive  to  me.  The 
lectures,  scientific  exhibits,  and  deliberations  of  the  House  of  Delegates  were  all 
smoothly  executed.  The  House  of  Delegates  took  unprecedented  action  toward  better 
hospital,  medical  school,  and  specialty  relations  which  is  for  the  primary  benefit  of 
patients  and  family  physicians.  This  interim  meeting  went  on  record  as  favoring 
an  all  out  campaign  to  halt  hospital  discrimination  against  general  practitioners. 
Further,  the  A.M.A.  will  stimulate  the  formation  of  general  practice  departments 
in  all  medical  schools  and  will  insist  that  medical  students  be  given  experience  in 
general  practice.  The  Joint  Commission  on  Accreditation  of  Hospitals  will  ask  that 
full  accreditation  be  withheld  from  community  and  general  hospitals  that  exclude 
or  restrict  generalists  on  an  arbitrary  basis. 

The  panel  discussion  on  "Psychotherapy  in  General  Practice”  was  extremely  inter- 
esting and  informative.  The  highlight  of  this  discussion  was  a letter  from  the  moder- 
ator’s (Dr.  Forkner)  pastor  concerning  his  attitude  on  psychiatry.  Here  are  a few 
quotes  from  the  letter.  "For  a long  time  I have  felt  that  people  get  off  the  beam 
in  their  thinking  because  they  have  followed  the  wrong  guideposts  leading  them 
away  from  genuinely  happy  iives.  If  this  is  so,  then  we  must  erect  for  them  different 
guideposts  leading  toward  happy  lives.  . . . The  Great  Physician  provided  not 
only  the  formula  for  healing  mental  ills,  but  he  also  gave  us  precise  tools  to  imple- 
ment the  formula.  . . . The  most  powerful  tool  is  prayer.  . . . My  plea  is  for  a closer 
integration  of  psychiatry  with  spiritual  values.  ...  I would  like  to  see  a school  of 
psychiatry  founded  on  the  theory  that  people  think  abnormally  because  they  have 
never  learned  the  formula  for  happiness  and  have  not  been  taught  how  to  apply  this 
formula  to  their  daily  lives.  . . . Herein  may  lie  an  enormous  field  of  preventive 
medicine  in  which  science  and  religion  may  share  in  a rich  reward.”  Would  you 
like  to  read  this  letter  in  its  entirety? 

In  light  of  the  above  philosophical  consideration,  permit  me  to  express  myself 
concerning  the  wonderful  experience  our  family  and  community  recently  enjoyed 
while  we  entertained  our  preceptee.  Manohar  Deosaransingh,  Kansas  medical  school 
senior  of  Patna,  Behar,  India,  really  aroused  us  to  the  fact  that  America  is  now  living 
with  emphasis  on  artificial  or  material  values.  This  should  cause  us  to  think  seriously 
about  our  future  as  a nation,  for  in  the  beginning  we  were  certainly  founded  on 
spiritual  values.  Where  are  we  going,  America? 

Sincerely,  in  the  Practice  of  the  Art, 


Conrad  M.  Barnes,  M.D.,  President 
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EDITORIAL  COMMENT 


Referrals  to  K.U.M.C. 

The  Committee  on  Medical  Schools,  of  which  Dr. 
R.  W.  Fernie  of  Hutchinson  is  chairman,  believing 
that  the  mechanics  of  referring  patients  to  the  Uni- 
versity of  Kansas  Medical  Center  are  not  completely 
understood,  has  obtained  information  from  Dr. 
W.  Clarke  Wescoe. 

Physicians  are  invited  to  use  the  faculty  of  the 
University  of  Kansas  Medical  Center  for  consultation 
services  or  for  specialist  care  of  patients  should  they 
care  to  do  so.  It  should  be  quite  clearly  understood 
that  this  is  a private  arrangement  between  two  physi- 
cians, just  as  any  referral  might  be  made  elsewhere. 

Patients  cannot  be  accepted  if  referred  to  the  medi- 
cal center  or  if  referred  to  a department.  Referrals 
must  be  made  to  a specified  physician.  That,  of  course, 
can  be  done  by  mail  or  over  the  telephone,  and  a. 
little  history  concerning  the  patient  is  as  helpful  to 
the  professor  at  the  school  of  medicine  as  it  is  under 
similar  circumstances  to  the  specialist  in  private  prac- 
tice. In  return,  the  referring  physician  will  receive  a 
report  concerning  the  patient,  and,  because  of  im- 
proved circumstances  at  the  school,  these  reports  will 
now  arrive  more  promptly  than  in  the  past. 

Listed  below  are  the  full  time  members  of  the 
faculty,  divided  into  departments.  It  is  recommended 
that  this  list  be  retained  for  future  reference.  Your 
committee  wishes  to  remind  again  that  a referral 
must  be  made  to  an  individual  physician  and  cannot 
be  accepted  otherwise.  If  there  is  any  doubt  concern- 
ing this  procedure,  the  dean’s  office  may  be  contacted 
and  the  communication  will  then  be  forwarded  to 
the  faculty  member  qualified  to  handle  the  problem. 

The  address  of  the  University  of  Kansas  Medical 
Center  is  39th  and  Rainbow  Boulevard,  Kansas  City, 
Kansas,  and  the  telephone  number  is  TAlbot  2-5252. 

The  Committee  on  Medical  Schools  hopes  this  in- 
formation will  be  of  service  by  increasing  the  effi- 
ciency of  the  normal  professional  contacts  between 
the  faculty  and  the  Kansas  physician  in  private  prac- 
tice. 

DERMATOLOGY 

Dr.  Richard  L.  Sutton 

MEDICINE 

General 

Dr.  Mahlon  Delp 

Dr.  Max  Allen 

Dr.  Edward  H.  Hashinger 

Dr.  Robert  Jordan 

Dr.  John  Christianson 

Dr.  Robert  Weber 

Dr.  Jesse  Rising 


Cardiovascular 

Dr.  E.  Grey  Dimond 

Neurology 

Dr.  A.  T.  Steegmann 

Metabolic 

Dr.  Robert  E.  Bolinger 

Gastroenterology 

Dr.  Arthur  Klotz 

Hematology 

Dr.  Sloan  Wilson 

Chest 

Dr.  Martin  FitzPatrick 

OBSTETRICS  AND  GYNECOLOGY 

Dr.  L.  A.  Calkins 
Dr.  Robert  Newman 
Dr.  Rosemary  Schrepfer 
Dr.  Charles  A.  Hunter,  Jr. 

Dr.  Eugene  W.  J.  Pearce 

OPHTHALMOLOGY 

Dr.  A.  N.  Lemoine,  Jr. 

OTORHINOLARYNGOLOGY 

Dr.  G.  O.  Proud 

PATHOLOGY  AND  ONCOLOGY 

Dr.  Robert  E.  Stowell 

PEDIATRICS 

Dr.  Herbert  Miller 
Dr.  Herbert  Wenner 
Dr.  Antoni  Diehl 
Dr.  Franklin  C.  Behrle 
Dr.  C.  Arden  Miller 
Dr.  Daniel  Darrow 
Dr.  Alice  Marsh 
Dr.  Jacqueline  Baumeister 

PHYSICAL  MEDICINE 

Dr.  Donald  L.  Rose 
Dr.  Edward  B.  Shires 

PSYCHIATRY 

Dr.  William  F.  Roth,  Jr. 

Dr.  M.  T.  Eaton,  Jr. 

Dr.  Paul  C.  Laybourne,  Jr.  (Pediatrics) 
Dr.  Jane  Tillinghast 
Dr.  Carol  W.  Powell 

RADIOLOGY 

Dr.  Galen  M.  Tice 
Dr.  Donald  R.  Germann 
Dr.  Karl  Youngstrom 

SURGERY 

General 

Dr.  Frank  F.  Allbritten,  Jr. 

Dr.  Stanley  Friesen 
Dr.  Creighton  A.  Hardin 
Dr.  C.  F.  Kittle 
Dr.  Paul  Schloerb 
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Neurosurgery 

Dr.  William  P.  Williamson 
Dr.  Charles  Brackett 

Orthopedic  Surgery 
Dr.  James  B.  Weaver 

Plastic  Surgery 

Dr.  David  Robinson 

U rology 

Dr.  William  Valk 


Medical  Education  Contributions 

Announcement  of  the  recent  commitments  of  the 
Commonwealth  Fund  and  the  Ford  Foundation  in 
support  of  medical  education  has  been  generally  re- 
ceived with  acclamation  and  sincere  public  apprecia- 
tion. Ten  university  medical  schools  have  received 
grants  totalling  $7,150,000  for  medical  education 
from  the  Commonwealth  Fund.  The  Ford  Founda- 
tion will  grant  $90,000,000  to  privately  supported 
medical  schools  as  endowment  to  help  them  strength- 
en their  instruction,  although  the  exact  allocation  to 
the  individual  schools  has  not  yet  been  determined. 

These  two  great  philanthropic  organizations  have 
recognized  that  unless  the  increasing  financial  needs 
of  medical  education  are  met,  the  current  high  stand- 
ards of  medical  training  in  the  United  States  are  in 
jeopardy.  These  grants  will  aid  in  meeting  some  of 
the  needs  that  have  existed  during  recent  years,  but 
they  have  not  closed  the  gap  that  has  been  repre- 
sented as  being  equivalent  to  approximately  $10,000,- 
000  annually.  In  other  words,  there  is  still  great  need 
for  active  and  increasing  support  of  medical  education 
through  the  American  Medical  Education  Foundation 
and  the  National  Fund  for  Medical  Education  if  the 
estimated  current  needs  are  to  be  adequately  covered. 

In  explanation  it’s  wise  to  stress  that  the  Ford 
Foundation  and  the  Commonwealth  Fund  have  given 
these  grants  as  endowments.  At  4 per  cent  interest, 
this  will  return  to  the  schools  about  $4,000,000  a 
year.  This  is  a handsome  sum,  but  it  is  still  necessary 
to  continue  the  good  work  that  has  been  done  to 
support  our  medical  schools. 


Longevity  in  Kansas 

The  Bureau  of  Medical  Economic  Research  recent- 
ly published  a bulletin  showing  that  Kansans  are 
exceeding  the  national  longevity  rate.  It  was  believed 
that  this  is  of  sufficient  interest  to  be  reprinted  from 
the  journal  of  the  American  Medical  Association, 
December  3,  1955. 

"Often  the  opinion  is  heard  that  the  healthiest 
people  in  the  United  States  live  in  heavily  populated 


areas  where  hospitals,  physicians,  and  other  health 
facilities  and  personnel  are  plentiful.  Recently  pub- 
lished data  on  the  expectation  of  life,  particularly  at 
birth,  in  each  of  the  48  states  for  1949-1951  refute 
this  popular  notion,  especially  for  white  males.1 
The  statistical  department  of  the  Metropolitan  Life 
Insurance  Company  has  assisted  the  National  Office 
of  Vital  Statistics  of  the  Department  of  Health,  Edu- 
cation, and  Welfare  in  the  preparation  of  life  tables 
for  each  state.  All  the  tables,  including  those  for  non- 
white males  and  females,  will  be  published  soon  by 
the  National  Office  of  Vital  Statistics. 

"The  six  states  with  the  highest  expectation  of  life 
at  birth  for  white  males  for  1949-1951  were:  South 
Dakota,  68.4  years ; Nebraska,  Minnesota,  and  Iowa, 
68.2  years;  Kansas,  68.0  years;  and  North  Dakota, 
67.9  years.  The  expectation  of  life  at  birth  for  white 
males  in  the  United  States  was  66.3  years.  In  1939- 
1941  the  six  leading  states  for  white  males  were  Ne- 
braska, South  Dakota,  Minnesota,  Iowa,  North  Da- 
kota, and  Kansas.  Thus  it  is  obvious  that  white  males 
of  these  sparsely  settled  states  still  enjoy  compara- 
tively low  mortality.  The  only  changes  apparent  in 
the  figures  cited  above  are  (1)  South  Dakota  has  re- 
placed Nebraska  as  the  leader,  and  (2)  Kansas  and 
North  Dakota  have  exchanged  ranks. 

"It  is  not  possible  to  say  that  longevity  will  actu- 
ally be  greatest  among  the  white  males  of  these  six 
states,  because  expectation  of  life  is  an  actuarial  com- 
putation based  upon  the  mortality  rates  at  all  ages 
in  three  specified  calendar  years.  The  computation, 
strictly  speaking,  is  not  a forecast  of  the  mortality 
that  will  prevail  during  the  entire  lifetimes  of  the 
babies  born  in  each  of  these  six  states  in  the  specified 
three  calendar  years.  These  favorable  mortality  rec- 
ords among  white  males  in  these  six  states  must  be 
attributed,  in  part,  to  the  strong  North  European 
strains  in  the  population  and  favorable  selection  fac- 
tors in  migration.  The  number  of  miles  that  many 
people  in  these  states  must  travel  to  visit  a physician 
or  become  a patient  in  a hospital  might  be  considered 
a health  hazard  by  many  urban  dwellers,  but  the 
people  in  the  West  North  Central  region  of  the 
United  States  have  developed  a way  of  life  that  maJces 
them  well  adjusted  to  these  spatial  conditions. 

"Nebraska  retained  its  leadership  in  life  expecta- 
tion at  birth  for  white  females  with  74.0  years  as 
compared  with  72.0  years  for  the  entire  United  States. 
Oklahoma,  Florida,  Iowa,  Kansas,  and  South  Dakota 
follow  with  73.8  to  73.6  years.  A more  general  ob- 
servation is  that  the  state  variations  in  longevity  as 
indicated  by  expectation  of  life  at  birth  were  less  in 
1949-1951  than  they  were  in  1939-1941.  The  leaders 
in  expectation  of  life  at  age  25  were  South  Dakota, 

1 State  Variations  in  Longevity,  Metropolitan  Life  Insurance 
Company  Statistical  Bulletin,  Oct.,  1955. 
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Nebraska,  and  Iowa,  with  46.8  years  for  white  males. 
The  leading  states  for  white  females  at  age  25  were 
Oklahoma,  Nebraska,  Florida,  Arkansas,  Kansas, 
Iowa,  Texas,  South  Dakota,  and  Utah,  ranging  from 
51.8  years  to  51.1  years.  The  states  in  which  the 
people  at  age  65  had  the  greatest  expectation  of  life 
were  Arkansas,  Florida,  and  Oklahoma  for  white 
males  and  Florida,  Arizona,  Arkansas,  Oklahoma, 
and  Texas  for  white  females. 

"The  variations  in  expectation  of  life  in  1949-1951 
at  these  three  selected  ages  were  less  marked,  of 
course,  among  the  nine  regions  than  among  the  48 
states.  The  West  North  Central  region  (Minnesota, 
North  Dakota,  South  Dakota,  Iowa,  Nebraska,  Mis- 
souri, and  Kansas)  had  the  highest  expectation  of  life 
for  white  males  at  birth  (67.8  years)  and  at  age  25 
(46.4  years),  but  the  West  South  Central  region 
ranked  first  at  age  65  (13.4  years  versus  13.3  years). 
For  white  females  the  West  North  Central  region  had 
the  highest  expectation  of  life  at  birth,  73.3  years; 
at  age  25  its  50.9  years  ranked  it  second  to  the  West 
South  Central  region  with  51.2  years;  at  age  65, 
however,  it  was  outranked  by  a small  margin  by  the 
West  South  Central,  Mountain,  and  Pacific  regions. 
In  1939-1941,  the  West  North  Central  region  ranked 
first  in  expectation  of  life  at  birth,  at  age  25,  and  at 
age  65  for  white  males ; and  first  at  birth,  first  at  age  25, 
and  tied  for  second  at  age  65  for  white  females. 
These  data  for  the  nine  regions,  as  well  as  those  for 
the  individual  states,  should  remove  all  doubt  about 
where  the  expectation  of  life  is  and  has  been  the 
highest,  particularly  at  birth  and  at  age  25.” 


Workmen’s  Compensation 

A new  book  has  recently  been  published  by  the 
Workmen’s  Compensation  Commission  of  Kansas. 
It  includes  the  Workmen’s  Compensation  Law  as  well 
as  procedure,  rules,  and  theory  of  compensation. 

The  Committee  on  Industrial  Medicine  of  the  Kan- 
sas Medical  Society,  of  which  Dr.  W.  L.  Anderson 
of  Atchison  is  chairman,  played  a part  in  the  publica- 
tion by  studying  the  medical  fee  schedule  and  rec- 
ommending many  changes  from  the  old  schedule. 
The  commission  accepted  the  recommendations,  and 
the  fees  published  are  those  outlined  by  the  com- 
mittee. 

In  discussing  the  entire  structure  of  workmen’s 
compensation,  and  particularly  the  physician’s  report, 
the  following  suggestions  are  made  to  expedite  ad- 
ministration of  the  program  and  to  continue  the  good 
relationship  between  the  medical  society  and  the 
Workmen’s  Compensation  Commission.  Most  physi- 
cians are  familiar  with  the  physician’s  report  blank. 
Sample  copies  may  be  obtained  by  writing  to  Work- 


men’s Compensation  Commission,  501  Jackson  Street, 
Topeka.  The  suggestions  follow: 

1.  When  the  word  "member’’  is  used,  it  refers  to 
the  general  body  disability  as  well  as  fractures,  ampu- 
tations, etc. 

2.  A separate  x-ray  diagnosis  attached  to  the  re- 
port blank  is  accepted  and  recommended. 

3.  Space  is  provided  to  state  whether  the  patient 
needs  further  medical  care  and  for  how  long.  If  the 
patient  needs  additional  care  beyond  stated  date,  the 
physician  should  report  this  in  writing  to  the  em- 
ployer or  insurance  carrier. 

4.  With  reference  to  eye  injury,  the  physician  may 
write  a letter  and  attach  it  to  the  form,  stating  per- 
centage of  loss  of  vision  due  to  the  accident. 

5.  The  physician  should  not  mention  illnesses 
which  do  not  pertain  directly  to  the  injury  unless  the 
disability  has  been  aggravated  by  the  injury. 

6.  According  to  the  law,  the  physician  must  sub- 
mit the  report  to  the  employer  or  insurance  carrier 
within  15  days  after  examination. 

Questions  in  regard  to  workmen’s  compensation 
may  be  directed  to  the  Workmen's  Compensation 
Commission  or  to  the  Committee  on  Industrial  Medi- 
cine of  the  Kansas  Medical  Society. 


Statistics  on  Congressional  Bills 

A study  of  bills  introduced  in  the  last  two  sessions 
of  Congress,  the  83rd  and  the  84th,  made  by  the 
A.M.A.  Committee  on  Legislation,  shows  that  an 
increasing  number  of  subjects  considered  have  medi- 
cal implication. 

During  the  two  sessions  of  the  83rd  Congress, 
16,470  bills  were  introduced,  and  407  of  those  per- 
tained to  medicine.  During  the  first  half  of  the  84th 
Congress,  11,914  measures,  403  pertaining  to  medi- 
cine, were  introduced. 

The  A.M.A.  committee  has  met  four  times  so  far 
this  year  and  has  considered  284  bills  embodying  92 
major  legislative  proposals.  The  group  has  also  con- 
sidered 10  major  policy  questions  on  which  legisla- 
tion has  not  yet  been  introduced.  Fifteen  witnesses 
have  testified  before  committees  of  the  Congress  on 
21  separate  bills,  and  the  secretary  and  general  man- 
ager of  the  A.M.A.,  Dr.  George  F.  Lull,  has  sub- 
mitted the  written  views  of  the  association  on  nine 
other  proposals. 

All  of  the  403  measures  introduced  this  year  were 
reported  in  the  A.M.A.  Washington  Letter.  Congress 
held  hearings  on  49  of  those,  and  the  committees 
reported  favorably  on  11.  Five  were  passed  by  both 
houses  and  have  been  signed  by  the  President.  Four 
of  the  five  that  became  law  were  supported  by  the 
A.M.A, 
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. . The  causes  [of  morning  sickness]  are 
increased  activity  of  the  nerve  force,  whereby 
the  equilibrium  between  digestion  and  assimila- 
tion is  greatly  disturbed.  With  those  women 
who  have  habitually  weak  digestion  this  is  not 
much  of  a symptom.  Indeed,  they  will  have 
better  digestion  and  keener  appetites  for  the 
reason  that  the  action  of  the  nerve  force  has 
been  increased,  whereas  it  had  previously  been 
deficient.  When  this  annoying  sickness  is  per- 
sistent and  obstinate,  yielding  to  no  remedies, 
diet  or  regimen,  we  may  suspect  displacement 
of  the  womb,  possibly  ulceration  at  its  neck.  . . . 

''Among  women  who  live  in  towns  and  lead 
a sedentary  life  constipation  is  a frequent  at- 
tendant of  pregnancy.  There  are  other  things 
besides  indolent  habits  that  may  give  rise  to 
constipation,  among  which  are  the  pressure  of 
the  enlarged  womb  upon  the  bowels,  and  a 
kind  of  torpor  produced  by  the  diverting  of 
the  nerve  force  and  muscular  supply  to  the 
womb. 

"When  there  is  a general  swelling  which  is 
more  immediately  noticeable  in  the  hands  and 
face,  it  may  ...  be  caused  by  a disorder  known 
as  albuminuria.  This  is  a condition  in  which 
the  albumen  of  the  blood,  instead  of  going  to 
supply  the  body,  finds  its  way  out  through  the 
kidneys.  Such  swellings  should  lead  at  once  to 
an  examination  of  the  urine  to  determine 
whether  or  not  albumen  is  present.  . . . Indeed, 
it  is  a wise  precaution  to  use  this  test  at  dif- 
ferent times  during  pregnancy,  whether  the  dis- 
order under  discussion  is  suspected  or  not.  The 
violent  and  fatal  convulsions  in  childbed  are 
occasioned  by  albuminuria,  which  is  induced 
by  a condition  of  the  kidneys  that  obstructs 
the  circulation  of  the  blood,  causing  a retention 
of  urea  in  the  blood,  and  thus  producing  what 
is  known  as  uraemic  poisoning.  This  condition 
exists,  to  a greater  or  less  extent,  oftener  than 
is  suspected  by  most  people,  including  phy- 
sicians; hence  the  urgency  of  frequent  tests  to 
decide  about  its  existence.  It  can  be  corrected 
by  a skillful  physician.  . . . 

"Abortion  must  be  regarded  as  a serious 
evil.  It  not  only  deprives  the  mother  of  the 


product  of  her  pregnancy,  but  often  places  her 
health  and  even  her  life  in  peril.  . . . Fleshy 
women  subject  to  profuse  menstruation,  very 
impressible,  nervous  women  easily  excited  by 
passion  or  mental  disturbances,  and  those  who 
indulge  immoderately  in  the  pleasures  of  soci- 
ety, dancing,  late  hours  and  tight  lacing,  are  li- 
able to  the  misfortune.  Such  as  are  occupied  at 
the  sewing  machine  are  constantly  exposed  to 
this  mishap.  ...  A sudden  leap  from  a car- 
riage, reaching  up  and  straining,  excessive 
fatigue,  too  frequent  coition,  violent  fits  of 
anger  and  other  passions,  are  causes. 

"Under  such  conditions  [flooding]  the 
woman’s  head  should  be  lowered  and  the  hips 
be  a little  elevated.  An  injection  of  ice-cold 
water  will  often  be  effectual;  at  the  same  time 
some  pieces  of  ice  may  be  swallowed.  A treat- 
ment quite  the  reverse  of  this  is  popular  and 
efficacious  at  the  present  time,  and  consists  in 
using  hot- water  injections,  temperature  95°  to 
100°,  and  applying  rubber  bags  filled  with  hot 
water  to  the  spine.  Place  the  child  to  the 
breast.  The  object  of  these  various  means  is 
to  promote  contraction  of  the  womb.  Nothing 
is  simpler  or  perhaps  better  than  dipping  the 
hand  in  cold  water,  placing  it  on  the  abdomen, 
and  grasping  the  womb  to  stimulate  it  to  con- 
tract. ...” 

Thus  did  they  explain  and  treat  some  of  the 
complications  of  pregnancy  70  years  ago,  as  de- 
tailed in  a Compendium  of  Health  of  the 
period.  Explanations  of  symptoms  and  the 
treatments  prescribed  sound  peculiar  to  us  to- 
day, yet  there  are  within  the  same  paragraphs 
statements  which  are  as  acceptable  today  as 
they  were  then — for  example,  that  "morning 
sickness  may  begin  almost  immediately  after 
conception”  but  "generally  does  not  begin 
until  after  the  lapse  of  two  or  three  weeks, 
but  then  continues  more  or  less  constantly 
and  severely  for  three  or  four  weeks  . . .”  and 
that  "miscarriages  happen  oftener  at  the  third 
month  of  pregnancy.”  How  do  you  suppose 
our  present  books  will  sound  in  2025? — 
O.R.C. 


Tumor  Conference 


Basal-Cell  Carcinoma  of  the  Lower  Lip 


Edited  by  HOWARD  P.  FINK,  M.D. 


Dr.  Friesen:  The  following  case  is  presented  be- 
cause it  concerns  a common  lesion  occurring  in  an 
uncommon  location.  Will  you  give  us  the  history,  Dr. 
Gwinn  ? 

Dr.  Gwinn:  This  patient  is  a 7 5 -year-old  retired 
farmer  who,  one  year  ago,  developed  a sore  on  the 
right  side  of  his  lower  lip  which  failed  to  heal.  He 
tried  various  home  remedies,  none  of  which  seemed 
to  do  any  good.  The  sore  didn’t  cause  him  any  trou- 
ble and  did  not  enlarge.  However,  in  August,  two 
months  ago,  he  had  a very  painful  swelling  in  the 
right  submandibular  area,  just  below  the  lesion  on 
his  lip,  for  which  his  local  doctor  referred  him  here. 

The  workup  here  revealed  the  sore  on  his  lower 
lip,  which  you  see  as  a punched  out,  indurated  ulcer 
about  .5  cm.  in  diameter  (Figure  1).  The  right  sub- 


Figure  1:  Ulcerated  lesions  of  the  lip  and  subman- 
dibular area. 


mandibular  area  is  quite  swollen  and  painful.  A 
biopsy  of  the  lesion  of  the  lip  was  reported  as  a 
basal  cell  carcinoma.  X-ray  examination  showed  rare- 
faction of  the  mandible  and  abscesses  of  the  teeth  in 


disease.  The  teeth  were  subsequently  removed,  and 
the  submandibular  abscess  and  cellulitis  were  im- 
proved after  penicillin  and  drainage. 

It  is  interesting  to  note  that  the  patient’s  father 
died  of  a carcinoma  of  the  lip. 

Cancer  teaching  activities  at  the  University  of  Kansas 
Medical  Center  are  aided  by  grants  from  the  National 
Cancer  Institute,  U.  S.  Public  Health  Service,  and  from 
the  Kansas  Division  of  the  American  Cancer  Society.  Dr. 
Fink  is  a Trainee  of  the  National  Cancer  Institute. 


Dr.  Friesen:  This  looks  like  a serous  lesion.  May 
we  see  a microscopic  section  of  the  biopsy? 

Dr.  Mantz:  Two  pieces  of  tissue  were  taken.  Both 
of  them  show  a typical  basal  cell  carcinoma  consist- 
ing of  large  club-like  clusters  of  cells  (Figure  2) 
which  penetrate  the  underlying  connective  tissue  to 
a considerable  depth.  The  epidermis  is  slightly 
acanthotic  except  over  the  lesion  where  it  becomes 
thin  and  ulcerated.  Numerous  small  cyst-like  areas 
are  scattered  throughout  this  neoplasm,  but  other- 
wise it  appears  to  be  a fairly  orderly  basal  cell  lesion 
with  distinct  palisading  of  cells  at  the  periphery.  The 
clear  areas  sometimes  contain  foamy-appearing  cells, 
probably  macrophages.  They  suggest,  however,  the 
remote  possibility  that  this  lesion  may  be  of  cutane- 
ous adnexal  origin,  possibly  derived  from  the  sebace- 
ous glands. 

This  lesion  shows,  as  most  basal  cell  carcinomas 
do,  the  defense  mechanism  of  the  host  against  the 
advancing  edges  of  the  carcinoma,  in  the  form  of 
an  inflammatory  reaction,  which,  in  this  lesion,  in- 
cludes giant  cells  of  the  foreign  body  type. 

Material  from  the  mandibular  area  shows  chronic 
inflammation  consistent  with  the  lining  of  an  ab- 
scess. 

Dr.  Friesen:  May  we  see  the  x-rays? 

Dr.  Goertz:  X-rays  of  the  mandible  show  ab- 
scesses at  the  roots  of  the  teeth  and  decalcification 


Figure  2:  Basal  cell  carcinoma,  showing  down- 
growths  of  neoplastic  epithelium  containing  cystic 
spaces,  x 100. 
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which  seems  to  be  a little  more  marked  on  the  right 
than  on  the  left. 

Dr.  Friesen:  Dr.  Robinson,  when  I went  to  medi- 
cal school,  we  were  taught  that  basal  cell  carcinomas 
occur  above  the  mouth-to-ear  line,  and  squamous 
cell  carcinomas  below.  This  case  is  apparently  an  ex- 
ception to  that  rule. 

Dr.  Robinson:  That’s  right.  If  one  looks  at  this 
lesion  and  at  the  mass  in  the  patient’s  neck,  which 
seems  to  be  fixed  to  the  mandible,  one  might  say 
that  this  is  a bad  situation.  Here,  apparently,  is  a 
carcinoma  which  has  metastasized  and  is  now  sup- 
purating and  necrotic,  and  surgery  would  have  to  be 
radical  to  save  this  man’s  life.  There  should  be  some- 
thing in  the  history,  though,  that  would  lead  us  to 
think  that  our  first  impression  is  mistaken.  Dr. 
Gwinn,  how  rapidly  did  this  mass  develop  in  his 
neck? 

Dr.  Gwinn:  Very  rapidly.  It  appeared  in  the 
course  of  a few  days. 

Dr.  Robinson:  Was  it  tender? 

Dr.  Gwinn:  Yes. 

Dr.  Robinson:  Did  it  drain  spontaneously? 

Dr.  Gwinn:  Yes.  It  was  draining  when  he  came  in. 

Dr.  Robinson:  This  story  indicates  an  abscess 
rather  than  a metastasis.  Still,  one  can’t  be  certain 
without  more  data.  The  biopsy  here  was  of  primary 
importance.  To  find  a basal  cell  carcinoma  by  biopsy 
in  an  ulcer  of  the  lower  lip  is  surprising  because,  as 
Dr.  Friesen  indicated,  nearly  all  such  lesions  are 
squamous  cell  carcinomas,  which  tend  to  metastasize, 
whereas  basal  cell  lesions  rarely  do.  More  basal  cell 
than  squamous  cell  lesions  occur  in  the  upper  lip, 
and  carcinomas  of  the  lower  lip  are  nearly  all  squa- 
mous. Occasionally,  we  do  see  each  of  these  lesions 
in  the  opposite  location. 

When  Dr.  Edwards  removed  several  carious  teeth 
from  this  man’s  lower  jaw,  he  found  extensive  perio- 
dontal infection.  So,  I think  we  can  say  that  the  jaw 
lesion  is  not  a metastasis  but  simply  a local  infection 
from  bad  teeth,  and  our  initial  impression  that  this 
was  a metastasizing  squamous  cell  carcinoma  was 
wrong. 

The  question  of  treatment  resolves  itself  now  to 
simple  excision  of  the  lesion.  We  will  do  this  in  a 
few  days,  when  the  inflammatory  edema  has  sub- 
sided somewhat. 

Dr.  Friesen:  Is  he  getting  antibiotics? 

Dr.  Gwinn:  Yes,  he  is. 

Dr.  Friesen:  Is  the  swelling  subsiding? 

Dr.  Gwinn:  Yes. 

Dr.  Friesen:  Are  basal  cell  carcinomas  usually 
treated  by  surgery  or  by  irradiation.  Dr.  Robinson? 

Dr.  Robinson:  We  prefer  to  treat  them  by  surgery 
because  we  think  that  we  have  better  control  of  their 
removal  than  do  the  radiologists.  At  the  time  of  re- 


moval, if  we  are  at  all  in  doubt,  we  can  have  frozen 
sections  made  to  be  sure  that  we  are  dealing  with  a 
tumor.  Also,  we  believe  that  by  not  obscuring  the 
issue  with  late  irradiation  changes  and  by  eliminating 
radiation  fibrosis,  we  can  diagnose  recurrences  a 
little  quicker.  It  is  true  that  we  usually  must  cut  5 
to  10  mm.  beyond  the  visible  edge  of  the  lesion  to 
be  sure  of  its  complete  removal.  Paraffin  sections 
must  be  carefully  studied  to  be  sure  that  we  have 
cut  beyond  any  crab-like  extensions  of  the  tumor,  but, 
in  general,  where  one  can  do  so  without  distorting 
tissues  to  a great  extent,  and  where  the  lost  surface 
can  be  easily  replaced,  I think  it  is  better  to  excise 
such  lesions  and  be  done  with  them. 

However,  there  are  some  parts  of  the  face  where 
we  prefer  irradiation  because  we  think  the  radiol- 
ogists do  a better  job  than  we  do  with  less  distortion 
and  mutilation.  This  is  a moot  question,  and  some 
people  would  elect  to  excise  all  basal  cell  lesions, 
but  I am  sure  the  little  ones  around  the  eyelids  and 
inner  canthus  where  they  can  be  well  shielded,  and 
those  around  parts  of  the  nose  not  directly  over 
cartilage,  can  be  well  handled  by  irradiation. 

Dr.  Friesen:  If  you  had  a patient  with  a large 
ulcerated  lesion  on  the  cheek  which  would  necessi- 
tate a skin  graft  if  you  excised  it,  would  you  prefer 
excision  to  irradiation? 

Dr.  Robinson:  Yes,  I would,  because  I think  that 
I would  have  better  control  of  the  tumor.  However, 
when  a large  surface  defect  is  left  after  excision,  one 
must  figure  how  he  is  going  to  cover  the  wound,  since 
wounds  of  the  face  are  rarely  left  open  for  long.  A 
skin  graft  may  be  required.  The  choice  between  ir- 
radiation and  surgery  often  depends  on  the  ability 
and  preference  of  the  man  who  is  treating  a particu- 
lar lesion.  I am  sure  that  some  of  the  lesions  that  I 
would  excise,  Dr.  Tice  and  his  associates  could  treat 
with  equally  good  results. 

Dr.  Tice:  I am  sure  that  both  radiologists  and 
surgeons  are  influenced  by  their  personal  experience 
in  treating  epitheliomas  of  the  skin.  As  a radiologist, 
I am  not  particularly  concerned  whether  a given  lesion 
is  a basal  cell  or  squamous  cell  carcinoma,  but  I am 
concerned  about  the  location  of  the  lesion  and,  in 
some  instances,  about  the  size  of  it.  The  common 
site  of  a basal  cell  lesion  is  the  face,  and  here  small 
cancers  can  be  treated  easily,  effectively,  and  with 
good  cosmetic  results  by  irradiation.  If  the  lesion  in- 
volves an  entire  cheek  or  the  entire  forehead,  the 
radiologist  should  consider  calling  for  surgical  con- 
sultation, although  even  such  large  lesions  may  be 
treated  in  sections  using  deep  x-ray  therapy  instead 
of  superficial  therapy.  A lesion  over  cartilage  or  on 
the  back  of  the  hand,  however,  is  almost  always  re- 
ferred to  the  surgeon  because  of  the  danger  of  dam- 
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pro-banthTne®  for  anticholinergic  action 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 


Pro-Banthine  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon ” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal’s2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg. . . 

Pro-Banthine  (/3-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  1 5 mg.  of  Pro-Banthine  with  1 5 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M. : Gastroenterology  25: 24 
(Sept.)  1953. 

Clinical  trial  packages  of  Pro-Banthine  and  the  new  booklet,  "Case 
Histories  of  Anticholinergic  Action,"  are  available  on  request  to  . . . 


P.  O.  Box  51 1 0-B-1  2 
Chicago  80,  Illinois 
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aging  adjacent  tissues  with  the  dose  of  x-ray  required 
for  treatment. 

I would  agree  that  many  small  basal  cell  cancers 
can  be  treated  just  as  well  by  the  surgeon  as  by  the 
radiologist  and  perhaps  treated  more  easily.  I think 
the  scar  resulting  from  surgery  is  usually  more  ob- 
vious than  that  produced  by  the  radiologist.  With 
either  treatment,  a cure  may  be  expected  for  most 
lesions. 

Student:  Dr.  Robinson,  would  you  biopsy  a car- 
cinoma of  this  sort  before  you  treat  it,  or  would  you 
excise  it  and  call  the  excision  the  biopsy? 

Dr.  Robinson:  Whenever  the  lesion  is  small  and 
we  are  reasonably  sure  what  it  is,  we  prefer  to  do  an 
excision  biopsy  and  be  done  with  the  matter  at  once. 
But  when  there  is  doubt  about  the  diagnosis,  as  there 
is  in  this  case,  it  is  better  to  establish  the  diagnosis 
by  biopsy,  even  at  a time  when  there  is  fear  of  spread- 
ing the  tumor,  because  the  difference  in  treatment  can 
be  marked.  However,  there  are  instances  in  which 
we  elect  not  to  do  incision  biopsies. 

For  example,  by  aspiration  biopsy  of  tumors  in  the 
parotid  region,  we  have  been  able  to  prove  the  diag- 
nosis often  enough  to  think  that  we  are  justified  in 
using  this  procedure.  Again,  if  one  suspects  a 
melanoma,  one  doesn't  like  to  do  an  incision  biopsy 
for  fear  of  spreading  the  cells  via  the  blood  stream. 
When  the  differential  diagnosis  rests  between  basal 
cell  and  squamous  cell  carcinoma,  I think  it  is  justi- 
fiable to  take  a piece  off  the  side,  including  some 
normal  tissue,  so  that  sections  will  show  what  type  of 
cells  are  growing  actively  at  the  edge  of  the  lesion. 
In  this  patient  I think  biopsy  was  certainly  justified; 
if  we  had  thought  that  this  was  a squamous  cell  car- 
cinoma, we  would  have  assumed  that  the  lesion  on  the 
jaw  probably  was  a metastasis  and  our  treatment 
would  have  been  in  error. 

Dr.  Johnson:  I think  that  if  the  information  that 
is  obtained  from  biopsy  will  alter  the  choice  of  treat- 
ment, then  biopsy  should  be  done.  At  the  Ellis  Fischel 
Hospital,  we  don’t  hesitate  to  biopsy  a suspected 
melanoma  because,  if  the  lesion  proves  to  be  a 
melanoma,  the  treatment  will  be  different  from  that 
for  a basal  cell  or  squamous  cell  carcinoma.  If  the 
lesion  is  small  enough,  we  do  an  excision  and  pri- 
mary closure;  but  if  it  is  large  and  would  require  a 
deep  incision  for  removal,  a piece  is  taken  from  the 
edge. 

Dr.  Friesen:  This,  at  least,  is  one  case  in  which 
initial  impressions  are  misleading  and  treatment 
might  have  been  more  radical  than  necessary  if  the 
diagnosis  had  not  first  been  established  by  biopsy. 
This  case  illustrates  the  fallacy  of  assuming  that  two 
lesions,  occurring  in  the  same  patient  at  the  same 
time,  are  necessarily  caused  by  a single  disease. 


Chamber  of  Commerce  Policy 

A study  of  medical  care  for  veterans  was  advocated 
by  the  United  States  Chamber  of  Commerce  at  the 
close  of  its  recent  meeting.  Policy  declarations  of  the 
organization  are  published  in  book  form,  and  the 
book  this  year,  in  a chapter  headed  "Economic  Secu- 
rity,” includes  the  paragraph  below. 

"The  federal  government  provides  for  the  medical 
care  of  veterans  through  federally  owned  and  oper- 
ated hospitals  and  salaried  physicians.  The  rapid  ex- 
pansion of  the  veteran  population  and  the  extent  to 
which  services  are  rendered  to  veterans  with  non- 
service connected  disabilities  justify  a searching  re- 
evaluation  of  the  entire  program.  A definition  of 
’beneficiary’  that  is  just  both  to  the  veteran  and  to 
the  nation  as  a whole  is  urgently  needed.” 


Television  Programs  on  the  Eye 

Two  new  television  "script-with-film”  programs 
featuring  current  health  education  information  on  the 
eye  and  its  functions  have  been  released  by  the 
A.M.A.  for  use  by  county  medical  societies.  Requests 
for  the  films  and  scripts  are  to  be  addressed  to  the 
A.M.A.  Television  Film  Library. 

"A  Clear  Picture”  is  the  title  of  the  program  de- 
voted to  the  structure  of  the  eye,  and  "Wonderful 
Spectacle”  describes  the  functions  of  glasses  and 
lenses.  Either  can  be  used  as  a separate  15 -minute 
program  or  the  two  may  be  combined  for  a single 
presentation.  Dr.  Brittain  E.  Payne,  New  York  oph- 
thalmologist, is  the  film  demonstrator. 


Grants  for  Heart  Research 

In  the  first  decade  of  its  existence  the  Life  Insur- 
ance Medical  Research  Fund  has  given  more  than 
$7,000,000  for  heart  research,  according  to  a report 
issued  recently  by  the  Institute  of  Life  Insurance. 
Awards  for  1955  total  $929,400  and  include  $5,500 
to  the  University  of  Kansas  School  of  Medicine  for 
research  by  Dr.  Kenneth  E.  Jochim  on  effects  of 
arteriosclerosis  on  arterial  circulation. 


What  is  to  happen  to  the  derelicts?  Although 
tuberculosis  occurs  in  any  type,  level  or  stratum,  there 
are  people  especially  prone — the  dispossessed  and  the 
defeated,  the  disintegrated  and  the  defenseless.  The 
teacher  who  cannot  get  a job  because  of  some  x-ray 
shadow;  the  young  man  excluded  from  industry;  the 
man  who  finds  he  cannot  enter  any  superannuation 
scheme  because  of  a past  history  of  tuberculosis — 
what  are  we  to  do  with  them? — Harley  Williams, 
Al.D..  Nat.  Titberc.  A.  Tv.,  May,  1954. 
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PHYSICIANS’  ACTIVITIES 


Dr.  Paul  H.  Lorhan,  of  the  University  of  Kan- 
sas Medical  Center,  was  an  instructor  on  the  sub- 
ject of  "Geriatric  Anesthesia’’  at  a November  meet- 
ing of  the  American  Society  of  Anesthesiology  in 
Boston.  He  also  participated  in  two  panel  discus- 
sions. 


Dr.  Glen  Q.  Street,  Jr.,  Wichita,  has  been  ap- 
pointed part-time  medical  and  psychiatric  consultant 
for  the  Wichita  Recovery  Center  of  the  Kansas  State 
Commission  on  Alcoholism. 


The  Kansas  Division  of  the  American  Cancer 
Society  announces  that  Dr.  J.  P.  Berger,  Wichita, 
is  now  serving  as  its  president. 


Dr.  Mary  T.  Glassen,  Phillipsburg,  was  recently 
re-elected  president  of  the  Kansas  Council  of  Chil- 
dren and  Youth. 


The  appointment  of  three  new  health  officers  was 
recently  announced:  Dr.  Marita  Scimeca,  Kiowa, 
for  Barber  County;  Dr.  James  E.  Henshall,  Os- 
borne, for  Osborne  County,  and  Dr.  Willard 
F.  Werner,  Tribune,  for  Greeley  County. 


Dr.  George  W.  Jackson,  director  of  state 
institutions,  Topeka,  was  recently  named  to  mem- 
bership in  the  Central  Neurology  and  Psychiatric 
Association. 


Dr.  Richard  F.  Looker,  Wichita,  addressed 
the  Hillsboro  Kiwanis  Club  last  month  on  the  sub- 
ject of  "Advances  in  the  Diagnosis  of  Heart  Dis- 
ease.” 


Dr.  Frederick  A.  Gans,  Salina,  has  been  elected 
to  membership  in  the  American  Academy  of  Pediat- 
rics. 


Dr.  W.  G.  Cauble,  Wichita,  is  the  author  of 
a paper,  "Acute  Abdominal  Pain  in  Polycythemia,” 
published  in  the  October  issue  of  American  Surgeon. 


Dr.  William  Aldis,  who  has  been  practicing 
in  Corpus  Christi,  Texas,  since  his  release  from  the 


Navy,  has  joined  the  staff  of  the  Newman-Young 
Clinic  in  Fort  Scott.  He  is  a brother  of  Dr.  John 
Aldis  and  Dr.  Henry  Aldis,  also  of  Fort  Scott. 


Dr.  Austin  J.  Adams  spoke  on  "Functioning  in 
the  Field  of  Mental  Health”  at  a recent  meeting  of 
the  Wichita  Lions  Club. 


Dr.  William  L.  Valk,  of  the  University  of  Kan- 
sas Medical  Center,  participated  in  a panel  on  renal 
lithiasis  at  a meeting  of  the  American  College  of 
Surgeons  in  Chicago  in  November. 


A talk  on  the  diagnosis  of  different  kinds  of 
tumors  was  made  to  the  Emporia  Kiwanis  Club 
recently  by  Dr.  Walter  E.  Luedtke,  Emporia. 


Dr.  Tom  Taylor,  formerly  on  the  staff  of  the 
sanatorium  at  Norton,  began  a residency  in  internal 
medicine  at  the  Veterans  Hospital  in  Denver  on 
January  1. 


Dr.  V.  J.  Brown  was  discharged  from  the  Air 
Force  last  month  and  has  returned  to  his  practice  in 
Wichita. 


Dr.  Richard  H.  Claiborne,  who  has  been  on  the 
staff  of  the  Parsons  State  Training  School  during  the 
past  six  months,  has  moved  to  Baxter  Springs  and  is 
establishing  a practice  there.  He  was  graduated  from 
the  University  of  Kansas  School  of  Medicine  in  1953, 
served  his  internship  at  William  Beaumont  Army 
Hospital  in  El  Paso,  and  then  spent  a year  as  a 
medical  officer  at  the  White  Sands  Proving  Ground, 
New  Mexico. 


Two  Wichita  physicians,  Dr.  Mary  J.  Blood  and 
Dr.  William  F.  McGuire,  recently  became  fellows 
of  the  American  Academy  of  Pediatrics. 


Dr.  Robert  E.  Bodmer,  who  formerly  practiced 
in  Coldwater,  is  now  taking  a year’s  residency  in  in- 
ternal medicine  at  the  University  of  Kansas  Medical 
Center. 


Dr.  John  L.  Lattimore,  Topeka,  spoke  on  meth- 
ods of  diagnosing  cancer  and  leukemia  at  a meeting 
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New  Booklet  Presents 
Latest  Facts  on  Feeding  the  Sick 


Adequate  nutrition  during  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  of  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 

Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Department  SJ-13 
j Johnstown,  N.  Y. 

| Please  send  me copies  of  the  new  Knox 

[ “Sick  and  Convalescent”  booklet. 

■ YOUR  NAME  AND  ADDRESS 

■ ■ 

I I 

■ 

■ 


■ 

■ 

I 
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of  doctors  of  the  Hiawatha  community  on  Novem- 
ber 30. 


Dr.  John  Fulton  and  Dr.  Alfred  Tocker,  Wich- 
ita, were  speakers  at  a meeting  of  registered  nurses 
held  in  Wichita  last  month  under  the  sponsorship  of 
the  Wichita-Sedgwick  County  Health  Department. 
The  subject  was  "Management  of  Tuberculosis  Pa- 
tients from  Medical,  Surgical,  and  Nursing  View- 
points.” 


Dr.  Karl  Menninger,  Topeka,  was  recently  hon- 
ored by  the  National  AmVets  organization  when  he 
was  presented  its  fourth  annual  rehabilitation  award 
for  his  service  to  veterans. 


Dr.  William  Dodson,  formerly  of  Kansas  City, 
Missouri,  is  now  practicing  in  Ulysses  in  association 
with  Dr.  Marshall  Brewer. 


Dr.  Charles  E.  Henneberger,  Atwood,  has  been 
named  coroner  of  Rawlins  County  to  replace  Dr. 
Kenneth  L.  Knuth  who  is  moving  from  the  county. 


Dr.  Charles  B.  Replogle,  who  has  been  practicing 
in  Ellis,  moved  to  Great  Bend  last  month  to  practice 
in  association  with  Dr.  Donald  A.  Kendall.  Dr. 
Replogle  was  graduated  from  the  University  of  Kan- 
sas School  of  Medicine  in  1952. 


Dr.  Edgar  Johnson,  who  formerly  practiced  in 
Kansas  City,  Missouri,  has  opened  an  office  in  La- 
Cygne. 


Dr.  Harlan  W.  Berthelsen,  who  formerly  prac- 
ticed in  Moline  and  McPherson,  is  now  practicing  in 
Howard. 


COUNTY  SOCIETIES 


Dr.  Charles  S.  Joss  will  serve  as  president-elect  of 
the  Shawnee  County  Medical  Society  as  the  result  of 
an  election  held  in  Topeka  on  December  6.  Dr. 
Clyde  B.  Trees,  who  took  office  as  president  at  that 
meeting,  will  be  assisted  during  the  coming  year  by 
the  following:  Dr.  Dwight  Lawson,  vice-president; 
Dr.  Clovis  Bowen,  secretary;  Dr.  James  McClure, 
treasurer.  Dr.  Dale  Dickson  has  begun  a three-year 


term  on  the  board  of  directors,  as  has  Dr.  Lucien  R. 
Pyle  on  the  board  of  censors.  Two,  Dr.  William  O. 
Martin  and  Dr.  Robert  H.  O’Neil,  have  started  two- 
year  terms  on  the  medical  service  board. 

The  meeting,  at  which  the  doctors’  wives  were 
guests,  included  a dinner,  a floor  show,  and  dance. 
Membership  in  the  85-50  club,  composed  of  physi- 
cians who  have  reached  85  years  of  age  or  have  been 
in  practice  for  50  years,  was  conferred  on  Dr.  C.  S. 
Smith  of  Rossville  and  Dr.  W.  W.  Reed. 


Dr.  Frank  F.  Allbritten,  Jr.,  chairman  of  the  de- 
partment of  surgery  at  the  University  of  Kansas 
Medical  Center,  was  guest  speaker  at  a meeting  of 
the  Sedgwick  County  Society  held  in  Wichita  on  De- 
cember 6.  His  subject  was  "Cancer  of  the  Lung.”  In 
the  afternoon  he  conducted  a clinic  at  St.  Joseph  Hos- 
pital with  Dr.  Edward  S.  Brinton  and  Dr.  John  G. 
Shellito  as  moderators. 


Officers  of  the  Montgomery  County  Society  for 
the  year  1956  were  elected  at  a meeting  held  at  the 
Coffeyville  Country  Club  on  November  16,  and  the 
following  were  named:  president,  Dr.  William  R. 
Beine,  CoflFeyville;  vice-president,  Dr.  William  G. 
Chappuie,  Independence ; secretary,  Dr.  Virgil  E. 
Flanders,  Coffeyville,  and  treasurer,  Dr.  Gerald  C. 
Bates,  Independence.  The  program  for  the  evening 
was  presented  by  Dr.  James  M.  Mott,  of  the  Kansas 
State  Board  of  Health,  who  discussed  skin  testing  for 
tuberculosis  in  school  children. 


Members  of  the  Labette  County  Society  and  its 
auxiliary  were  guests  of  Dr.  and  Mrs.  I.  Joseph 
Waxse,  Oswego,  at  a dinner  at  the  Waxse  home  on 
November  9.  Separate  meetings  were  held  later,  and 
the  speaker  for  the  doctors’  session  was  Dr.  R.  L. 
Ferguson,  Joplin,  who  discussed  "The  Pathology  of 
Lymph  Nodes.”  The  group  elected  the  following 
officers  for  1956:  president,  Dr.  Arthur  P.  Burgess, 
Oswego ; secretary-treasurer.  Dr.  V.  L.  Jackson,  Alta- 
mont. 


Thirty  members  of  the  Central  Kansas  Society  „ 
were  present  at  a meeting  held  in  Russell  on  No- 
vember 17.  During  the  afternoon  session  Dr.  John 
F.  Thurlow,  Hays,  and  Dr.  Richard  L.  Dreher,  Sa- 
lina,  presented  scientific  papers.  A business  session 
was  held  after  a dinner,  and  the  following  officers 
were  elected:  president,  Dr.  John  C.  Artman,  Hays; 
vice-president,  Dr.  Frank  A.  Dlabal,  Wilson,  and 
secretary-treasurer,  Dr.  Rex  C.  Belisle,  Hays. 

Dr.  Donald  E.  Ray,  Chanute,  was  elected  president 
of  the  Neosho  County  Society  at  a meeting  held  at 
the  Tioga  Hotel,  Chanute,  on  November  30.  Dr. 
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MEDICAL  HORIZONS  TV 


Monday  RM. 

Sponsored  by  CIBA 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
February  28,  29,  March  1,  2,  1956 

Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND  SPEAKERS 
on  subjects  of  interest  to  both  general  practitioner  and  specialist 

PANELS  ON  TIMELY  TOPICS  TEACHING  DEMONSTRATIONS 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECHNICAL 
EXHIBITS 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to 
attend  and  make  your  reservation  at  the  Palmer  House. 
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Edward  E.  Long,  Humboldt,  was  named  secretary- 
treasurer.  The  program  for  the  evening,  following 
a dinner  meeting  with  the  Auxiliary,  consisted  of  a 
paper  on  mediastinal  tumors  by  Dr.  Vernon  Berkey, 
Pittsburg.  

Approximately  100  persons  were  present  at  a 
Christmas  party  for  members  of  the  Southeast  Kan- 
sas Medical  Society  and  their  wives  at  the  Columbus 
Country  Club  on  December  8.  Dr.  Clarence  H. 
Benage,  Pittsburg,  gave  a short  talk,  after  which  a 
floor  show  was  presented.  The  dinner  menu  was 
made  up  in  medical  style  with  scientific  terminology 
for  the  different  items  served. 


The  regular  meeting  of  the  Wyandotte  County 
Society  was  held  at  the  Red  Cross  Building  in  Kan- 
sas City  on  December  20.  Dr.  Alvin  Silvers  spoke  on 
"Hospital  Pharmacies.” 


Dr.  Robert  O.  Brown  was  elected  president  of  the 
Atchison  County  Society  at  a meeting  held  at  Atchi- 
son on  December  6.  The  following  were  chosen  to 
assist  during  1956:  vice-president,  Dr.  Arthur  Whit- 
aker; secretary-treasurer,  Dr.  Wayne  O.  Wallace; 
delegate  to  state  meeting,  Dr.  Edwin  T.  Wulff;  al- 
ternate, Dr.  Wallace. 


THE  KANSAS  PRESS 
LOOKS  AT  MEDICINE 


Editor  s Note.  In  this  section  the  Journal  reproduces 
editorials  relating  to  medicine  which  have  appeared  in 
the  lay  press.  An  effort  is  made  to  include  both  favor- 
able and  unfavorable  comments,  and  the  Editorial  Board 
in  no  instance  assumes  responsibility  for  the  opinions 
expressed. 

Backward,  Turn  Backward 

To  one  whose  memory  goes  back  to  the  turn  of 
the  century  or  a little  before,  the  harangue  of  the 
pitch  men  on  radio  and  television  as  they  hawk  their 
medicinal  concoctions  is  very  similar  to  the  old-time 
medicine  shows  which  peddled  nostrums  guaranteed 
to  cure  most  everything  with  which  human  beings 
are  afflicted. 

That  was  away  back  when  Old  Dr.  Munyon,  with 
his  index  finger  pointing  upward,  Kickapoo  Indian 
Sagwa,  Payne’s  Celery  Compound,  and  Sloane’s  Lini- 
ment, good  for  man  or  beast,  was  apt  to  be  found  in 
every  medicine  chest.  In  every  drug  store  were  Pink 
Pills  for  Pale  People — now  called  vitamins  and 
"guaranteed  to  make  you  feel  better  fast”- — Glover’s 
Hair  Restorer,  Sweet  Caporal  cigarettes  with  their 
risque  pictures,  snuff,  flaxseed  poultices  and  Lydia 
Pinkham’s  Compound.  The  latter  was  for  womenfolks 


and  its  use  was  not  fully  understood  by  the  boys  who 
wondered  why  it  was  the  only  medicine  with  which 
they  were  not  rubbed  or  dosed. 

The  Winchester  calendars  were  in  thousands  of 
homes.  Two  big  companies  had  a monopoly  with  Star 
and  Horseshoe  spitting  tobacco  until  old  Battleax 
plug  came  along  and  almost  cornered  the  market 
with  its  cut  price.  For  domestic  treatments  mom  gave 
the  kids  pumpkin  seed  tea  for  worms,  tied  an  old 
sock  around  their  necks  for  throat,  put  an  onion  bag 
on  their  chests  for  croup  and  tied  a bag  of  asafoetida 
about  their  necks  to  keep  infectious  diseases  away. 

Other  standbys  were  Ayers  Cherry  Pectoral,  good 
for  whooping  cough,  croup,  sore  throat,  colds  and 
lung  trouble  peculiar  to  children.  Dr.  Owens  Electric 
Belt,  with  its  mixture  of  copper  and  zinc  plates,  was 
a cure  for  rheumatism,  lumbago,  nervous  debility, 
sexual  exhaustion  and  indiscretions.  Piso’s  Cure  for 
Consumption — now  called  tuberculosis — was  a sure 
cure  and  could  be  administered  without  the  help  of  a 
TB  association,  while  Ely’s  Cream  Balm  was  a cure 
for  catarrh,  hay  fever,  cold  in  the  head  and  deafness, 
and  cost  only  50  cents.  On  the  label  of  DeWitt’s 
Little  Early  Risers  was  the  assertion  that  "If  you  are 
not  bright,  these  pill  will  make  you  so.” 

That  was  before  the  days  of  the  medical  specialist 
and  a doctor  did  everything  for  $2,  win,  lose  or 
draw.  But  $2  could  be  an  extravagance  then  and  no 
doctor  was  called  so  long  as  the  patient  was  conscious 
and  had  been  rubbed  with  so  many  things  that  he 
was  liniment-logged  when  the  doctor  arrived. 

One  hesitates  to  think  what  the  old-time  doctor 
(?),  with  his  Prince  Albert  coat,  his  stove-pipe  hat 
and  his  long  black  string  tie,  standing  on  the  plat- 
form of  his  free  medicine  show  with  a smoking  kero- 
sene torch  at  each  corner,  could  do  today  if  he  could 
make  his  pitch  over  the  radio  or  television.  But  be 
it  said  to  his  credit,  he  didn’t  act  like  a confidence 
man,  put  on  a synthetic  smile  and  wheedle  his  way 
into  your  home  with  a lota  bull,  bunc  and  baloney. 
— F.  J.  C.,  Kingman  Leader-Courier,  December  2, 
1955. 


Nevada  Society  Insures  Attendance 

A measure  to  increase  attendance  at  its  meetings 
was  recently  adopted  by  the  medical  society  in 
Washoe  County,  Nevada,  in  the  form  of  a by-law 
applying  to  all  physicians  on  its  roster.  It  reads, 
"Each  doctor  shall  attend  50  per  cent  of  the  meet- 
ings of  the  Washoe  County  Medical  Society,  with 
the  exception  of  doctors  who  are  50  years  of  age  or 
older  with  10  years  attendance  at  the  meetings,  or 
55  years  of  age  with  five  years  attendance.”  Penalty 
for  nonattendance  is  $100  with  the  possibility  of 
suspension  or  expulsion  for  two  consecutive  years 
of  nonattendance. 


JANUARY,  1956 
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the  drug  of  choice 

...  as  a tranquilizing  ( ataractic *)  agent 
in  anxiety  and  tension  states 
. . . in  hypertension 

RAUDIXIN 


Squibb  Whole  Root  Rauwolfia 


As  a tranquilizing  agent  in  office  practice , 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 


In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 


• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 


• Raudixin  is  not  habit-forming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  supplies  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 
The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

^Ataractic,  from  ataraxia : calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Dr.  Howard  Fabing  at  a recent 
meeting  of  the  American  Psychiatric  Association.) 
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DEATH  NOTICES 


Thomas  Grover  Orr,  Sr.,  M.D. 

Dr.  Thomas  G.  Orr,  71,  professor  emeritus 
at  the  University  of  Kansas  School  of  Medicine, 
died  on  November  19  after  suffering  a heart 
attack.  From  1924  to  1949  he  had  served  as 
professor  of  surgery  and  chairman  of  the  de- 
partment of  surgery  at  the  school. 

A graduate  of  Johns  Hopkins  University 
School  of  Medicine  in  1910,  Dr.  Orr  came  to 
this  area  in  1915  and  engaged  in  private  surgi- 
cal practice  before  affiliating  with  the  medical 
school.  He  was  a diplomate  of  the  American 
Board  of  Surgery,  a fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Surgical  Association  and  the  West- 
ern Surgical  Association.  He  also  served  as  edi- 
tor of  American  Surgeon.  During  World  War 
II  he  was  an  officer  in  the  Army  medical  corps. 


Raymond  Joseph  Leiker,  M.D. 

A coronary  occlusion  on  November  22 
brought  death  to  Dr.  Raymond  J.  Leiker,  52, 
at  his  home  in  Great  Bend.  A member  of  the 
Barton  County  Medical  Society,  Dr.  Leiker  had 
practiced  in  Great  Bend  since  1937.  He  was 
graduated  from  St.  Louis  University  School  of 
Medicine  in  1929  and  began  practice  in  Ellin- 
wood  in  1931,  remaining  there  until  1937.  He 
served  in  the  Army  medical  corps  during 
World  War  II. 


Bert  Elba  Miller,  M.D. 

Dr.  B.  E.  Miller,  75,  a member  of  the  Mor- 
ris County  Society,  died  at  Council  Grove  on 
November  26.  Had  he  lived  until  spring,  he 
would  have  completed  50  years  of  practice  in 
Council  Grove,  and  the  community  was  plan- 
ning a "Dr.  Miller  Day”  in  his  honor.  He  was 
a graduate  of  the  University  Medical  College 
of  Kansas  City  with  the  class  of  1905. 


Ralph  R.  Clutz,  M.D. 

Dr.  Ralph  R.  Clutz,  78,  who  had  practiced  for 
55  years,  died  at  an  Atchison  hospital  on  No- 
vember 30  after  an  extended  illness.  He  was 
graduated  from  Kansas  City  Medical  College 
in  1900  and  began  practice  in  Bendena  in  1902, 


remaining  there  until  his  illness.  He  had  served 
two  terms  as  health  officer  for  Doniphan  Coun- 
ty. Dr.  Clutz  was  an  honorary  member  of  the 
Doniphan  County  Medical  Society. 


Louis  Boucher  Gloyne,  M.D. 

Dr.  Louis  B.  Gloyne,  62,  a physician  in  Kan- 
sas City  for  37  years,  died  at  Bethany  Hospital 
there  on  December  8.  He  was  graduated  from 
the  University  of  Kansas  School  of  Medicine 
in  1918,  served  his  internship  at  St.  Margaret’s 
Hospital  in  Kansas  City,  and  then  began  pri- 
vate practice.  In  1926  he  went  to  Vienna  for  a 
postgraduate  course  in  surgery. 

Dr.  Gloyne  was  active  in  medical  society 
affairs  throughout  his  professional  life.  He  had 
served  a term  as  president  of  the  Wyandotte 
County  Medical  Society,  of  wffiich  he  later  be- 
came an  honorary  member,  had  been  on  the 
Council  of  the  Kansas  Medical  Society,  and  had 
been  a member  of  various  committees.  He  was 
one  of  the  organizers  and  a past  president  of 
the  Kansas  Academy  of  General  Practice. 

A son,  Dr.  Howard  F.  Gloyne,  Kansas  City, 
is  among  the  survivors. 


Charles  Henry  Lerrigo,  M.D. 

Dr.  C.  H.  Lerrigo,  83,  an  organizer  of  the 
Kansas  Tuberculosis  and  Health  Association, 
died  in  Sylacauge,  Alabama,  on  December  4. 
He  was  born  in  England  and  came  to  Kansas 
in  1886.  In  1900  he  was  graduated  from  the 
Homeopath  Medical  College  in  St.  Louis,  and 
in  1901  he  opened  an  office  in  Topeka.  His 
career  in  public  health  work  began  in  1905 
when  he  was  appointed  to  the  Kansas  State 
Board  of  Health,  and  he  continued  in  that  ca- 
pacity for  18  years.  The  Kansas  Society  for 
the  Study  and  Prevention  of  Tuberculosis  was 
organized  under  his  direction,  and  he  served 
as  one  of  its  officers  from  1908  to  1919.  Dur- 
ing World  War  I he  served  overseas  as  com- 
manding officer  of  the  Washburn  Ambulance 
Company  with  the  rank  of  major.  In  1922  he 
became  secretary  of  the  Kansas  Tuberculosis 
and  Health  Association,  continuing  in  that 
position  until  his  retirement  in  1947  and  as 
editor  of  Health  Education  in  Kansas  until 
1952. 
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Encephalomyelitis 

The  Problem  It  Presents  in  the  United  States 

DALE  W.  ANDERSON,  M.D.,  Phoenix,  Arizona 


INTRODUCTION 

It  is  only  recently  that  physicians  have  become  in- 
terested in  encephalitides  as  important  disease  entities. 
An  analysis  of  factual  knowledge  concerning  these 
diseases  seems  pertinent  at  present.  Even  though 
viral  encephalitides  have  world  wide  distribution,  the 
disease  occurs  with  sufficient  frequency  in  this  coun- 
try to  limit  the  discussion  to  various  aspects  of  en- 
cephalitis in  the  United  States. 

If  one  is  to  review  encephalitis,  certain  basic  prem- 
ises must  be  understood.  First,  encephalitis  is  a 
descriptive  term  denoting  a pathological  or  clinical 
syndrome  which  is  unrelated  to  etiology.  It  is  known 
that  a number  of  infectious,  toxic  and  allergenic 
agents  are  capable  of  producing  an  inflammation  of 
the  brain,  i.e.,  encephalitis.  In  this  report,  the  dis- 
cussion will  be  limited  to  common  infectious  en- 
cephalitides defined  as  "Arthropod-borne  virus  en- 
cephalitides.’’ The  encephalitides  arising  secondarily 
from  infections  such  as  mumps,  measles,  vaccinia, 
and  influenza,  or  resulting  from  toxins  and  allergens, 
will  not  be  discussed.  Poliomyelitis  will  be  considered 
only  from  the  viewpoint  of  differential  diagnosis. 

HISTORY 

Reports  of  epidemics  of  encephalitis  have  appeared 
since  1871.  In  1934,  Hayaski  isolated  a viral  agent 
during  one  of  these  epidemics.  The  disease  entity  he 
was  studying  is  now  known  as  Japanese  B.  encepha- 
litis.1 

In  1917  and  1918,  an  epidemic  in  Australia 
brought  the  problem  to  world  notice  when  J.  B. 
Cleland  and  collaborators  reported  a disease  entity 
called  Australian  ’’X’’  disease  and  proved  an  arthro- 
pod-borne neurotropic  virus  to  be  its  cause.  This  dis- 
ease is  now  known  as  Murray  Valley  encephalitis  be- 
cause of  its  prominence  in  this  location,  and  it  has 
been  shown  to  be  closely  related  to  Japanese  B En- 
cephalitis.2 In  1930,  Meyer,  Hering  and  Howitt,  in 
the  Central  Valley  of  California,  isolated  a virus 
from  the  brain  tissue  of  horses  with  encephalitis. 
Two  years  later  Meyer  reported  the  possibility  that 
this  virus  might  also  be  causing  disease  in  humans.3 

This  is  one  of  1 1 theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected  for 
publication  by  the  Editorial  Board  from  a group  judged 
to  be  the  best  by  the  faculty  at  the  school.  Dr.  Anderson  is 
now  serving  his  internship  at  Good  Samaritan  Hospital, 
Phoenix,  Arizona. 


Finally,  in  1938,  the  virus  causing  the  disease  known 
as  western  equine  encephalitis  was  recovered  from 
human  tissue  by  Howitt.4 

In  1932  an  epidemic  of  encephalitis  was  reported 
in  Paris,  Illinois.  It  reappeared  in  1933  in  St.  Louis 
and  Kansas  City,  Missouri.  At  this  time  Muckenfus, 
Armstrong  and  McCordock  isolated  the  virus  of  St. 
Louis  encephalitis.  In  1933  Ten  Broeck  and  Merrill 
recognized  encephalitis  in  horses  in  the  eastern  states, 


SUMMARY 

It  has  been  pointed  out  that  the  arthro- 
pod-borne encephalitides  are  impor- 
tant because  of  increasing  public  inter- 
est, lack  of  trained  personnel  to  control 
local  epidemics,  and  an  epidemiology 
which  is  not  clearly  understood.  The 
encephalitides  may  become  more  preva- 
lent because  of  increased  vector  popula- 
tion stemming  from  development  of 
agricultural  irrigation  projects  in  en- 
demic areas.  Clinical  aspects  of  the 
problem  such  as  diagnosis,  treatment, 
and  prognosis  have  been  discussed  with 
emphasis  on  methods  by  which  the  clini- 
cian and  specialized  personnel  may  co- 
operate with  one  another.  The  clinician 
can  cooperate  best  by  reporting  his 
patients  and  making  available  material 
for  immunological  studies.  This  enables 
the  specialist  to  enlighten  physicians  as 
to  the  epidemiology  and  future  control 
of  the  encephalitides. 


and  in  the  same  year  Sittner  and  Shakan  isolated  the 
virus  from  horses.1  Then  in  1938  Fothergill  and  col- 
laborators3 first  isolated  the  virus  of  eastern  equine 
encephalitis  from  a human  patient,  and  soon  after- 
wards Webster  and  Wright6  isolated  the  virus  from 
another  human  being. 

Simultaneously  with  these  discoveries,  other  arthro- 
pod-borne viruses  were  incriminated  as  causative 
agents  of  encephalitis  in  many  parts  of  the  world. 
At  present,  almost  every  geographical  area  has  a par- 
ticular viral  disease  entity  such  as  Venezuelan  equine 
encephalitis,  Russian  far  eastern  encephalitis,  west 
Nile  encephalitis,  and  louping  ill  in  the  British  Isles. 
Only  eastern  equine,  western  equine,  and  St.  Louis 
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encephalitis  are  of  major  importance  in  the  United 
States.7 

CLINICAL  PICTURE 

In  the  encephalitides,  there  are  no  signs  or  symp- 
toms which  enable  one  to  distinguish  between  various 
types.  At  the  onset,  many  of  the  signs  and  symptoms 
are  systemic  in  character  and  mimic  those  commonly 
associated  with  an  upper  respiratory  infection.  There- 
fore, only  in  those  geographical  areas  during  the  sea- 
son when  the  disease  is  endemic  or  epidemic  does  the 
clinical  picture  have  definite  meaning  to  the  clini- 
cian first  seeing  the  patient.8 

Cases  may  be  divided  into  clinical  and  subclinical 
entities.  Clinical  cases  are  either  abortive,  mild,  or 
severe.  The  disease  progresses  through  various  phases: 
prodromal,  acute  febrile,  and  convalescent.  The  onset 
may  be  violent  or  insidious.  The  incubation  period  is 
estimated  to  vary  between  4 and  21  days.  Initially, 
during  the  first  four  days,  the  only  symptoms  may  be 
headache,  tinnitus,  malaise,  gastrointestinal  disturb- 
ances, drowsiness,  and  mild  fever.1  Additional  symp- 
toms which  may  appear  the  third  or  fourth  day  are 
muscle  pains,  conjunctivitis,  photophobia  and  nuchal 
rigidity.9  At  this  time  restlessness  and  irritability  are 
seen  commonly  in  children.10 

An  abortive  case  may  occur  in  which  the  above 
symptoms  are  the  only  ones  to  be  detected.  In  such 
an  instance  the  clinician  could  only  speculate  as  to 
the  cause.  However,  the  disease  process  may  progress 
to  the  acute  febrile  phase  which  lasts  from  one  to 
three  weeks  and  consists  of  increasingly  high  fever 
ranging  from  101°  to  106°  F.  with  development  of 
a fluxuant,  changing  neurological  picture.  Prominent 
symptoms  include  severe  headache,  lethargy,  vertigo, 
and  mental  confusion. 

Among  the  neurological  signs  which  are  extremely 
variable  are  tremors,  stiff  back,  diplopia,  reflex 
changes,  paralysis,  delirium,  convulsions,  stupor,  and 
coma.11  In  one  study  involuntary  tremors,  particularly 
in  the  hands  in  adults,  occurred  in  50  per  cent  of  the 
cases.8  Paralysis  occurs  only  in  approximately  15  per 
cent  of  the  cases.1  Convulsions  which  are  common  in 
children  are  usually  of  the  grand  mal  type.  However, 
in  adults,  the  Jacksonian  type  of  convulsion  predom- 
inates.11 In  infants  one  may  see  a tense  fontanelle 
and  cyanosis.10  The  relative  frequency  with  which 
these  signs  and  symptoms  may  occur  is  seen  in  Ta- 
ble I.8 

LABORATORY  FINDINGS 

In  encephalitis,  positive  routine  laboratory  data  are 
obtained  by  studying  patients’  blood  and  spinal  fluid. 
The  findings  give  no  indication  as  to  the  type  of 
encephalitis  or  its  severity.11  Commonly,  there  is  an 
increase  in  the  white  blood  cell  count  to  a level  vary- 
ing from  10,000  to  16,000  per  cu.  mm.  in  which  70 


to  90  per  cent  are  polymorphonuclear  leucocytes. 
Lymphocytes  may  increase  in  the  later  stages  of  the 
disease.12  In  one  study,  there  was  indication  that  a 
lymphocytic  rise  does  not  occur  readily  in  individuals 

TABLE  I 

The  Incidence  of  Signs  and  Symptoms  in  66  Cases  of 
Encephalitis  in  Central  Valley,  California 
During  1945,  1946,  1947.8 


Signs  and  "Frequency 
Symptoms  (No.  Cases) 


Fever  66 

Headache  51 

Nuchal  Rigidity  47 

Lethargy  or  Drowsiness  41 

Nausea  and  Vomiting 38 

Stiff  Back  31 

Tremors  30 

Restlessness  28 

Reflex  Changes  26 

Mental  Confusion  21 

Convulsions  18 

Stupor  12 

Paralysis  (partial)  12 

Diplopia  9 

Delirium  

Vertigo  6 

Coma  6 

Dysarthria  2 

Urinary  Retention 1 


under  two  years  of  age.11  In  1938,  during  an  epi- 
demic of  eastern  equine  encephalitis  in  Massachu- 
setts, white  cell  counts  ranged  from  14,600  to  65,900, 
but  all  patients  with  cell  counts  above  35,000  were 
found  to  have  pertussis.10 

Spinal  fluid  studies  are  helpful  to  the  clinician. 
The  spinal  fluid  may  have  a "ground  glass"  appear- 
ance with  an  increased  white  cell  count  within  the 
first  two  days  of  the  illness  in  90  per  cent  of  the 
cases.  The  number  of  cells  may  vary  from  25  to 
1,000  per  cu.  mm.  Counts  over  200  are  rare,  and 
counts  less  than  100  are  found  in  the  majority  of 
cases.8  Polymorphonuclear  leucocytes  usually  pre- 
dominate, varying  from  50  to  75  per  cent  with  a later 
increase  in  lymphocytes  the  second  or  third  weeks  of 
illness.12  No  red  blood  cells  are  seen.  Initially  the 
total  protein  can  be  normal  or  slightly  elevated.  Most 
of  the  time  there  is  a gradual  increase  of  protein 
which  does  not  exceed  100  mg.  per  100  cc.,  the  usual 
being  60  to  70  mg.  per  100  cc.8  The  globulin  frac- 
tion is  increased  four  plus.12 

In  a report  of  42  cases  of  western  equine  encepha- 
litis, Cohen  et  al.  found  the  protein  to  be  of  normal 
concentration  in  34  per  cent  and  elevated  in  66  per 
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cent  of  the  cases.11  Other  spinal  fluid  findings  such 
as  sugar  and  a chloride  determination  and  specific 
syphilitic  tests  will  be  normal.  Colloidal  gold  may 
show  minor  abnormality  if  the  protein  content  of 
the  spinal  fluid  is  high,  but  this  is  not  a common 
finding.8 

PATHOLOGICAL  PICTURE 

As  in  all  viral  diseases,  the  basic  lesion  appears  in 
the  infected  cell.  In  encephalitis  this  cell  is  the 
neuron.  The  areas  of  the  central  nervous  system  in 
which  lesions  are  most  commonly  found  are  thala- 
mus, striate  body  nuclei,  Purkinje  and  molecular 
cells  of  the  cerebellar  cortex,  and  the  cerebral  cortex. 

In  response  to  neuronal  injury  and  death,  microg- 
lia collect  around  the  neurons  forming  microglial 
nests  which  can  be  seen  upon  microscopic  examina- 
tion. When  damage  is  severe,  these  nests  may  co- 
alesce and  appear  grossly  as  sharply  demarcated 
spongy  amorphous  lesions  of  necrosing  cellular  ma- 
terial. Perivascular  infiltration  by  lymphocytes  is  seen 
also.  Calcium  deposition  in  the  brain  parenchyma 
and  blood  vessel  walls  has  been  described  in  chronic 
cases,  but  this  is  rare.13 

DIFFERENTIAL  DIAGNOSIS 

Differentiation  among  the  various  types  of  en- 
cephalitis is  difficult  and  among  the  arthropod-borne 
encephalitides  can  be  made  only  by  immunological 
means.  This  requires  long,  specialized  techniques  not 
readily  available  to  every  clinician,  so  they  are  as  yet 
of  no  practical  therapeutic  value.8  However,  these 
techniques  are  of  practical  value  in  making  a differen- 
tial diagnosis.  Meyer  suggested  cases  of  mild  en- 
cephalitis might  be  diagnosed  and  reported  inaccu- 
rately as  non-paralytic  poliomyelitis.12  Headaches, 
fever,  nuchal  rigidity,  and  similar  seasonal  incidence 
occur  in  both  poliomyelitis  and  the  primary  en- 
cephalitides. Lethargy  or  drowsiness  are  seen  more 
often  in  the  primary  encephalitides,  while  lower  mo- 
tor neuron  weakness  with  absent  reflexes  is  seen 
more  frequently  in  poliomyelitis.  However,  it  must 
be  remembered  that  in  any  deeply  lethargic  or  coma- 
tose patient,  reflexes  will  be  absent.  In  general,  ab- 
sence of  involvement  of  higher  centers  in  the  nervous 
system  and  predominance  of  spinal  cord  signs  favor 
the  diagnosis  of  poliomyelitis.8 

Distinguishing  between  arthropod-borne  enceph- 
alitides and  encephalitides  secondary  to  other  infec- 
tions rests  solely  on  the  presence  or  absence  of  a his- 
tory of  previous  exanthem,  vaccination,  or  on  im- 
munological studies.  Secondary  encephalitides  as  a 
rule  occur  in  late  fall,  winter,  or  early  spring 
months,  while  arthropod-borne  encephalitides  occur 
in  late  spring,  summer,  and  early  fall  months.8 


IMMUNOLOGY 

The  most  important  aspects  in  establishing  a spe- 
cific etiology  in  arthropod-borne  encephalitides  are 
concerned  with  serological  studies  on  the  patients’ 
serum.8  Various  attempts  in  isolation  of  the  virus 
from  blood,  feces,  and  nervous  tissue  have  been  suc- 
cessful, but  these  types  of  studies  are  too  detailed  for 
routine  use.14  The  two  serological  studies  which  are 
used  mainly  are  the  complement  fixation  and  the 
neutralization  tests.  The  techniques  of  these  tests  are 
complicated,  but  in  principle  they  are  relatively  sim- 
ple. 

The  complement  fixation  test  is  based  on  the  abil- 
ity of  a specific  antigen-antibody  reaction  to  fix  known 
complement.  When  sheep  red  blood  cells  and  specif- 
ic antibody  for  these  cells  are  added,  hemolysis  will 
result  unless  the  complement  has  been  removed  by 
the  previous  antigen-antibody  reaction.15 

The  neutralization  test  depends  on  the  ability  of  a 
specific  antibody  to  neutralize  a virus  when  inoculated 
simultaneously  into  a susceptible  host.  Quantitative 
results  are  obtained  by  titrating  known  sera  against 
unknown  sera.16  These  specific  serological  tests  now 
are  possible  for  eastern  equine,  western  equine,  St. 
Louis,  Japanese  B,  Venezuelan  equine,  Russian  tick- 
borne  encephalitis  and  other  encephalitides  of  viral 
etiology.8 

It  is  important  for  the  clinician  to  know  how  and 
when  to  obtain  blood  specimens  for  these  tests.  Posi- 
tive diagnosis  of  active  infection  in  a patient  requires 
the  demonstration  of  a significant  rise  in  antibody 
titer  in  at  least  two  blood  samples.  The  first  specimen 
should  be  drawn  as  nearly  as  possible  after  onset  of 
the  illness.  The  second  specimen  should  be  obtained 
from  7 to  21  days  later,  depending  on  duration  of 
the  illness  and  rate  of  recovery.  If  the  duration  of 
illness  is  short,  the  second  specimen  should  be  drawn 
seven  days  later;  if  the  illness  is  long,  the  second 
specimen  should  be  obtained  at  the  height  of  the 
illness.  The  specimens  should  consist  of  10  cc.  sterile 
quantities  of  whole  blood  which  should  be  kept  at 
non-freezing  refrigeration  until  shipment  to  the 
laboratory.  Blood  samples  should  always  be  drawn 
in  suspected  cases  because  of  the  importance  for 
epidemiological  studies  and  prevention  of  encephali- 
tides, even  though  no  practical  therapeutic  aid  is 
gained  from  them.8 

Immunological  studies  have  revealed  differences  in 
antibody  responses  among  the  specific  encephalitides. 
Both  neutralizing  and  complement  fixing  antibodies 
begin  to  develop  at  the  onset  of  the  disease  and 
reach  a high  titer  at  the  end  of  the  first  week  in 
western  and  eastern  equine  encephalitides.1  In  St. 
Louis  encephalitis,  the  antibodies  rise  much  more 
slowly  and  do  not  reach  high  titers  for  several 
weeks.12  In  Japanese  B encephalitis,  neutralizing 
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antibodies  appear  from  the  third  to  14th  day  of  ill- 
ness while  complement  fixing  antibodies  appear  from 
the  fifth  day  to  the  fifth  month.  There  is  some  indi- 
cation that  neutralizing  antibodies  are  present  longer 
than  complement  fixing  antibodies;  the  former  may 
last  from  four  years  to  life,  the  latter  for  only  one  to 
three  years.1  It  is  of  interest  that  patients  with  Jap- 
anese B encephalitis  may  show  an  anamnestic  re- 
sponse. Patients  having  only  neutralizing  antibodies 
present  will  show  a considerable  rise  in  complement 
fixing  antibodies  after  a minimal  stimulating  dose  of 
Japanese  B vaccine.17 

As  an  example  of  the  results  of  the  immunologi- 
cal studies  on  a series  of  suspected  encephalitis  pa- 
tients, a report  of  90  such  cases  in  Kern  County, 
California,  occurring  between  June  to  September  of 
1952,  is  cited.  Among  the  90  cases  studied,  42  had 
positive  tests  for  western  equine  encephalitis,  4 for 
St.  Louis,  9 for  mumps  encephalitis,  and  35  were 
negative  to  all  tests.  The  patients  within  the  latter 
group  were  diagnosed  as  having  either  non-paralytic 
poliomyelitis  or  were  presumed  to  have  had  some 
type  of  arthropod-borne  encephalitis.11  The  percent- 
age of  positive  results  in  the  antibody  studies  reported 
by  Howitt  varied  from  26  to  95. 18  Negative  tests 
are  still  to  be  explained  in  patients  with  clinical 
encephalitis.  One  could  postulate  that  other  viruses, 
not  isolated  yet,  are  the  cause  of  illness  in  such  pa- 
tients. It  is  the  author’s  suggestion  that  a virus  re- 
lated to  the  psittacosis-lympho  granuloma  venereum 
group  could  be  incriminated  in  the  above  cases.  Such 
a virus  has  been  found  as  the  etiologic  agent  of  16 
epidemics  of  bovine  encephalitis  from  1948  to  1952 
in  the  western  United  States.19 

STATISTICS 

Analysis  of  the  reported  vital  statistics  in  the  en- 
cephalitides  can  give  the  physician  an  idea  as  to  the 
prognosis  of  his  patient.  The  incidence  of  disease 
with  reference  to  age  and  sex  of  the  patients  depends 
on  environmental  factors  affecting  exposure.  There 
is  no  characteristic  age  or  sex  incidence  for  any  one 
of  these  diseases ; therefore,  the  greatest  insight  can 
be  gained  by  analysis  of  the  classical  epidemics  re- 
ported for  each  encephalitis.  In  general  it  can  be 
stated  that  variation  in  fatality  is  partly  dependent 
on  age  incidence,  being  greater  in  the  higher  age 
groups.20 

In  western  equine  encephalitis,  the  majority  of 
patients  are  males,  20  to  50  years  of  age,  who  work 
outdoors.1  In  recent  small  sporadic  epidemics,  the 
highest  incidence  has  been  in  infancy,  the  lowest  in 
the  5-  to  12-year  group,  and  a moderately  high  in- 
cidence in  the  15-  to  50-year  group.  In  Pineal  Coun- 
ty, Arizona,  in  1941  an  epidemic  consisting  of  18 
cases  of  St.  Louis  and  western  equine  encephalitis  was 
reported  in  which  50  per  cent  of  the  patients  were 
under  1.2  or  1 to  2 years  of  age.9 


The  mortality  rate  in  epidemics  of  western  and  St. 
Louis  encephalitis  appears  to  be  between  5 to  20 
per  cent  in  the  mid-west.21  A severe  epidemic  of 
western  equine  encephalitis  reported  in  1941  in 
North  Dakota,  Minnesota,  and  neighboring  Canada, 
consisting  of  approximately  3,000  cases,  had  a mor- 
tality rate  of  8 to  15  per  cent.22  In  a California  epi- 
demic of  St.  Louis  and  western  equine  encephalitis  in 
1952,  consisting  of  727  cases,  51  deaths  were  re- 
ported.23 

Epidemics  of  eastern  equine  encephalitis  have  oc- 
curred infrequently.  The  first  reported  epidemic  oc- 
curred in  eastern  Massachusetts  in  1938  with  a total 
of  39  cases  in  which  an  over  all  mortality  of  65  per 
cent  was  seen.  Sixty-five  per  cent  of  the  cases  were 
in  patients  under  10  years  of  age  with  equal  sex 
distribution.24  A sporadic  epidemic  occurred  in  south- 
ern Louisiana  in  1947  with  a 70  per  cent  mortality 
rate.  Of  the  10  cases  reported,  7 were  in  patients 
under  10  years  of  age.  In  1951,  an  epidemic  of  13 
cases  occurred  in  the  Yaque  River  Basin  in  Canada. 
The  majority  of  cases  were  in  patients  under  5 years 
of  age  with  9 deaths  reported.25 

Statistics  reported  from  countries  other  than  the 
United  States  have  been  similar.  Japanese  B en- 
cephalitis in  recent  years  is  reported  to  have  a mor- 
tality rate  of  approximately  28  to  35  per  cent  with 
the  greatest  age  incidence  in  the  5-  to  9-year  old 
groups.  Murray  Valley  encephalitis  in  Australia  has 
a mortality  rate  of  approximately  70  per  cent,  and 
the  greatest  incidence  is  in  the  0 to  5-year  group.1 
Russian  Far  Eastern  encephalitis  has  a mortality  rate 
of  30  per  cent.26 

Buss  and  Eaton  made  a report  of  mortality  rates 
of  poliomyelitis  and  the  encephalitides  in  Kern 
County,  California,  between  1941  to  1950.  Their 
report  showed  that  the  mortality  rates  are  similar, 
but  the  number  of  cases  of  poliomyelitis  was  greater 
than  those  of  encephalitides.  The  great  difference 
between  poliomyelitis  and  the  encephalitides  lies  in 
the  sequelae  or  neurological  residuals  resulting  from 
such  infections.  In  poliomyelitis,  sequelae  consist  of 
partial  or  complete  paralysis  of  the  lower  motor 
neuron  type,  while  those  of  the  encephalitides  con- 
sist of  upper  motor  neuron  deficit.  Sequelae  in  the 
encephalitides  appear  in  10  to  40  per  cent  of  cases, 
depending  on  the  age  group  involved.  Very  young 
patients  have  more  sequelae  than  those  in  older  age 
groups.1  Residuals  consist  of  emotional  instability, 
mental  retardation,  hydrocephalus,  epileptiform  seiz- 
ures, tremors,  weakness,  Parkinsonism,  and  frank 
paralysis.9  Decerebrate  rigidity  has  been  reported.17 
As  in  poliomyelitis,  these  sequelae  are  the  most 
feared  result  of  such  infections. 

TREATMENT 

Specific  treatment  for  the  encephalitides  has  not 
been  forthcoming  as  have  antibiotics  for  bacterial 
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infections.  Therefore,  therapy  is  entirely  symptomatic. 
Salicylates  should  be  used  freely  for  control  of  tem- 
perature elevations.11  There  is  no  specific  indication 
for  the  use  of  antibiotics  or  sulfonamides,  because 
at  present,  no  antibiotic  has  been  shown  effective 
against  viruses.  These  drugs  should  be  used  to  con- 
trol intercurrent  infections.  Convulsions  can  be  con- 
trolled by  the  usual  anti-convulsive  drugs.  Pheno- 
barbital  in  one-half  to  one  grain  doses,  three  or  four 
times  a day,  adding  32  to  65  mg.  of  dilantin  one  to 
four  times  a day  as  indicated,  is  usually  adequate  for 
control.  The  lethargic  or  comatose  patient  will  re- 
quire around  the  clock  nursing  care.8 

Muscle  spasm  or  spasticity  can  be  treated  with 
hot  packs  or  a modified  Kenny  treatment.  Spastic 
paralysis  requires  active  and  passive  physiotherapy 
in  severe  cases.12 

Maintenance  therapy  is  of  extreme  importance. 
The  physician  should  pay  special  attention  to  proper 
fluid  balance,  caloric  intake,  care  of  incontinence 
with  indwelling  catheters,  and  avoidance  of  decubi- 
tus ulcers  by  frequent  movement  of  the  patient.s 
Ascorbic  acid,  even  in  large  dosages,  has  been  of 
little  value. 11 

Recently,  because  the  utilization  of  ACTH  and 
cortisone  has  produced  some  beneficial  effects  in 
acute  allergic  disseminated  encephalitis,  these  hor- 
mones have  been  tried  in  the  viral  encephalitides.27 
Clinical  and  experimental  evidence  pointing  to  the 
fact  that  fatigue,  chilling,  or  pregnancy  lowers  re- 
sistance and  increases  paralysis  in  poliomyelitis,  has 
led  to  the  thought  that  the  stress  reaction  may  play 
a part  in  the  viral  encephalitides.  This  has  not  proved 
to  be  the  case,  however,  since  both  experimental  and 
clinical  studies  with  these  drugs  have  produced  nega- 
tive results.28 

Immune  serum  has  been  given  clinical  trials,  but 
it  has  proved  valueless  if  it  is  begun  after  the  onset 
of  definite  clinical  symptoms.  Passive  immunization 
with  specific  anti-serum  is  being  used  experimentally 
in  animals  but  not  as  yet  in  humans.12  Active  im- 
munization with  a formalinized  inactivated  virus  is 
now  possible.  For  several  years  veterinarians  have 
used  a formalinized  chick  embryo  vaccine  in  horses, 
approved  by  the  United  States  Bureau  of  Animal  In- 
dustry.12 Vaccination  in  horses  has  not  appeared  to 
reduce  the  disease  in  man.20 

Although  vaccines  are  available  commercially  for 
eastern  equine,  western  equine,  and  St.  Louis  en- 


cephalitis, at  present  they  are  used  only  for  people 
heavily  exposed  to  these  agents  in  the  laboratory.20 
Public  use  is  impractical  because  of  cost,  temporary 
immunity,  and  relatively  low  clinical  attack  rate  as 
compared  with  inapparent  infection  rate.7  Practical 
vaccination  does  seem  promising  because  Hammon 
has  isolated  a strain  of  virus  which  has  the  antigenic 
characteristics  of  western  equine,  eastern  equine  and 
St.  Louis  encephalitis  viruses.  From  this  finding  he 
postulates  that  there  is  a stem  virus  from  which 
these  three  viruses  arose,  and  if  the  stem  virus  is 
found,  this  virus  could  be  utilized  for  preparation 
of  a vaccine  for  the  three  most  prevalent  encepha- 
litides in  the  United  States.29 

EPIDEMIOLOGY 

All  the  arthropod-borne  encephalitides  have  been 
found  to  have  a common  epidemiological  pattern 
(not  identical).  The  virus  is  transmitted  to  humans 
through  an  arthropod  vector  such  as  the  mosquito. 
Ticks  and  mites  have  also  been  shown  to  be  vectors. 
There  is  a correlation  between  the  number  of  human 
cases,  positive  mosquito  pools,  and  equine  cases.8 
Nearly  every  severe  epidemic  in  humans  has  been 
preceded  by  an  epidemic  in  horses  in  the  same  area. 
It  is  thought  that  the  natural  epidemiological  cycle 
for  these  diseases  is  as  follows: 

Wild  Mammals > Vector 

t i 

Vector  Wild  Mammals 

Humans  and  equines  enter  the  cycle  accidentally. 

The  geographical  distribution  of  the  three  viral 
encephalitides  in  the  United  States  differs  some- 
what. Western  equine  encephalitis  appears  in  all 
states  west  of  the  Mississippi  River,  as  far  east  as 
Michigan  in  the  north,  and  Alabama  and  Florida 
in  the  south.  The  virus  has  not  been  found  in  an 
area  when  it  has  not  been  present  in  the  equine 
population  also.  St.  Louis  encephalitis  is  known  to 
be  present  in  the  Pacific  Coast  area,  the  southwest- 
ern, and  midwestern  states.  Our  knowledge  of  its 
distribution  is  limited  because  of  the  lack  of  equine 
infection.  Eastern  equine  encephalitis  is  distributed 
along  the  eastern  seaboard  to  New  England  in  the 
north,  Florida  in  the  south,  and  as  far  west  as 
Michigan  in  the  north  and  Texas  in  the  south.  Again, 
equines  are  helpful  in  the  study  of  the  virus.7  This 
is  the  only  virus  of  the  three  reported  outside  the 
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Temperate  Zone.30  Both  western  equine  and  St. 
Louis  viruses  are  commonly  found  in  the  same  states, 
but  only  four  states  harbor  all  three  viruses:  Texas, 
Alabama,  Michigan,  and  Arkansas. 31 

Several  features  are  common  to  all  areas  where 
the  encephalitides  are  present.  All  have  high  sum- 
mer temperatures  with  moderate  temperatures  in  the 
winter  and  springtime.23  Seasonal  rains  are  heavy 
with  intermittent  flooding,  or  irrigation  is  common. 
Large  numbers  of  mosquitoes  are  present  at  least 
every  few  years.20  Epidemics  appear  when  there  are 
increased  demands  for  irrigation  or  when  heavy 
rainy  seasons  increase  the  vector  population.8 

The  greatest  incidence  of  infection  is  seen  in 
small  towns  and  rural  and  suburban  areas  while  the 
centers  of  large  cities  are  relatively  free  of  these  in- 
fections.20 In  antibody  studies  to  detect  subclinical 
infections,  the  highest  incidence  of  antibodies  is 
found  near  towns,  with  decreasing  numbers  of  posi- 
tive sera  being  found  as  one  moves  away  from  the 
towns.25  It  was  also  noted  that  the  number  of  posi- 
tive serums  among  normal  individuals  increased  with 
extended  residency  in  the  endemic  areas  but  not  with 
age.20  Positive  sera  for  more  than  one  virus  and 
poliomyelitis  were  obtained  in  numerous  persons.18 

Vectors  for  the  encephalitides  consist  of  blood- 
sucking arthropods.  Three  genera  of  mosquitoes, 
Culex,  Aedes,  and  Culiseta,  have  been  incriminated. 
Culex  is  the  genus  considered  most  important  in  the 
United  States.7  Bird  parasites  such  as  ticks,  mites, 
and  lice  harbor  the  virus.  Although  mites  have  not 
been  studied  extensively,  they  are  interesting  in  that 
the  virus  is  transmitted  trans-ovarially  in  chicken 
mites.30 

Much  energy  has  been  expended  in  the  search  for 
a natural  reservoir  host  for  the  viruses.  During  the 
search  many  wild  and  domestic  fowls  and  mam- 
mals have  been  incriminated  by  antibody  studies. 
Among  animals  shown  to  have  antibodies  present 
are  chickens,  ducks,  doves,  pigeons,  English  spar- 
rows, cowbirds,  blackbirds,  pheasants,  squirrels,  rab- 
bits, and  horses.  From  this  evidence,  it  appears  that 
birds  are  the  most  important  vertebrate  reservoirs  for 
viral  agents  causing  encephalitis.  It  is  of  interest  to 
note  the  low  incidence  of  antibodies  in  animals 
studied  in  the  midwest,  as  opposed  to  other  areas.30 
This  may  be  an  indication  that  the  true  reservoir  host 
in  the  midwest  has  not  been  found.82 
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desk  65x35x30  with  glass,  walnut  swivel  chair,  walnut  bank- 
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Program  in  Administrative  Psychiatry 

An  experimental  training  program  in  psychiatric 
hospital  administration  has  been  initiated  at  the  Men- 
ninger  Foundation,  Topeka,  with  cooperation  from 
Winter  Veterans  Administration  Hospital  and  Topeka 
State  Hospital. 

The  program  is  the  first  to  provide  a one-year  for- 
mal training  period  required  by  the  American  Psy- 
chiatric Association  which,  in  1953,  issued  standards 
for  examining  and  certifying  medical  hospital  ad- 
ministrators. The  association  has  granted  temporary 
approval  to  the  program  for  a period  of  two  years, 
after  which  it  will  be  reviewed. 

Dr.  R.  C.  Anderson,  manager  of  Winter  Hospital, 
is  director  of  the  program. 

Physicians  may  secure  further  information  from 
Mr.  John  R.  Malban  at  the  Menninger  Foundation. 


Film  Catalogue  Available 

A revised  list  of  films  available  through  the  A.M.A. 
motion  picture  library  has  been  prepared  and  copies 
are  available  upon  request  from  the  Committee  on 
Motion  Pictures  and  Medical  Television  of  the 
American  Medical  Association.  This  catalogue  lists 
83  medical  films  suitable  for  showing  to  medical  so- 
cieties, hospital  staff  meetings,  and  other  scientific 
groups.  The  catalogue  also  includes  36  health  films 
of  interest  to  physicians  who  may  be  called  upon  to 
speak  before  lay  audiences  such  as  service  organiza- 
tions and  Parent-Teachers’  Associations. 


Today's  Health  is  a magazine  that  should  be  found 
in  the  reception  room  of  every  physician.  Subscrip- 
tions are  available  through  any  member  of  the  Wom- 
an’s Auxiliary  to  the  Kansas  Medical  Society. 
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and  children  to  eighteen  years. 

Department  of  Child  Psychiatry 
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FOUNDATION 

J.  Cotter  Hirschberg,  M.D.,  Director 

Topeka,  Kansas;  Telephone  3-6494 

JANUARY,  1956 


53 


RADIUM 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium 
Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.D. 
Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


Surgical  Supports,  Deformity 
Braces,  Trusses,  Polio  Splints, 
Elastic  Hose 

Wheel  Chairs — Hospital  Beds — Invalid  Walk- 
ers— Sick  Room  Equipment 

* PETRO  S SURGICAL  AND  ★ 
ORTHOPEDIC  APPLIANCES 

618-20  Quincy  Topeka,  Kans.  Phone  40207 


SECLUSION  MATERNITY 


Write  for  information 

MRS.  EVA  THOMSON 
4911  East  27th  St. 
Kansas  City,  Mo. 


FAIRMOUNT 

HOSPITAL 

For  Unmarried  Girls 
Est.  1909 

Private  sanitarium  with 
certified  obstetrician  in 
charge.  All  adoptions 
arranged  through  juve- 
nile court.  Early  en- 
trance advised. 

Rates  reasonable.  In 
certain  cases  work  given 
to  reduce  expenses. 
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A voluntary  hospital  provides  the  care  and 
treatment  of  nervous  and  mental  patients 
and  associate  conditions. 
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Walter  Norris,  A.B.,  Chemist 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all  your 
eligible  dependents. 


Chlordane  Poisoning 

The  Committee  on  Pesticides  of  the  A.M.A.  has 
issued  a warning  on  the  danger  of  poisoning  by 
chlordane,  an  agricultural  and  household  insecticide 
used  to  combat  grasshoppers,  ants,  flies,  mosquitoes, 
and  roaches.  Poisoning  may  be  caused  by  repeated 
skin  contact,  breathing  of  fumes,  or  accidental  swal- 
lowing. 

The  onset  of  symptoms  is  influenced  by  the  means 
of  absorption.  Acute  signs  usually  appear  within  45 
minutes  after  swallowing  the  poison,  and  death 
may  occur  within  24  hours. 

Treatment  consists  of  removal  of  the  poison  from 
the  stomach  or  skin,  followed  by  a salty  purge  and 
administration  of  sedatives.  In  case  of  skin  contact, 
the  contaminated  area  should  be  washed  immediately 
with  soap  and  water.  Fatty  substances  such  as  milk 
or  oil  purgatives  speed  absorption  of  the  poison  and 
should  be  avoided. 


Booklet  on  Indigent  Care 
Current  information  on  18  representative  state  and 
local  indigent  care  plans  is  included  in  a booklet  re- 
cently published  by  the  A.M.A.’s  Council  on  Medical 
Service.  The  material  included  was  gathered  from  a 
study  which  has  been  continuing  since  1952.  Copies 
may  be  secured  on  request. 

State  plans  outlined  are  those  of  Rhode  Island, 
New  York,  Pennsylvania,  Maryland,  Illinois,  Wash- 
ington, and  North  Carolina.  The  plan  used  in 
Topeka  is  described  in  the  section  devoted  to  local 
programs. 


Most  types  of  cancer  show  a greater  incidence 
among  men  than  women,  which  may  result  from  a 
different  degree  of  exposure  to  environmental  fac- 
tors, according  to  data  from  metropolitan  areas 
studied  by  the  National  Cancer  Institute.  The  dif- 
ference in  incidence  rates  increases  with  age,  espe- 
cially for  respiratory  cancer,  leukemia,  and  cancer  of 
the  buccal  cavity. 

Only  cancer  of  the  breast,  reproductive  organs, 
and  certain  endocrine  glands  was  found , to  occur 
more  frequently  among  women. 

The  report  notes  a positive  correlation  between 
cancer  incidence  and  chronological  age — the  older 
the  person  the  greater  the  likelihood  of  cancer.  Half 
the  people  with  diagnosed  cancer,  both  men  and 
women,  were  between  50  and  70  years  of  age. 

Men  appear  more  susceptible  to  cancer  in  the  first 
two  and  the  last  two  or  three  decades  of  the  usual 
lifetime,  whereas  women  have  a higher  rate  during 
the  childbearing  years.  In  fact,  at  about  age  35, 
relatively  twice  as  many  women  as  men  are  found 
to  have  a malignant  tumor.  After  the  childbearing 
period,  however,  the  male  rate  catches  up  with  and 
exceeds  the  female  rate. 


There  are  few  subjects  on  which  the  general  public  is  more 
uninformed  (or  perhaps  misinformed)  than  the  cost  of  modern 
medical  care. 

People  have  always  grumbled  about  medical  bills— and 
they  probably  always  will,  to  some  extent.  The  trouble  is  they 
tend  to  see  medical  expense  as  a part  of  sickness — something 
that  certainly  gives  them  no  pleasure  — rather  than  the  price 
of  enjoying  good  health. 

But  the  real  economics  of  the  situation— what  the  patient 
gets  for  what  he  pays— proves  that  today’s  medical  bill  usually 
turns  out  to  be  one  of  the  really  big  bargains  of  his  life. 

The  latest  Parke-Davis  advertisement,  reproduced  here, 
cites  the  amazing  decline  in  the  cost  of  curing  pneumonia  to 
illustrate  the  remarkable  value  represented  by  your  patient’s 
investment  in  prompt  and  proper  medical  care. 

This  message  will  reach  an  audience  of  millions  of  readers 
in  mass-circulation  magazines  such  as  LIFE  and  the  SATURDAY 
EVENING  POST.  Reprints,  in  small  folder  form,  are  promptly 
available  to  physicians  on  request. 


PARKE,  DAVIS  & COMPANY  Detroit  32 , Michigan 
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Catarrhal  Otitis  Media 

JOSEPH  A.  BUDETTI,  M.D.,  Wichita,  and 
ERNEST  M.  SEYDELL,  M.D.,  W ichita 


Reports  of  ever  increasing  prevalence  of  non- 
suppurative fluid  in  the  middle  ear  continue  to  be 
published.  In  all  climates,  catarrhal  or  serous  otitis 
media  is  showing  the  same  increase  in  prominence. 
The  disease  is  described  in  the  literature  as  acute, 
subacute,  and  chronic,  phases  which  blend  almost 
imperceptibly  with  one  another.  For  the  purpose  of 
definition,  however,  the  chronic  phase  may  be  de- 
scribed as  the  stage  of  desperation  of  the  physician 
as  the  accepted  remedies  for  the  acute  phase  fail. 

The  classic  explanation  for  fluid  in  the  middle  ear 
is  generally  accepted  as  follows:  eustachian  tube  ob- 
struction produces  negative  pressure  in  the  middle 
ear  due  to  absorption  of  air  by  the  tissues.  The  nega- 
tive pressure,  in  turn,  produces  vascular  dilatation 
and  transudation  of  sterile  serum  into  the  middle  ear. 

The  principal  etiologic  factor  in  most  catarrhal 
otitis  medias  is  eustachian  tube  obstruction.  Several 
principal  groups  of  predisposing  factors  may  be  enu- 
merated. Any  lesion  obstructing  the  ventilation  of 
the  middle  ear  may  be  the  offending  agent.  In  chil- 
dren, hypertrophic  nasopharyngeal  lymphoid  tissue  is 
probably  the  most  common  factor.  Because  of  current 
success  with  antibiotic  treatment  of  acute  adenoid  and 
tonsil  infection,  there  has  been  a dangerous  trend  to 
procrastination  of  adenoid  removal  without  regard 
to  the  long  range  effect  on  ears  and  hearing.  The 
child  who  "won’t  pay  attention"  to  his  parents’  call 
or  teachers’  talk,  the  child  who  keeps  turning  up  the 
volume  of  the  radio  or  television  speaker  is  a real 
problem  requiring  careful  study.  The  adult  or  young 
middle  aged  person  who  can't  understand  why  his 
hearing  is  slipping  away  may  have  been  saved  this 
disability  by  prophylactic  adenoidectomy  in  child- 
hood. 

Nasopharyngeal  tumors  must  not  be  overlooked  in 
adults.  Scars  or  adhesions  from  traumatic  adenoidec- 


tomies,  severe  posterior  septal  deviations,  and  paraly- 
sis of  the  tensor  veli  palatini  muscles  are  among  the 
local  lesions  in  the  nasopharynx  which  may  cause 
eustachian  tube  obstruction. 

Mandibular  fractures,  mal-occlusion,  and  overbite 
are  dental  factors  which  tend  to  cause  fluid  in  the 
ear.1  Contrary  to  common  belief,  temporomandibular 


A discussion  of  the  etiology,  symp- 
toms, and  diagnosis  of  otitis  media, 
with  suggestions  for  its  prophylaxis  and 
treatment. 


joint  syndrome  with  eustachian  involvement  can 
occur  even  when  the  rear  molars  are  present. 

Acute  or  chronic  infections  of  the  nose,  sinuses,  or 
pharynx  frequently  cause  poor  middle  ear  ventilation 
by  spreading  to  the  eustachian  tube  mucosa.  A puru- 
lent postnasal  discharge  can  affect  the  head,  throat, 
esophagus,  lungs,  or  stomach — why  not  the  ears? 

Perennial  vasomotor  rhinitis  or  specific  nasal  al- 
lergy are  the  most  common  predisposing  agents  in 
adults  and  may  be  difficult  to  control.  The  boggy 
tuminesence  of  the  posterior  tips  of  the  turbinates 
can  simulate  the  effect  of  tumor  or  nasopharyngeal 
fibromas.  Endocrine  factors  such  as  hypothyroidism 
may  be  easily  overlooked.  An  interesting  point 
brought  out  by  Suchs2  is  that  almost  all  the  large 
series  of  catarrhal  otitis  media  cases  are  reported  by 
physicians  residing  in  low,  humid  areas.  Improper 
nose  blowing  and  sneezing  may  prolong  the  symp- 
toms, if  not  actually  precipitate  them. 

Low  grade  infections  of  the  mucosa  of  the  eusta- 
chian tube,  frequently  secondary  to  virus  infection  in 
the  nose  or  throat,  cause  stimulation  of  the  mucous 
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glands  of  the  eustachian  tube  and  exudation  of  bac- 
terially  sterile  mucus  into  the  middle  ear.  Explosive 
nose  blowing  may  force  nasopharyngeal  mucus  into 
the  eustachian  tube. 

The  apparent  increase  in  the  incidence  of  serous 
otitis  media  may  be  due  to  increased  awareness  on 
the  part  of  physicians  and  the  apparent  general  in- 
crease in  virus  infections,  but  it  most  probably  is  due 
to  a relatively  new  phenomenon  or  the  abortive  action 
of  antibiotics  on  purulent  middle  ear  infections.  Max- 
well3 recently  expressed  this  thought  quite  aptly  when 
he  said,  "Inadequate  antibiotic  therapy  by  means  of 
ill  chosen  preparations,  insufficient  dosage,  or  pre- 
mature termination  of  treatment  may  favor  a smol- 
dering chronic  infection.  Hearing  loss  in  children 
due  to  low  grade  chronic  inflammation  and  resulting 
scar  in  the  middle  ear  after  apparent  recovery  from 
an  acute  infection  is  an  example  of  undesirable  re- 
sults which  may  be  obtained  from  this  type  of  ther- 
apy." 

Schenk,4  in  describing  the  indiscriminate  use  of 
antibiotics  in  acute  otitis  media,  said,  "The  ear 
mechanism  does  not  necessarily  return  to  normal 
merely  because  the  fever  is  reduced  and  pain  disap- 
pears." The  frequency  with  which  needle  puncture- 
aspiration  plus  inflation  is  required  in  our  office  as 
part  of  the  treatment  to  "open  up"  an  ear  after  the 
infection  has  been  overcome  bears  witness  to  the 
above  statement. 

At  the  1955  session  of  the  Kansas  Medical  Society, 
Dr.  Theodore  Walsh  of  Washington  University  and 
Barnes  Hospital,  guest  speaker  in  otolaryngology, 
described  his  experience  at  Children’s  Hospital  in 
St.  Louis.  As  part  of  a recent  project,  12  consecutive 
patients  having  otitis  media  and  being  discharged  as 
cured  were  seen  by  the  ENT  resident  for  the  first 
time  on  their  day  of  discharge.  All  12  drums  were 
punctured  with  a needle  and  fluid  was  aspirated  from 
the  middle  ear  in  each  case.  Since  we  know  full  well 
how  some  of  these  fluids  become  tenacious  and  adhe- 
sive, the  implications  of  this  short  series  can  be 
shocking. 

The  symptoms  of  acute  catarrhal  otitis  media  are 
well  known.  There  is  a feeling  of  fullness  or  obstruc- 
tion in  the  ear.  Hearing  loss  is  present  and  may  be 
suddenly  precipitated  or  relieved  by  yawning  or  blow- 
ing the  nose.  Head  noises  are  frequently  present  and 
may  be  manifested  by  crackling  or  bubbling  sounds 
in  the  affected  ear.  Vertigo  is  an  occasional  symptom. 

Examination  of  the  tympanic  membrane  may  re- 
veal extremely  variable  findings.  The  anticipated 
"fluid  level”  sign  is  rarely  seen  since  most  middle 
ears  are  completely  filled  rather  than  half  filled  with 
fluid.  The  drum  is  frequently  retracted — even  when 
fluid  is  present.  Bubbles  or  a fluid  level  may  some- 
times be  visible  through  the  tympanic  membrane. 


The  drum  may  be  dull  grey  and  lusterless — or  it  may 
show  the  yellow-amber  transparency  of  the  accumu- 
lated fluid  through  its  tense  area.  The  chalk-white 
line  of  the  malleus  may  be  flattened  and  thinned  by 
the  fluid  pressure.  On  occasion  the  drum  may  appear 
almost  normal,  and  yet  diagnostic  aspiration-  -based 
on  history  and  obstructive  symptoms — will  obtain 
fluid  from  the  middle  ear.  Conduction  deafness  is 
present  with  lateralization  of  the  Weber  test  to  the 
deafened  ear  on  the  use  of  the  tuning  fork. 

Treatment  of  acute  catarrhal  otitis  media  has  two 
objectives — the  removal  of  fluid  from  the  middle  ear 
and  the  prevention  of  reaccumulation  of  fluid  by 
treatment  of  the  associated  predisposing  condition. 
As  a general  rule,  the  sooner  treatment  is  started  fol- 
lowing the  onset  of  symptoms,  the  shorter  will  be 
the  course  of  the  disease.  If  an  infection  is  present  in 
the  nose  and  throat,  it  should  be  vigorously  treated. 
Proetz  treatments  using  shrinking  solutions  are  of 
value  in  shortening  the  course  of  the  nasopharyngeal 
infection. 

Vasoconstrictors  may  be  applied  to  the  nasopharyn- 
geal mucosa  by  jetomizers,  sprays,  or  drops.  Ephed- 
rine,  1 per  cent,  or  neosynephrine,  J/4  per  cent,  are 
the  basic  standards.  Stronger  solutions  may  fit  appro- 
priate cases.  Epnedrine  or  propradrine  are  effective 
by  mouth.  Dilute  cocaine  may  be  applied  by  cotton 
tipped  applicators  directly  to  the  tube  orifices.  Even 
vaporizers  can  be  effective  in  some  cases.  Some  writ- 
ers advocate  use  of  infra-red  or  short  wave  diathermy. 

When  no  purulent  discharge  is  present,  eustachian 
tube  inflations  are  part  of  the  classical  treatment.  The 
Valsalva  maneuver  and  politzeration  are  advocated 
by  some.  Direct  catheterization  of  the  eustachian  tube 
has  proved  effective.  Some  writers  consider  it  to  be 
excessively  traumatic  to  the  eustachian  cushion  mu- 
cosa, and  others  consider  it  "old  fashioned."  In  our 
hands  it  has  proved  to  be  an  invaluable  tool.  We 
never  hesitate  to  use  this  method  and  consider  it  far 
superior  to  Valsalva  or  politzeration. 

The  easiest  and  most  rapid  method  of  removal  of 
fluid  from  the  middle  ear  is  by  puncture  of  the  drum 
with  a 20-  or  22-gauge  needle  and  aspiration  by  any 
one  of  numerous  gadgets  or  syringes.  Some  writers 
do  a standard  paracentesis  with  or  without  spot 
suction  at  the  puncture  site,  especially  when  tenacious 
mucus  is  present.  Inflation  before  puncture  or  aspira- 
tion helps  clear  the  drum  from  the  promontory  of 
the  middle  ear.  After  puncture,  it  helps  evacuate 
some  of  the  residue  of  fluid.  Local  anesthesia  is  usu- 
ally unnecessary  but  is  satisfactory. 

Needle  puncture-aspiration  is  the  method  used  in 
our  office.  It  gives  immediate  relief  which  many 
times  is  permanent.  If  the  ear  canal  and  drum  need 
cleaning,  alcohol  is  used.  A cocaine-camphor-carbolic 
tampon  is  applied  to  the  drum  for  a few  minutes. 
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The  needle  is  inserted  through  the  posterior  inferior 
quadrant  of  the  drum.  Aspiration  yields  several 
tenths  of  a cc.  of  fluid  which  varies  from  a thin 
serous  form  to  thick  gelatinous  form.  The  perfora- 
tion of  a drum  heals  in  a matter  of  hours  even  after 
repeated  punctures.  Secondary  infection  is  rare 
enough  to  be  no  problem.  Some  writers  advise  the 
insertion  of  a sterile  cotton  wick  against  the  perfora- 
tion to  assist  in  subsequent  drainage  of  fluid  from 
the  "mastoid  cells,"  but  this  seems  superfluous. 

Aerotitis  is  the  same  disease  as  that  just  discussed, 
in  a hyper-acute  form.  It  is  usually  precipitated  by 
rapid  descent  in  aircraft  in  persons  with  obstructed 
eustachian  tubes.  The  general  treatment  is  the  same 
as  that  for  ordinary  acute  catarrhal  otitis  media,  but 
immediate  therapy  is  highly  desirable.  If  treatment 
is  instigated  within  two  hours,  relief  is  usually  per- 
manent. Treatment  may  be  in  the  form  of  aspiration, 
Proetz  treatment  with  strong  vasoconstrictors,  or  in- 
flations. 

The  best  treatment  is,  of  course,  prevention.  Fly- 
ing should  be  avoided  in  persons  with  upper  respira- 
tory infections,  sinusitis,  hypertrophic  nasopharyn- 
geal lymphoid  tissue,  active  nasal  allergy,  etc.  All 
fliers  and  passengers  should  be  adequately  instructed 
in  methods  of  shrinking  nasal  mucosa  and  inflating 
the  middle  ear  if  flying  is  unavoidable.  The  value  of 
radium  treatment  to  the  nasopharynx  was  adequately 
demonstrated  in  World  War  II  for  those  pilots  show- 
ing recurrent  aerotitis. 

The  transition  from  the  acute  stage  to  the  chronic 
is  almost  imperceptible.  The  fluid  becomes  increas- 
ingly thick  and  tenacious,  and  the  edema  of  the  mu- 
cosa is  replaced  by  fibrosis.  Fibrous  bands  ultimately 
bind  down  the  ossicles,  the  tympanic  membrane  be- 
comes plastered  to  the  promontory,  and  fibrous  bands 
in  the  eustachian  tube  area  produce  strictures. 

In  the  terminal  stages,  head  noises  may  be  the 
most  distressing  symptom.  Conductive  deafness  is 
present  and  often  irreversible.  The  tympanic  mem- 
brane is  dull,  thickened,  and  retracted.  It  may  be  im- 
possible to  inflate  the  middle  ear.  In  this  stage,  the 
prognosis  is  poor.  The  patient  finally  becomes  ad- 
justed to  moderate  deafness  and  head  noises.  Eusta- 
chian tube  inflations,  bougienage,  and  pneumomas- 
sage of  the  tympanic  membrane  may  be  done  as  long 
as  the  patient  notices  improvement  after  each  treat- 
ment. 


For  the  ill-defined  subacute  stage  several  other 
suggestions  have  been  made  in  the  literature.  Hyper- 
trophic nasopharyngeal  lymphoid  tissue  must  be  re- 
moved by  adenoidectomy  and  radium  or  x-ray  ther- 
apy. This  point  cannot  be  stressed  too  strongly. 

Nasal  allergy  should  be  controlled  by  desensitiza- 
tion, diet,  etc.  The  incidence  and  influence  of  nasal 
allergies  cannot  be  overemphasized.  Dental  abnor- 
malities must  be  corrected.  Occasional  improvement 
has  been  noted  following  the  use  of  autogenous  vac- 
cines made  from  the  patient's  nasopharynx.  A writer 
recently  advocated  prolonged  drainage  of  the  middle 
ear  by  temporary  implantation  of  a polyethylene  tube 
through  an  ear  drum  puncture.  Permanent  perfora- 
tions of  the  tympanic  membrane  have  been  advo- 
cated, but  mastoid  complication  of  this  method  must 
be  assumed  as  a calculated  risk.  Simple  mastoidec- 
tomies have  been  resorted  to  in  a few  cases.  ACTH 
has  been  used  by  one  of  us  (J.  B.)  successfully  in  a 
few  vasomotor  rhinitis  cases  that  would  not  respond 
to  other  means. 

In  the  treatment  of  chronic  catarrhal  otitis  media, 
once  again  the  keynote  is  prophylaxis.  Acute  attacks, 
should  be  treated  enthusiastically  and  predisposing 
factors  eradicated  whenever  possible.  The  unhealthy 
tendency  to  postpone  or  avoid  adenoidectomy  in. 
childhood  because  antibiotics  cure  acute  attacks  has. 
been  leading  to  many  cases  of  potential  conductive 
deafness  in  adult  life.  Fortunately  the  pendulum  is 
swinging  back  to  a sensible  mid-point  as  most  physi- 
cians realize  the  inherent  dangers  of  chronic  or  sub- 
acute recurrent  infections.  Infections  are  cured  but 
the  congestion  and  hypertrophy  remain  to  impinge 
on  the  eustachian  tubes  and  predispose  the  "cured’’ 
child  to  premature  deafness  in  his  third  and  fourth 
decade  of  life.  Tonsil  and  adenoid  surgery  is  still  the 
physician’s  best  weapon  for  this  prophylaxis. 

104  West  Douglas 
Wichita  2,  Kansas 
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Every  man  has  two  educations — that  which  is  given  to  him  and,  the  other,  that  which 
he  gives  himself.  . . . Indeed,  all  that  is  most  worthy  in  a man  he  must  work  out  and 
conquer  for  himself.  It  is  that  which  constitutes  our  real  and  best  nourishment. 

— Jean-Paul  Richter 


Bronchography 


Use  of  Aqueous  and  Oily  Suspensions  of  Dionosil 


ALFRED  M.  TOCKER,  M.D.,  Wichita 


The  superiority  of  iodized  oil  (Lipiodol)  as  a me- 
dium for  bronchography  has  been  virtually  unchal- 
lenged since  its  introduction  in  19  2 2. 20  However,  the 
substance  has  a number  of  disadvantages.  The  more 
important  of  these  are  alveolar  filling  which  often 
interferes  with  interpretation  of  the  bronchogram, 
persistent  visibility  in  the  alveoli  seen  long  after  in- 
stillation and  often  interfering  with  interpretation  of 
future  chest  roentgenograms,  and  liability  to  produce 
iodism.22 

Because  of  these  disadvantages  of  Lipiodol,  other 
media,  in  particular  rapidly  absorbing  radiopaque 
water-soluble  media,  were  developed.  These,  how- 
ever, proved  to  be  cough-provoking  bronchial  irri- 
tants necessitating  tedious  and  time-consuming  anes- 
thetic techniques,  with  the  inherent  dangers  of  the 
anesthetic  agents,  and  often  resulted  in  unsatisfactory 
bronchograms.6’  7' 14’  10  As  a result,  the  preference  of 
Lipiodol  as  a contrast  medium  for  bronchography 
continued  unchallenged. 

In  1952  a new  type  of  contrast  medium,  Dionosil, 
was  developed  in  England.4'  23  Reports  from  all  sec- 
tions of  the  world  have  since  indicated  that  this  con- 
trast suspension  is  replacing  Lipiodol  to  a large 
extent  in  many  medical  centers.1’  7'  10'  15’  24  Since  its 
introduction  into  the  United  States  in  1954,  it  has 
gained  great  popularity.  After  careful  evaluation  of 
35  cases  in  which  bronchography  was  performed  with 
Dionosil,* * 1  I have  come  to  use  this  product  exclusively 
for  bronchography,  although  it  is  conceivable  that 
there  are  special  cases  in  which  Lipiodol  would  be  the 
preferable  agent. 

Dionosil  differs  from  other  media  in  that  it  is  a 
suspension  (rather  than  a solution  or  iodized  oil)  of 
the  n-propyl  ester  of  3:5-di-iodo-4-pyridone-N-acetic 
acid  (propyliodone).23  It  is  presented  in  two  forms 
— aqueous  (a  50  per  cent  w/v  suspension  in  a buf- 
fered aqueous  vehicle  containing  sodium  carboxyme- 
thylcellulose  as  a suspending  agent)  and  oily  (a 
simple  60  per  cent  w/v  suspension  in  peanut  oil). 
Preference  among  our  roentgenologists  varies  be- 

*  Prior  to  approval  by  the  Food  and  Drug  Administra- 
tion for  sale  of  Dionosil  in  the  United  States,  the  oily  and 
aqueous  Dionosil  used  in  these  cases  was  supplied  to  us 
for  clinical  study  by  Glaxo  Laboratories,  Ltd.,  of  England 
through  Picker  X-ray  Corporation,  White  Plains,  New  York. 

The  material  in  this  article  was  presented  in  exhibit  form 
at  the  Kansas  Medical  Society  meeting  in  Hutchinson,  May 
3-5,  1955. 


tween  the  more  viscid  oily  suspension  and  the  slightly 
more  irritating  aqueous  suspension,  the  latter  being 
favored  in  most  cases.  Both  forms  are  less  viscous 
than  Lipiodol. 

In  Dionosil  the  deficiencies  of  iodized  oils  have 
been  overcome  as  follows:  the  ester  is  completely  hy- 
drolysed, absorbed  into  the  blood  stream,  and  ex- 
creted in  the  urine  within  a few  days ; and  degrada- 
tion does  not  extend  to  the  liberation  of  iodides  or 


Dionosil,  a recently  developed  bron- 
ehographie  medium,  is  a safe  contrast 
suspension  with  attributes  at  least 
equivalent  to  those  of  Lipiodol,  with  the 
significant  advantages  of  rare  alveolar 
filling  and  rapid  disappearance  from 
the  lung. 


iodine  which  might  give  rise  to  sensitivity  reactions.23 

Advantages  of  Dionosil  include  the  following: 

1.  Rapid.  Disappearance  from  Lungs A 4>  7'  10> 13' 
i7.  is,  io,  23,  24  Dionosil  is  eliminated  by  drainage, 
cough,  and  excretion  through  the  kidneys23 — often 
within  24  hours,  and  completely  in  a few  days  (Fig- 
ure I).  Bronchography  may  be  repeated  at  any  time. 

2.  Infrequent  Alveolar  Filling A 2'  4'  8'  9>  18>  23'  24 
Significant  alveolar  filling  is  unlikely,  even  if  cough- 
ing occurs.  When  alveolar  filling  does  occur,  absorp- 
tion is  not  delayed.  In  two  of  our  cases,  alveolar  fill- 
ing persisted  in  pathological  areas  which  were  later 
removed  surgically  and  diagnosed  microscopically  as 
showing  chronic  organizing  pneumonia. 

3.  Improvement  in  Detail.2’  4’  10’  19>  21  The  suspen- 
sion is  deposited  on  mucosal  surfaces,  outlining  rather 
than  filling  the  bronchi,  thus  giving  superior  visuali- 
zation. 

4.  Minimal  Irritation ,3-  4>  8’  9’  n’  15’  23,  24  The  oily 
suspension  of  Dionosil  has  almost  no  irritation ; an 
aqueous  suspension  is  slightly  more  irritant.  Bronchos- 
copy by  others3 4  and  by  me  within  a short  time  after 
the  use  of  Dionosil  revealed  no  evidence  of  irritation. 
Microscopic  examinations  of  lung  tissue  excised  short- 
ly after  bronchography  with  this  contrast  media  have 
shown  no  deleterious  effect.3'  9’  24  While  some  feel 
there  is  no  need  to  postpone  operation  after  bron- 
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chography  in  these  cases,3’  4 others,9  including  this 
author,  prefer  to  wait  until  the  lung  is  clear  of  the 
contrast  material. 

5.  Ample  Exposure  Time  for  Films.21  Shadows 
remain  well  defined  for  at  least  30  minutes;  thus  the 
need  for  spot-films  is  eliminated.  However,  during 
this  time  the  patient  must  not  be  permitted  to  cough 
vigorously. 

6.  No  Risk  of  lodism.1'  9’  23  There  is  no  break- 
down to  iodides  or  iodine  in  the  body.  The  com- 
pound is  completely  hydrolyzed  and  eliminated  en- 
tirely by  the  kidney.  Iodine  and  iodide  ions  are  absent 
in  the  urine.23 

7.  Safety  in  Tuberculosis  Cases T 5'  8’  12’  17’  19  Ex- 
perience confirms  that,  provided  the  infection  is  con- 
trolled, use  of  Dionosil  in  bronchography  is  reliable 
and  safe  even  in  active  tuberculosis  cases  with  cavita- 
tion and  positive  sputum. 

8.  Introduction  by  Any  of  the  Presently  Recog- 
nized Routes.11  The  aqueous  suspension  may  be  intro- 
duced through  an  endotracheal  catheter,  by  needle 
puncture  of  the  cricothyroid  membrane,  or  through 
the  tracheal  wall  below  the  cricothyroid  cartilage. 
The  oily  solution  may  be  introduced  by  any  of  the 
above  routes,  as  well  as  over  the  tongue. 

9-  No  Necessity  for  S pedal  Radiographic  Facilities ,3’ 


A 


(A)  Bilateral  bronchogram  of  child  with  aqueous 
Dionosil  showing  excellent  bronchial  visualization. 


4,  7,  8,  9,  16,  is,  24  Xhe  density  of  the  compound  permits 
satisfactory  fluoroscopic  examination  and  enables  ex- 
cellent films  to  be  obtained  with  the  usual  exposures. 

10.  Increased  Scope  of  Bronchography ,3’  4’  9 Limi- 
tations imposed  by  earlier  contrast  media  are  removed. 

The  disadvantages  of  Dionosil,  relatively  few,  in- 
clude the  following: 

1.  Careful  Anesthesia  Required.10’  18>  21  The  sus- 
pensions (especially  aqueous  Dionosil)  are  slightly 
cough-provoking.  In  cases  in  which  bronchoscopy 
and  bronchography  are  indicated,  we  prefer  cocaine 
topically  as  the  anesthetic  agent,  anesthetizing  both 
main  stem  bronchi  with  a 4 per  cent  cocaine  spray 
through  the  bronchoscope.  Immediately  following 
bronchoscopy,  the  contrast  material  is  introduced 
through  a catheter  passed  through  the  nose  into  the 
trachea,  which  is  less  cough-provoking  than  a catheter 
passed  orally. 

2.  Technical  Difficulties  in  Eland  ling  Media.  The 
thickness  of  the  suspension  offers  some  technical  dif- 
ficulties. This  is  especially  true  of  the  oily  suspension. 
The  aqueous  suspension,  if  permitted  to  dry,  may 
"cake’’  on  the  tip  of  the  syringe,  interfering  with 
injection. 

3.  Pyrexial  Reaction T 4’ 13  This  occasionally  fol- 
lows the  use  of  Dionosil,  but  is  a comparatively  rare 


B 


(B)  PA  chest  roentgenogram  of  same  child  taken 
24  hours  after  bronchography  showing  lungs  to  be 
substantially  clear  of  contrast  medium. 
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condition.  In  one  of  my  cases,  the  patient’s  elevated 
temperature  fell  to  normal  immediately  after  he 
coughed  up  a small  white  "plug,”  assumed  to  be 
Dionosil. 

4.  Dyspnea A 8 We  believe  that  dyspnea  has  re- 
sulted in  those  patients  in  whom  Dionosil  was  per- 
mitted to  pool  in  the  trachea  or  main  bronchi,  ob- 
structing the  respiratory  passages.  Our  most  severe 
reaction  was  in  a physician  who  was  dyspneic  and 
complained  of  chest  pains  for  several  days  following 
the  bronchographic  study. 

304-5  KFH  Building 
Wichita,  Kansas 
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If  you  are  to  find  rewarding  satisfaction  in  your  work,  if  your  life 
is  to  be  rich  and  purposeful  and  crowned  with  high  achievement,  it  is 
important  you  continue  to  be  a growing  person.  Education  is  a continu- 
ing process.  It  does  not  end  with  the  termination  of  your  schooling. 
Education  continues  from  the  beginning  of  life  to  the  end  of  life,  and 
balanced  growth  throughout  one's  entire  life  is  important  for  every 
individual.  — Henry  T.  Maschal 


Solitary  Mesothelioma 


A Case  Involving  the  Pleura 


ALBERT  E.  BAIR,  M.D.,  Wichita,  WILLIAM  J.  REALS,  M.  D., 
Wichita,  and  PAUL  H.  WEDIN,  M.D.,  W ichita 


Mesothelial  tumors  have  been  recognized  as  a dis- 
tinct entity  since  1936.  Geschickter1  used  the  term  for 
a group  of  tumors  previously  known  by  30  different 
names,  e.g.  endothelioma,  celiothelioma,  fibroma, 
fibrosarcoma,  leiomyosarcoma,  giant  cell  sarcoma  of 
the  pleura,  endothelial  sarcoma,  and  so  on.  The  em- 
bryologic  origin  of  mesothelium  has  been  described 
elsewhere.2 

Studies  made  in  1942  by  Stout  and  Murray3  on 
mesotheliomas  of  the  pleura  served  to  fix  the  genesis 
of  these  tumors  as  mesothelial  when  Murray  was  able 
to  explant  the  tumor  in  vitro  and  demonstrate  that 
its  cells  imitated  the  behavior  of  normal  mesothelial 
cells  in  vitro. 

Three  varieties  of  mesothelioma  have  been  de- 
scribed.1 

1.  Malignant  growths  which  are  diffuse,  grossly 
spreading,  and  microscopically  characterized  by  ana- 
plastic mesothelial  cells  forming  tubules. 

2.  Solitary  fibrous  mesotheliomas.  These  may  be 
pedunculated  intrapleural  growths  or  intrapulmonary 
with  broad  pleural  attachments.  Microscopically  the 
tumor  cell  is  elongated  and  spindle  shaped  and  is 
associated  with  collagen  and  reticulin  fibers.  The  ar- 
rangement is  usually  without  definite  pattern.  There 
may  be  areas  of  increased  vascularity,  and  when  de- 
generation affects  the  tumor  the  collagen  fibers  are 
few.  The  intercellular  spaces  may  be  widened  by 
fluid,  and  the  cells  may  be  rounded  or  stellate.  In 
those  considered  malignant  the  histopathology  re- 
veals anaplasia.  The  cells  are  larger,  stain  more 
deeply,  and  mitotic  division  is  more  common.  There 
are  no  collagen  fibers  and  only  extremely  delicate 
reticulin  fibers  between  the  individual  cells. 

3.  Benign  mesothelioma  of  the  male  and  female 
genital  tracts.  These  are  small  nodules  composed  of 
tubules  lined  by  cells  that  secrete  a mucoid  substance. 
There  is  controversy  as  to  whether  these  are  mesothe- 
liomas or  adenomas,  adenomyomas  or  lymphangi- 
omas. 

Our  attention  was  drawn  to  the  second  group  by  a 
case  cared  for  by  one  of  us  (P.H.W.). 

The  patient,  Mrs.  J.  S.,  a 56-year-old  white  female 
housewife,  was  admitted  to  the  surgical  service  of 
Wichita-St.  Joseph  Hospital  on  October  11,  1953- 
Chief  complaint  was  that  of  having  a chest  tumor. 
During  a routine  chest  survey  by  the  mobile  photo- 


Mesothelial  tumors  are  an  interesting 
though  not  fully  understood  group  of 
tumors.  Correlation  of  the  microseopic 
structure  and  the  clinical  course  may  he 
difficult.  A ease  of  solitary  mesothelioma 
of  the  pleura  is  reported,  and  the  litera- 
ture is  briefly  reviewed. 


Figure  f.  The  shadow  of  the  tumor  is  seen  at  the 
left  base,  occupying  most  of  the  space  between  the 
heart  and  the  chest  wall  in  the  antero-posterior  view. 
Lateral  views  showed  it  to  be  in  the  anterior  portion  of 
the  chest. 

fluoroscopic  unit  of  the  Kansas  State  Board  of  Health, 
a chest  tumor  had  been  found.  The  family  physician 
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had  recommended  immediate  hospitalization  and 
possible  surgical  exploration.  Physical  examination 
revealed  no  significant  findings.  Careful  physical  ex- 
amination of  the  chest  revealed  no  abnormalities. 

The  initial  laboratory  studies  revealed  a total  eryth- 
rocyte count  of  4,370,000  with  12  grams  of  hemo- 
globin. The  differential  count  was  72  per  cent 
polymorphonuclear  leukocytes  and  28  per  cent  lym- 
phocytes. Urinalysis  was  negative  and  a VDRL  test 
for  syphilis  also  was  negative.  X-ray  examination  of 
the  chest  on  October  11,  1953,  revealed  a 2.5  cm. 
discrete  nodule  in  the  left  basal  area  (Figure  1).  The 
mass  was  seen  to  lie  forward  on  lateral  views  and  had 
no  association  with  the  pericardium.  The  lung  fields 
were  otherwise  clear,  and  the  heart  was  not  enlarged. 
The  radiologist  concluded  that  the  nodule  was  of  in- 
determinate nature,  primary  alveolar  neoplasm  or 
granuloma  to  be  excluded. 

On  October  12,  1955,  the  patient  was  subjected 
to  an  exploratory  thoracotomy.  The  left  thorax  was 
opened  through  the  fifth  interspace.  When  the  lung 
was  exposed  a tumor  was  seen  attached  to  the  inferior 
surface  of  the  pleura  of  the  left  lower  lobe.  A wedge 
excision  was  carried  out.  Frozen  section  was  reported 
as  "benign.”  The  wound  was  closed  in  a routine 
manner  with  an  indwelling  catheter  for  drainage.  On 
the  sixth  postoperative  day  following  an  uneventful 
recovery  the  patient  was  dismissed. 

Pathological  examination  of  the  material  revealed 
an  oval  mass  which  measured  approximately  4 x 3 x 
2.5  cm.  The  outer  surface  was  covered  by  a rather 
thick  capsule,  and  attached  along  one  margin  was 
a small  appendage  which  consisted  of  pulmonary  tis- 
sue. The  mass  appeared  to  be  arising  directly  from 
the  surface  of  the  lung  and  apparently  involved  the 
pleura.  On  section  the  cut  surface  of  the  mass  was 
light  red  to  pink  in  color  and  whorled.  Tissues  on 


Figure  2.  Gross  appearance  of  the  excised  tumor, 
after  it  was  divided.  The  cut  surface  was  light  red  to 
pink  in  color,  and  the  tumor  had  a rubbery  consistency. 


section  were  rubbery  and  cut  with  increased  resistance 
(Figure  2). 

Microscopic  sections  of  the  tumor  removed  from 
the  pleura  showed  a cellular  mass  composed  through- 
out of  spindle  shaped  cells  arranged  without  definite 
pattern.  In  many  areas  the  tumor  was  producing  col- 
lagen, and  in  these  zones  the  cells  were  scattered 
throughout  the  collagen.  In  other  areas  the  collagen 
was  relatively  scanty  and  the  nuclei  were  prominent. 
Irregular  spaces  which  varied  in  size  were  seen,  and 
these  were  lined  by  spindle  cells.  In  one  area  there 
appeared  to  be  hyalin-like  changes.  Evidence  of  epi- 
thelial cells  was  not  found  (Figure  3). 


Figure  3.  Photomicrograph  of  the  tumor  showing 
spindle-shaped  cells,  with  no  definite  pattern  for  their 
arrangement.  (x740) 


Diagnosis:  Solitary  mesothelioma  of  pleura. 

The  material  was  examined  by  Dr.  Arthur  Purdy 
Stout5  who  concurred  in  the  diagnosis. 

The  patient  was  seen  October  10,  1955,  and  was 
in  good  health. 

Stout  and  Himadi6  have  reported  eight  cases  of 
solitary  localized  mesotheliomas  of  the  pleura,  three 
of  which  were  considered  benign  and  five  malignant. 
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Their  longest  period  of  observation  was  five  years. 

To  these  Benoit  and  Ackerman7  have  added  six 
cases  diagnosed  as  benign.  Their  longest  period  of 
observation  was  eight  years.  They  have  also  included 
in  their  analysis  three  cases  of  Brown  and  Johnson,8 
all  of  which  have  had  a benign  course,  one  patient 
still  living  at  20  years.  It  should  be  noted  that  the 
latter  authors  considered  their  three  cases  as  originat- 
ing as  a consequence  of  organization  of  interlobar 
effusions.  They  felt  that  two  types  of  reacting  cells 
entered  into  the  genesis  of  their  tumors,  fibroblasts 
and  mesothelial  cells,  both  participating  and  either 
dominating  the  final  picture  to  produce  a variety  of 
patterns. 

Bogardus  et  al.9  report  four  cases,  three  of  which 
were  solitary.  Periods  of  observation  have  not  been 
long  enough  to  evaluate  clinically.  Two  of  these  were 
microscopically  malignant  and  one  was  benign. 

Clagett  et  al.10  have  reported  24  cases  of  localized 
mesothelioma  and  do  not  feel  that  they  have  had,  as 
yet,  enough  experience  to  classify  them  as  benign  or 
malignant.  They  reported  one  patient  dying  of  recur- 
rence five  years  after  operation  and  one  dying  ten 
years  after  operation. 

These  authors  add  to  the  usual  microscopic  descrip- 
tion their  most  significant  finding,  the  presence  of 
spaces  or  gland-like  cavities  lined  by  spindle  cells. 

In  our  review  of  the  recent  literature  we  have 
gained  the  impression  that  reported  observations  of 
patients  having  solitary,  localized  mesotheliomas  have 
not  been  for  a sufficient  length  of  time  to  correlate 
with  any  degree  of  accuracy  the  pathological  picture 
and  the  final  clinical  outcome.  We,  therefore,  decline 
to  classify  our  case  as  benign  or  malignant  until  it 


has  stood  the  test  of  time,  even  though  it  readily  fits 
the  description  both  clinically  and  morphologically 
of  those  tumors  considered  benign. 

CONCLUSIONS 

The  classification  of  solitary,  localized  mesotheli- 
oma as  to  its  state  of  benignancy  or  malignancy  is  as 
yet  a precarious  undertaking.  The  term  "five-year 
cure”  cannot  be  taken  as  a valid  criteria  for  the  favor- 
able outcome  of  any  specific  case. 

Pathologic  findings  both  grossly  and  microscopi- 
cally have  not  been  found  to  correlate  to  a great 
degree  of  accuracy  with  the  final  outcome  of  solitary 
mesothelioma  of  the  pleura. 

Departments  of  Pathology  and  Surgery 
Wichita-St.  Joseph  Hospital 
Wichita  17,  Kansas 
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All  of  us  are  here  today,  alive,  because  at  many  junctures  in  history 
our  forefathers — undismayed  by  the  particular  fears  which  haunted 
their  times — took  courage  from  faith  and  transmitted  faith  down 
through  succeeding  generations  to  us.  . . . Only  faith  is  truly  and 
invincibly  strong  and  viable.  — Lewis  L.  Strauss 


Fibroma  of  the  Spermatic  Cord 

MARION  A.  THROCKMORTON,  M.D.,  Halstead 


Fibromas  of  the  spermatic  cord  are 
rare  tumors,  this  being  the  35tlr  one 
reported.  Since  30  per  cent  of  spermatic 
cord  tumors  are  malignant,  and  sar- 
comatous changes  may  develop  in  be- 
nign lesions,  surgical  removal  is  advised 
for  all  such  tumors. 


No  fewer  than  32  different  histologic  types  of 
spermatic  cord  tumors  have  been  described  in  the 
literature.1-20  It  is  important  for  the  clinician  to  be 
aware  of  the  general  agreement  that  about  70  per 
cent  of  all  solid  tumors  of  the  spermatic  cord  are 
benign.  The  fact  that  30  per  cent  prove  to  be  malig- 
nant constitutes  rational  grounds  for  the  complete 
removal  of  any  cord  tumor.13’  20 

Including  1954,  Gray  and  Biorn20  found  a total 
of  292  cases  reported  in  the  literature  and  added  one 
of  their  own;  83  were  malignant  (28  per  cent). 
Thirty-four  simple  fibromas  have  been  reported. 
Morehead9  found  fibromas  second  only  to  lipomas  in 
frequency  of  occurrence.  They  are  usually  small,  but 
occasionally  they  attain  considerable  size. 

CASE  REPORT 

A 38-year-old  white  male  complained  of  a mass 
in  the  left  scrotum  of  which  he  had  been  aware  two 

From  the  Department  of  Urology,  Hertzler  Clinic  and 
Hertzler  Research  Foundation,  Halstead,  Kansas. 
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Figure  1.  Cross  section  of  the  encapsulated  tumor. 
Hyaline  degeneration  of  the  center  with  formation  of 
clefts.  In  the  periphery  are  coarse  bundles  of  collage- 
nous fibers  with  very  few  cells,  (x  15) 


and  a half  years.  It  was  symptomless  but  had  en- 
larged. He  enjoyed  good  health,  and  physical  exami- 
nation revealed  no  significant  disease.  On  the  left 
spermatic  cord  was  found  a small  discrete,  firm  mass 
which  was  estimated  to  measure  6 mm.  across  its 
ovoid  surface.  It  felt  smooth  and  was  not  attached 
tightly  to  surrounding  structures.  It  did  not  trans- 
illuminate  light.  No  lymph  nodes  were  felt  or  abnor- 
malities seen  in  roentgen  examination. 

A preoperative  diagnosis  of  "cord  tumor”  was 
made,  and  the  patient  was  advised  to  have  the  tumor 
removed.  This  was  done  the  day  following  examina- 
tion, using  local  anesthesia.  A firm,  glistening  tumor 
was  shelled  out  of  the  cord  without  bleeding.  The 
postoperative  course  was  uneventful. 

The  pathological  report  (Dr.  C.  A.  Hellwig)  was 
as  follows:  "The  tumor  is  grossly  oval,  whitish,  and 
measures  12  x 6 mm.  Cross-section  shows  solid  yel- 
lowish, translucent  tissue  surrounded  by  a thin  fi- 
brous whitish  capsule.  Microscopically  the  tumor  of 
the  cord  is  solid,  the  center  is  hyaline  and  does  not 
show  any  nuclear  stain.  It  is  surrounded  with  hyaline 
fibrous  tissue  with  a few  slender  fibroblasts.  No  epi- 
thelial structures  are  found  in  the  tumor.  Diag??osis: 
Fibroma  of  spermatic  cord  with  hyaline  degenera- 
tion (Figures  1 and  2).” 

DISCUSSION 

Of  the  almost  300  spermatic  cord  tumors  reported, 
the  majority  are  mesodermal  in  origin.12  The  pres- 
ence of  blood  vessels,  the  vas  deferens,  connective 


Figure  2.  Higher  magnification  of  periphery  of  the 
tumor.  The  fibrocytes  do  not  vary  in  size  and  there  are 
no  mitotic  figures,  (x  150) 
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tissue,  nerve  fibers,  and  fat  in  the  spermatic  cord 
may  explain  the  complex  constitution  of  so  many  of 
these  tumors.  As  a rule  it  is  not  until  the  surgical 
specimen  is  examined  under  the  microscope  that  an 
accurate  diagnosis  is  possible.17 

When  malignancy  does  occur  it  is  sarcomatous  in 
80  per  cent  of  the  cases.14  Strong12  feels  that  the 
malignant  condition  develops  in  previously  benign 
tumor.  The  malignant  tumors  reported  tend  to  be 
vicious  in  their  behavior  with  widespread  metastases 
and  a very  poor  prognosis. 

The  ease  of  removal  of  most  spermatic  cord  tu- 
mors strengthens  the  case  for  excision  of  all  sper- 
matic cord  masses. 

Hertzler  Clinic 
Halstead,  Kansas 
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The  world  has  a way  of  giving  what  is  demanded  of  it.  If  you  are 
frightened  and  look  for  failure  and  poverty,  you  will  get  them,  no 
matter  how  hard  you  may  try  to  succeed.  Lack  of  faith  in  yourself,  in 
what  life  will  do  for  you,  cuts  you  off  from  the  good  things  of  the 
world.  Expect  victory  and  you  make  victory.  Nowhere  is  this  truer 
than  in  business  life  where  bravery  and  faith  bring  both  material  and 
spiritual  rewards.  - — Preston  Bradley 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

Babson’s  says  that  our  Capitol  is  confused  over  Ike’s  plans.  This  could  be  impor- 
tant to  medicine.  I think  he  will  run.  We  have  a more  imminent  problem,  however, 
in  H.R.  7225. 

This  bill,  which  so  hastily  passed  the  national  legislative  House,  is  now  being 
heard  in  the  Senate  Finance  Committee.  Your  president  plans  to  appear  before  this 
committee  to  present  the  reasons  Kansas  doctors  are  not  in  favor  of  such  a bill.  You 
have  read  the  recent  brochure  sent  you  concerning  this  dangerous  threat  to  our  nation. 
Now  is  the  time  to  let  your  senator  know  how  you  and  your  friends  feel  about  this 
legislation.  Such  Social  Security  amendments  are  a threat  to  good  medical  care.  Also, 
these  proposed  changes  might  result  in  a drain  of  funds  that  could  imperil  the  Social 
Security  trust  fund  and  critically  weaken  the  nation’s  economy.  A costly  program  of 
health  and  accident  insurance  should  not  be  abruptly  combined  with  the  present 
system  of  providing  pensions  for  the  aged. 

I fear  that  this  H.R.  7225,  which  would  give  a disabled  person  his  OASI  pension 
at  age  50  and  lower  the  retirement  age  for  women  to  age  62,  is  just  a "foot-in-the- 
door”  for  a compulsory  federal  care  program.  By  1975  OASI  taxes  would  probably 
be  double  the  present  amount.  This  is  dangerous  legislation  ! 

Do  not  be  complacent  about  H.R.  7225  ! 

Dr.  Cyril  V.  Black,  chairman  of  our  endowment  committee  and  councilor,  advises 
me  that  we  are  improving  our  status  with  the  A.M.E.F.  Dr.  Black  met  with  the 
national  council  of  the  A.M.E.F.  in  Chicago  on  January  22,  and  he  reports  that  the 
University  of  Kansas  received  $38,981  in  1955.  This  amount  exceeds  the  1954 
figure  by  about  $9,500.  Three  hundred  fifty  doctors  contributed  in  1955,  as  com- 
pared to  only  64  in  1954.  This  evidence  of  increased  physician  participation  is  greatly 
appreciated  by  me.  Several  of  our  counties  had  100  per  cent  membership  contribu- 
tions. Thank  you,  doctor!  But  we  still  need  more  contributors  and  larger  contributions. 
The  doctors  of  Topeka,  Kansas  City,  and  Wichita  need  to  get  behind  this  program. 

Be  alert  to  do  your  part  in  the  forthcoming  medical  assistants  training  program. 
See  that  your  medical  assistant  attends  this  series  of  meetings  that  has  been  planned 
by  our  medical  society  committee,  headed  by  Dr.  Murray  Eddy,  and  the  Kansas  Med- 
ical Assistants’  Society. 

Sincerely,  in  the  practice  of  the  Art, 
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EDITORIAL  COMMENT 


Our  Centenarian 
Dr.  George  M.  Gray 

For  the  first  time  in  its  history  the  Kansas  Medical 
Society  now  has  an  opportunity  to  salute  a past  presi- 
dent on  the  100th  anniversary  of  his  birth.  Dr.  George 
M.  Gray,  Kansas  City,  will  be  100  years  old  on 
Sunday,  March  4,  1956. 

Although  not  many  people  can  celebrate  such  an 
event,  that  fact  alone  is  not  outstanding.  What  is 


George  M.  Gray,  M.D. 


important  is  that  Dr.  Gray  has  not  merely  existed 
for  100  years;  he  has  lived  for  100  years,  and  he 
enjoys  life  today.  He  is  alert,  interested,  progressive. 
He  still  looks  forward. 

To  make  the  occasion  a pleasant  one  for  Dr.  Gray, 
a number  of  friends  are  planning  a dinner  party  in 
his  honor.  It  will  be  held  at  the  Town  House  Hotel, 
Kansas  City,  on  Sunday,  March  4.  Reservations  may 
be  made  through  Dr.  C.  C.  Nesselrode,  1200  Huron 
Building,  Kansas  City  10,  Kansas. 

Through  his  years  of  service  to  the  Society, 
Dr.  Gray  made  countless  friends.  Those  who  can  be 
in  Kansas  City  on  the  anniversary  are  urged  to  make 
reservations  immediately  so  that  the  guest  of  honor 
can  enjoy  the  celebration  in  the  company  of  those 
who  have  a part  in  the  Society  and  professional  ac- 
tivities he  loves  to  recall. 

Although  he  was  born  in  Waukegan,  Illinois, 
March  4,  1856,  Dr.  Gray  became  a Kansan  at  the 
age  of  two  when  his  parents  moved  to  Wyandotte 


County.  He  attended  public  schools  and  Palmer’s 
Academy  in  Kansas  City  and  then  studied  medicine 
at  the  College  of  Physicians  and  Surgeons,  Kansas 
City,  Missouri.  He  was  graduated  in  1879  and  spent 
the  following  year  at  Bellevue  Hospital  Medical  Col- 
lege, New  York. 

Dr.  Gray  began  practice  in  Kansas  City  in  1880 
and  has  never  formally  retired.  In  1913  he  began 
limiting  his  practice  to  surgery.  He  became  a mem- 
ber of  the  surgical  staff  of  St.  Margaret’s  Hospital  in 
Kansas  City  when  it  opened  its  doors,  and  he  served 
as  chief  of  its  surgical  staff  for  more  than  15  years. 

His  services  to  organized  medicine  are  legion.  He 
was  willing  to  serve  in  any  capacity,  and  his  talents 
were  frequently  employed  in  various  offices,  includ- 
ing that  of  treasurer.  In  1912  he  held  the  highest 
professional  office  to  which  a physician  in  this  state 
may  aspire,  president  of  the  Kansas  Medical  Society. 

Kansas  City,  too,  benefited  from  Dr.  Gray’s  guid- 
ing hand.  He  was  interested  in  civic  affairs  and  will- 
ingly served  as  mayor  when  a vacancy  occurred  in 
that  office  during  a period  in  1906  and  1907. 

Medical  Military  Aide  to  the  Governor  was  the  title 
Dr.  Gray  carried  from  December  10,  1917,  to  Jan- 
uary 4,  1919,  when  he  was  a member  of  the  United 
States  Medical  Corps. 

A busy  life  it  has  been,  yes,  a productive  life,  a 
life  of  service.  Surely  in  reviewing  the  events  of  the 
past  hundred  years  Dr.  Gray  can  take  satisfaction  in 
the  knowledge  that  he  gave  his  best,  that  his  achieve- 
ments were  many,  and  that  his  efforts  are  remem- 
bered and  appreciated.  Of  his  kind  there  can  never 
be  enough. 

The  best  wishes  of  the  Editorial  Board  and  of  the 
entire  membership  of  the  Society  go  to  Dr.  Gray  at 
this  time.  It  is  the  hope  of  all  that  March  4,  1956, 
will  be  a joyous  occasion  he  will  remember  with 
pride  as  he  starts  on  his  second  century  of  life. 


Reducing  the  Budget 

Editor's  Note.  At  the  time  this  Journal  reaches  its 
readers,  the  Kansas  legislature  will  have  acted  on  its 
problem  of  finance.  It  will  have  reduced  the  state’s 
budget  or  it  will  have  provided  for  increased  revenue 
through  taxation.  The  following  letter,  sent  to  the  editor 
of  each  newspaper  in  the  state,  was  written  when  the 
legislature  was  considering  a reduction  of  5 per  cent  in 
each  appropriation,  a reduction  which  would  be  of  great 
importance  to  the  University  of  Kansas  School  of  Medi- 
cine. 

January  19,  1956 

Dear  Editor: 

This  open  letter  concerns  a subject  the  doctors  of 
Kansas  believe  to  be  important,  and  we  would  be 
grateful  if  you  were  willing  to  share  it  with  your 
readers. 

There  are  a fewr  things  even  more  important  than 
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money,  and  one  of  these  is  health.  It  is  strange  that 
health  isn’t  of  very  great  concern  until  we  become 
sick,  and  then  we  spare  no  effort  or  expense  until  we 
are  well  again.  Often  the  treatment  is  much  more 
costly  than  a little  care  in  advance,  which  is  to  say 
that  an  ounce  of  prevention  is  worth  a pound  of  cure. 

That  brings  up  the  purpose  of  this  letter.  We  are 
hearing  rumors  that  an  effort  will  be  made  to  take  a 
percentage  from  the  budget  of  every  state  agency  in 
an  economy  move.  We  are  as  interested  in  economy 
as  is  anyone,  but  we  must  remind  ourselves  that  non- 
selective  and  careless  budget  cuts  can  be  not  only 
foolish  but  dangerous. 

We  are  more  familiar  with  health  and  therefore 
illustrate  the  above  statement  from  examples  out  of 
that  field.  Our  state  operated  schools  are  expensive, 
but  reflect  for  a moment  the  cost  of  not  operating 
these  schools! 

Visitors  to  the  campus  of  Kansas  State  College  at 
Manhattan  will  be  shocked  to  see  the  condition  of 
the  facilities  for  student  health  services.  However 
important  any  other  item  might  appear,  can  the  state 
afford  to  take  less  care  of  its  greatest  resource — its 
young  people — than  for  its  other  property?  But  it  is 
true  at  Kansas  State  College,  and  a thoughtless  re- 
duction in  appropriations  can  only  increase  this  seri- 
ous problem  and  postpone  its  needed  solution. 

Then  consider  for  a moment  an  opposite  situation. 
At  the  University  of  Kansas  School  of  Medicine  you 
will  see  a beautiful  facility,  wonderfully  equipped 
and  rendering  a most  magnificent  service  to  the  peo- 
ple of  Kansas  in  caring  for  the  sick,  in  research,  and 
in  educating  doctors  of  medicine. 

This  budget  could  be  reduced,  but  where?  Where 
could  you  take  five  per  cent  and  retain  the  service 
that  is  now  given  ? Suppose  you  take  out  five  per  cent 
of  the  hospital  beds,  or  reduce  by  five  per  cent  the 
number  of  students  enrolled.  This  would  be  six  in 
each  class,  six  doctors  less  every  year  for  Kansas  com- 
munities that  could  never  be  made  up  in  any  other 
way. 

Or  take  five  per  cent  from  hospital  services — from 
nursing  or  laboratories,  and  let  the  patient  take  the 
risk.  Or  drop  a subject  from  the  curriculum  and  send 
the  doctor  out  to  practice  without  education  in  some 
one  field.  Or  take  it  out  of  graduate  education  and 
let  your  personal  physician  keep  up  with  medical 
advancements  by  going  to  schools  in  other  states  if 
he  is  to  keep  up  at  all. 

Any  or  all  of  these  things  can  be  done  to  save 
money.  If  the  appropriation  to  the  University  of  Kan- 
sas School  of  Medicine  is  reduced,  something  like 
this  will  happen!  And,  of  course,  it  will  make  no 
difference  to  you — unless  you  happen  to  be  the  pa- 
tient who  needs  the  services  that  have  been  taken 


away.  Or  unless  your  town  would  have  received  one 
of  those  doctors  who  did  not  get  to  study  medicine 
at  all.  That  would  have  made  a difference.  Or  if  your 
family  physician  had  not  attended  the  circuit  course 
on  exactly  the  subject  of  your  illness  because  the 
school  couldn’t  afford  to  give  the  course — that  would 
have  made  a difference. 

Yes,  we  are  interested  in  economy  but  where  the 
School  of  Medicine  is  concerned,  please  take  our 
word  for  it  because  we  know  that  the  dollars  spent 
here  are  ounces  compared  to  the  pounds  it  would 
cost  to  repair  the  loss. 

Sincerely, 

Conrad  M.  Barnes,  M.D.,  President 

The  Kansas  Medical  Society 


Science  Fairs 

Have  you  seen  the  thrill  of  discovery  on  the  face 
of  a young  scientist  as  he  sees  an  ameba  for  the  first 
time  in  his  life?  Or  have  you  witnessed  the  breath- 
less anticipation  of  the  youngster  digging  for  fossils 
in  a limestone  rock,  or  the  achievement  in  his  mind 
as  he  views  the  rings  of  Saturn  for  the  first  time,  or 
the  world  that  opens  for  him  upon  his  introduction 
to  trigonometry? 

Are  his  discoveries  any  less  real  or  less  significant 
because  they  are  new  only  to  him?  Even  though  the 
seas  have  been  charted  by  previous  explorers,  his  first 
journey  is  as  vivid  and  as  exciting  as  though  it  had 
never  been  made  before.  Then  guide  this  young  boy 
or  girl  for  only  a short  time.  Teach  him  to  anticipate 
an  expanding  horizon,  to  look  forward  to  never  end- 
ing discoveries,  and  soon  you  will  have  laid  the  foun- 
dation for  a career  in  science. 

The  idea  of  a Science  Fair  is  to  do  exactly  that — 
to  inspire  boys  and  girls  to  search  into  the  unknown, 
to  give  them  the  pleasures  of  discovery,  to  create  an 
interest  in  a scientific  career.  This  may  be  in  any  of 
the  sciences,  medicine  as  truly  as  physics  or  astron- 
omy, or  mathematics. 

Whether  it  will  be  in  the  field  of  medicine  de- 
pends upon  the  direction  or  guidance  that  comes  from 
physicians.  And  up  to  now  that  has  been  small ! 

There  were  last  year  71  state  or  regional  science 
fairs  in  which  some  350,000  youngsters  competed  di- 
rectly or  indirectly.  Here  were  displayed  original 
achievements  in  research  or  in  construction  or  in  ac- 
cumulation of  data.  These  children  were  guided 
through  some  15,000  science  clubs  in  high  schools, 
or  by  adults  who  were  trying  to  interest  them  to 
become  physicists,  astronomers,  chemists,  nurses,  or 
active  in  any  of  a hundred  other  scientific  fields. 

And  some  were  exploring  the  field  of  medical 
science,  but  not  because  organized  medicine  was  alert 
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to  its  opportunities  for  only  three  of  the  71  fairs  were 
sponsored  by  medical  societies,  two  in  Indiana  and 
one  in  the  District  of  Columbia. 

In  Kansas  there  will  be  three  science  fairs  in  1956. 
These  will  be  regional  events  with  most  of  the  geo- 
graphical area  of  Kansas  included.  Boys  and  girls  in 
hundreds  of  high  schools  are  now  working  on  prob- 
lems to  exhibit.  They  range  from  an  attempt  to  an- 
alyze the  color  in  butterfly  wings  to  a methodical  ex- 
ploration of  pi.  Included  are  principles  of  genetics 
applied  to  the  creation  of  hybrid  corn,  and  the  chemi- 
cal evaluation  of  the  contents  of  Kansas  River  water, 
a fabric  tension  testing  experiment,  and  an  original 
aircraft  design,  and  many  more. 

But  neither  the  Kansas  Medical  Society  nor  any 
county  medical  society  in  this  state  has  at  this  time 
taken  a single  step  to  aid  these  young  researchers  in 
their  medical  experiments.  Organized  medicine  has 
not  tried  to  stimulate  students  into  studying  medicine, 
and  neither  have  societies  utilized  this  most  wonder- 
ful opportunity  for  showing  these  future  scientists 
what  medical  research  means  and  what  it  means  to 
them. 

Actually  it  is  not  too  late.  Any  individual  who  be- 
lieves in  young  people  may  approach  the  science  club 
of  the  high  school  in  his  town  and  offer  to  help.  Any 
society  may  still  make  this  a project  for  1956  and 
have  a committee  perform  this  most  vital  service  to 
youth  and  at  the  same  time  benefit  by  a beautiful 
public  relations  gesture.  It  is  hoped  that  many  may 
respond  in  this  enterprise — now. 


Mid-West  Cancer  Conference  in  March 

Plans  are  rapidly  being  completed  for  the  eighth 
annual  Mid-West  Cancer  Conference,  to  be  held  at 
the  Broadview  Hotel,  Wichita,  March  22  and  23. 
The  Committee  on  Control  of  Cancer  of  the  Kansas 
Medical  Society  and  the  Kansas  Division,  American 
Cancer  Society,  are  joint  sponsors  of  the  event. 

In  general,  the  format  of  previous  conferences  will 
be  followed.  Scientific  programs  will  be  presented 
each  morning  and  afternoon.  A banquet  on  Thurs- 
day evening,  March  22,  will  be  open  to  all  physicians 
attending  the  conference  and  their  wives. 

Each  speaker  who  will  take  part  in  the  program  is 
a specialist  widely  known  throughout  the  nation. 
Complete  programs  will  be  sent  to  all  members  of 
the  Society  by  direct  mail.  Biographical  sketches  of 
four  of  the  speakers  are  presented  below,  and  infor- 
mation about  others  will  be  published  in  the  March 
issue  of  the  Journal. 

One  of  the  participants,  William  Ogburn  Russell, 
M.D.,  is  pathologist-in-chief  at  the  M.D.  Anderson 


Hospital  and  Tumor  Institute,  Houston.  He  is  also 
professor  of  pathology  at  the  Postgraduate  School  of 
Medicine  of  the  University  of  Texas  and  associate 
professor  of  pathology  at  Baylor  University  College 
of  Medicine.  He  received  his  degree  from  Stanford 
Medical  School  in  1938.  In  addition  to  being  a 
founding  fellow  of  the  College  of  American  Patholo- 
gists, he  is  a diplomate  of  the  American  Board  of 
Pathology  and  a member  of  the  American  Society  of 
Clinical  Pathologists,  the  American  Society  of  Experi- 
mental Pathology,  and  the  International  Academy  of 
Pathology. 

A second  speaker  is  George  D.  Snell,  Sc.D.,  who 
has  been  research  associate  for  the  Roscoe  B.  Jackson 
Memorial  Laboratory,  Bar  Harbor,  since  1934.  His 
graduate  work  for  the  Sc.D.  degree,  completed  at 
Harvard  in  1930,  was  in  the  field  of  mammalian 
genetics.  As  a National  Research  Council  fellow  at 
the  University  of  Texas,  1931-1933,  he  initiated  a 
study  continued  at  the  Jackson  Laboratory  on  induc- 
tion of  x-rays  and  neutron  rays  of  hereditary  changes 
in  mice.  He  is  now  studying  factors  determining 
susceptibility  and  resistance  to  tumor  homografts. 

A 1926  graduate  of  the  University  of  Kansas 
School  of  Medicine  who  will  take  part  in  the  pro- 
gram is  William  J.  Engle,  M.D.,  urologist  at  the 
Cleveland  Clinic  Foundation.  He  has  won  many  pro- 
fessional honors  and  is  now  serving  as  president  of 
the  Cleveland  Academy  of  Medicine.  He  is  a diplo- 
mate of  the  American  Board  of  Urology,  a fellow  of 
the  American  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  the  American 
Association  of  Genito-Urinary  Surgeons,  the  Clinical 
Society  of  Genito-Urinary  Surgeons,  and  the  Inter- 
national Society  of  Urology. 

Bentley  Prescott  Colcock,  M.D.,  another  guest 
speaker,  has  been  a member  of  the  staff  of  the  Lahey 
Clinic,  Boston,  since  1939.  He  received  his  medical 
degree  from  the  University  of  Pennsylvania  in  1933 
and  was  a fellow  in  surgery  at  the  Lahey  Clinic  from 
1936  through  1938.  He  served  as  a lieutenant  colonel 
in  the  Army  Medical  Corps  during  World  War  II. 
Dr.  Colcock  is  a diplomate  of  the  American  Board 
of  Surgery,  a fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  New  England  Surgical 
Society,  the  Boston  Surgical  Society,  and  Excelsior 
Surgical  Society. 

Interest  in  the  Mid-West  Cancer  Conference  has 
been  continuing  to  grow  through  the  years.  Regis- 
trants from  states  other  than  Kansas  always  attend, 
and  each  year  sees  an  increase  in  the  number  of  in- 
state physicians  present.  Hotel  reservations  should  be 
made  immediately. 
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Though  it  may  not  be  wise  to  mention  it 
openly  in  a medical  publication,  we  have  felt 
for  some  time  that  modern  medical  writing 
suffers  from  an  excessively  objective  and  scien- 
tific approach.  The  cold  pronouncement  of 
medical  fact,  case  study,  or  experimentation 
permits  little  or  nothing  of  the  author’s  per- 
sonality to  appear  in  the  opus. 

After  the  perusal  of  a couple  of  old  volumes, 
we  suggest  it  may  be  well  to  return  to  the  ear- 
lier custom  of  "presenting”  the  material  to 
some  individual  of  intellectual  or  financial 
standing  by  means  of  a dedicatory  preface.  We 
present  herewith  some  examples  which  may  be 
considered  crudely  obvious  by  today’s  standards 
but  seem  to  have  served  well  in  their  time. 

One  of  these  is  the  dedication  by  Percivall 
Pott  of  his  Practical  Remarks  on  the  Hydrocele 
to  one  Peter  Sainthill,  Esq.,  in  1762.  He  says, 
"Some  time  ago  I gave  you  the  trouble  of 
looking  over  the  following  sheets  in  manu- 
script, with  which  you  said  you  was  much 
pleased. 

"The  approbation  of  so  good  a judge  has 
emboldned  me  to  print  them,  and  I do  not 
know  a more  proper  person  to  whom  to  address 
them. 

"The  rank  you  have  long  and  deservedly 
borne  in  the  profession  and  the  character  you 
have  always  maintained  in  it  as  an  honest  man, 
as  a judicious  and  fair  practitioner,  give  you  a 
just  claim  to  the  regard  of  all  its  members. 

"By  this  address  I mean  to  express  my  sense 
of  your  merit,  and  my  estimation  of  your 
friendship;  but  lest  what  I intend  as  a civility 
should  become  offensive,  I will  not  add  any- 
thing which  though  strictly  true  might  have 
the  appearance  of  flattery,  nor  make  a need- 
less recital  of  those  good  Qualities  which  you 
are  so  well  known  to  possess. 

"I  heartily  wish  you  continuance  of  health, 
and  am.  Dear  Sir,  Your  most  obedient  Servant, 

Percivall  Pott.” 

Another  medical  gentleman  who  turned  a 
neat  phrase  of  praise  was  William  Harvey 
whose  De  Motu  Cordis  was  published  in  1628 


and  dedicated  to  King  Charles  in  this  manner: 
"To  the  Most  Illustrious  and  Invincible 
Monarch  Charls  King  of  Great  Britain,  France, 
and  Ireland,  Defender  of  the  Faith.  Most  Gra- 
cious King,  The  Heart  of  creatures  is  the 
foundation  of  life,  the  Prince  of  all,  the  Sun 
of  their  Microcosm,  on  which  all  vegetation 
does  depend,  from  whence  all  vigor  and 
strength  does  flow.  Likewise  the  King  is  the 
foundation  of  his  Kingdoms,  and  the  Sun  of 
his  Microcosm,  the  Heart  of  his  Common- 
wealth, from  whence  all  power  and  mercy  pro- 
ceeds. I was  so  bold  to  offer  to  your  Majesty 
those  things  which  are  written  concerning  the 
Heart,  so  much  the  rather,  because  (according 
to  the  custom  of  this  age)  all  things  human 
are  according  to  the  pattern  of  man,  and  most 
things  in  a King  according  to  that  of  the 
Heart.  . . . You  may  at  least,  best  of  Kings, 
being  plac’d  in  the  top  of  human  things,  at 
the  same  time  contemplate  the  Principle  of 
Man’s  Body,  and  the  Image  of  your  Kingly 
power.  I therefore  most  humbly  intreat,  most 
gracious  King,  accept,  according  to  your  ac- 
custom’d bounty  and  clemency,  these  new 
things  concerning  the  Heart,  who  are  the  new 
light  of  this  age,  and  indeed  the  whole  Heart 
of  it,  a Prince  abounding  in  vertue  and  grace, 
to  whom  we  acknowledge  our  thanks  to  be 
due,  for  any  good  that  England  receives,  or 
any  pleasure  that  our  life  enjoyes: 

Your  Sacred  Majesties  most  devoted  Servant, 
William  Harvey.” 

He  addresses  the  same  volume  to  another 
colleague  so:  "To  the  Most  Excellent  and  Most 
Ornate  man,  D.  ARGENT,  President  of  the 
College  of  Physicians  in  London.” 

Some  of  our  contemporary  brethren  fulfill 
the  excellent  part,  but  the  ornate  are  harder  to 
find.  Nevertheless,  it  is  suggested  that  aspiring 
contributors  to  this  journal  may  well  consider 
opening  their  future  offerings  in  some  such 
fashion: 

"To  the  Most  Wise  and  Gorgeous  Hunke  of 
Edytor,  Orville  R.  Clark.” 

On  second  thought,  perhaps  not. — D.E.G. 


Clinicopathological  Conference 

The  Differential  Diagnosis  of  Nephrosis 


CASE  PRESENTATION 

Today  we  are  considering  the  case  of  a 45-year-old 
white  female  who  was  admitted  to  the  University  of 
Kansas  Medical  Center  on  March  8,  1955,  complain- 
ing of  progressive  swelling  of  her  entire  body  since 
August  1954.  She  expired  on  the  evening  of  April  4, 
1955. 

The  patient  was  apparently  in  good  health  until 
August  1954  when  she  had  an  illness  characterized 
by  fever  and  malaise  of  six  or  seven  days  duration 
which  she  called  "flu.”  She  felt  well  for  about  three 
weeks  afterward,  until  she  noted  ankle  edema  for 
the  first  time.  Her  physician  told  her  that  she  had 
albumin  in  the  urine  and  prescribed  a low  protein 
diet  and  some  medication.  The  swelling  progressed, 
however,  and  the  patient  experienced  increasing  ma- 
laise and  fatigue. 

In  November  1954  she  was  hospitalized  and  put 
on  a high  protein,  low  salt  diet.  This  was  not  effec- 
tive in  decreasing  the  edema.  She  was  given  80  units 
of  corticotropin  intramuscularly  daily  for  10  days, 
but  the  anasarca  only  increased.  In  January  1955  she 
was  given  100  grams  of  salt  poor  albumin  intrave- 
nously daily  for  five  days,  and  she  had  marked  diure- 
sis and  lost  20  pounds.  Her  malaise  persisted,  how- 
ever, and  the  edema  returned  despite  salt  restriction, 
diuretics,  and  ion  exchange  resins. 

The  only  past  illnesses  of  note  were  two  periods 
of  hospitalization  in  1951  and  1953,  when  the  pa- 
tient was  given  electroshock  treatments  for  mental 
depression. 

The  patient  had  one  brother  who  died  in  diabetic 
coma  at  age  25  and  one  sister  who  was  a diabetic. 

The  only  feature  of  interest  in  the  review  of  sys- 
tems was  an  intermittent  diarrhea  of  two  to  three 
loose,  liquid  stools  a day. 

When  admitted  to  KUMC  the  patient  appeared  to 
be  a well-developed,  well-nourished  white  female 
who  was  chronically  ill.  The  outstanding  feature  of 
the  examination  was  generalized  edema  and  ascites. 
The  blood  pressure  was  90/60;  the  pulse  was  88 
and  regular.  There  were  numerous  petechiae  on  her 
face  and  other  areas  of  her  body.  The  eye-grounds 
were  normal.  The  tongue  was  red  and  beefy  in  ap- 
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pearance.  There  were  scattered  moist  rales  in  the  lung 
bases.  The  heart  sounds  were  poorly  heard,  but  a 
definite  gallop  rhythm  was  present.  The  heart  size 
was  difficult  to  ascertain.  There  were  no  palpable 
abdominal  masses,  but  massive  anasarca  was  present. 
There  was  edema  of  the  skin  of  all  areas  of  the  body. 


Cursory  inspection  of  this  clinical 
history,  the  physical  findings,  and  the 
laboratory  data  quickly  suggests  a ne- 
phrosis, hut  little  more  that  is  specific. 
The  persistent  diarrhea,  the  absence  of 
hypertension,  the  presence  of  a gallop 
rhythm,  petechiae,  and  non-specific  elec- 
trocardiographic changes  were  items 
suggesting  some  unusual  disease  entity 
with  widespread  visceral  damage.  No 
single  laboratory  procedure,  other  than 
a biopsy,  had  any  helpful  potential. 
While  the  true  character  of  amyloid  still 
eludes  us,  new  and  interesting  light  is 
being  given  to  the  clinical  problem  with 
the  discovery  of  a familial  characteristic 
in  primary  amyloidosis. 


A heavy  precipitate  of  albumin  was  found  in  the 
urine.  The  specific  gravity  was  1.006,  and  the  speci- 
men was  loaded  with  clumps  of  pus  cells  and  some 
hyaline  and  granular  casts.  There  was  no  glycosuria. 
The  red  count  was  5,400,000  with  a hemoglobin  of 
15.0  grams.  The  white  count  was  16,000  with  74  per 
cent  polys  (57  filamented  and  17  non-filamented) , 
14  lymphocytes,  2 eosinophiles,  and  10  monocytes. 
The  platelet  count  was  220,000.  Serology  was  nega- 
tive. The  serum  calcium  was  4.0  milliequivalents  per 
liter;  phosphorus,  3.7  mEq/L;  sodium,  127  mEq/L; 
potassium,  5.3  mEq/L;  C02,  17.8  mEq/L;  chloride, 
98  mEq/L;  non-protein  nitrogen,  43  milligrams  per 
100  ml.;  creatinine,  2.5  mg.  per  100  ml.;  sugar,  68 
mg.  per  100  ml.  There  was  9.75  per  cent  excretion 
of  phenolsulfonphthalein  in  one  hour,  and  the  urea 
clearance  was  11  per  cent  of  normal.  No  Bence-Jones 
protein  was  found  in  the  urine.  The  Addis  count  was 
209,000,000  white  cells,  1,760,000  red  cells,  and  no 
casts  in  a 24-hour  urine  specimen.  There  were  6.9 
grams  of  protein  in  an  800  ml.  24-hour  urine  speci- 
men. Urine  cultures  showed  a heavy  growth  of 
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E.  coli.  Blood  cultures  were  negative  at  10  days.  The 
total  serum  bilirubin  was  0.2  mg.  per  100  ml.;  serum 
cholesterol,  984  mg.  per  100  ml.  with  72  per  cent 
esters;  serum  albumin,  1.49  grams;  serum  globulin, 
2.31  grams;  alkaline  phosphatase,  1.9  millimols; 
cephalin  cholesterol  flocculation,  1 plus ; thymol  tur- 
bidity, 42  units.  I131  uptake  was  13  per  cent.  No  LE 
cells  were  found  in  the  blood.  There  was  30  per  cent 
retention  of  Congo  red. 

On  admission  the  patient  was  placed  on  a low 
sodium  diet.  She  soon  experienced  nausea,  which 
persisted  through  the  remainder  of  her  hospitaliza- 
tion and  severely  limited  her  food  and  fluid  intake. 
On  March  13  she  was  given  one  unit  of  whole  blood. 
From  March  17  to  March  24  she  received  a total  of 
450  grams  of  salt  poor  human  albumin  intravenously 
in  daily  divided  doses.  Her  weight  did  not  change, 
and  there  was  no  diuresis.  The  daily  urine  output 
remained  at  1000  to  1500  ml.  from  admission  until 
March  23,  after  which  it  never  exceeded  500  ml.  The 
serum  sodium  remained  between  120  and  125 
mEq/L,  and  the  serum  chloride  remained  below  90 
mEq/L  during  the  greater  part  of  her  stay.  Before 
March  28  the  serum  COo  was  between  15  and  20 
mEq/L,  and  thereafter  it  was  between  8.0  and  15 
mEq/L. 

On  the  fourth  day  after  the  salt  poor  albumin  was 
started,  the  total  proteins  rose  to  4.5  grams  per  100 
ml.  with  3.56  grams  of  albumin  and  0.94  grams  of 
globulin.  At  this  time  the  cholesterol  fell  to  310  mg. 
per  100  ml.,  and  on  March  31  it  dropped  to  190  mg. 
The  blood  proteins  were  essentially  unchanged  dur- 
ing the  remainder  of  her  life,  even  after  salt  poor 
albumin  was  stopped.  At  all  times  the  urine  sodium 
levels  were  above  50  mEq/L  and  chloride  over  30 
mEq/L. 

On  March  25,  the  third  day  after  her  oliguria  had 
become  manifest,  the  patient  was  given  10  units  of 
corticotropin  by  slow  intravenous  drip,  and  this  was 
repeated  daily  for  10  days.  During  this  time  her  con- 
dition continued  to  deteriorate  with  increasing  ana- 
sarca, oliguria,  malaise,  nausea  and  anorexia,  and  ex- 
tension of  the  petechial  rash  on  various  parts  of  her 
body. 

During  the  last  four  days  of  the  patient’s  life,  the 
daily  urine  output  was  between  50  and  200  ml.  On 
March  21  the  non-protein  nitrogen  was  51  mg.  per 
100  ml.,  rising  to  88  mg.  on  March  30  and  to  142 
mg.  on  the  day  of  death.  Attempts  were  made  to 
promote  diuresis  by  the  intravenous  administration 
of  hypertonic  sodium  chloride,  but  this  was  without 
effect.  Southey  tubes  were  inserted  in  her  legs  and 
thighs  on  March  31,  and  about  five  liters  of  fluid 
were  drained  in  72  hours.  She  became  progressively 


weaker,  more  dyspneic  and  somewhat  irrational,  and 
died  quietly  on  April  4,  1955. 

Dr.  Mahlon  Delp:  One  item  that  wasn’t  empha- 
sized in  the  protocol  was  that  this  patient  had  a diar- 
rhea which,  I believe,  began  in  November  at  the 
time  she  was  first  hospitalized  and  continued  until 
her  admission  here.  It  appears  that  diarrhea  must  not 
have  been  much  of  a problem  during  her  stay  here. 
Do  you  recall  the  diarrhea,  Dr.  Allen? 

Dr.  Max  Allen  (internist)  : She  did  have  an  inter- 
mittent diarrhea,  but  it  was  no  problem  during  her 
stay  here. 

Dr.  Delp:  Are  there  any  questions  for  Dr.  Coch- 
ran ? 

Mr.  Ernie  Chaney  (senior  medical  student)  : Did 
she  have  any  dysarthria  or  dysphagia? 

Dr.  T.  E.  Cochran  (resident  in  medicine) : The 
tongue  was  red,  beefy,  and  swollen,  and  she  did 
have  some  difficulty  in  swallowing. 

Mr.  Chaney:  Was  a prothrombin  time  done? 

Dr.  Cochran:  Her  admission  prothrombin  time 
here  was  97  per  cent  of  normal. 

Question:  Was  the  patient  digitalized? 

Dr.  Cochran:  Not  at  this  hospital. 

Mr.  Terry  Denison  (senior  medical  student)  : 
What  were  the  results  of  the  skin  tests? 

Dr.  Delp:  I don’t  think  there  are  any  skin  tests 
recorded  on  this  patient. 

Mr.  Jess  Charles  (senior  medical  student)  : I 
should  like  to  know  whether  she  showed  hyperten- 
sion at  any  time. 

Dr.  Cochran:  The  blood  pressures  were  low 
throughout  this  stay. 

Question:  Was  there  pus  in  the  urine? 

Dr.  Cochran:  Yes,  there  was.  Various  urinalyses 
during  her  first  week  in  the  hospital  were  also  re- 
ported as  being  loaded  with  red  cells,  and  this  con- 
tinued until  her  terminal  phase. 

Question:  Were  electrolytes  taken  on  the  day  of 
death  ? 

Dr.  Delp:  The  non-protein  nitrogen  on  the  day 
of  death  was  142.5  mg.  per  100  ml.;  creatinine,  6.4 
mg. ; sodium,  122  mEq/L;  potassium,  5.4  mEq;  CQo, 
8.8  mEq ; and  chloride  88  mEq. 

Question:  What  were  the  results  of  serology  stud- 
ies? 

Dr.  Cochran:  They  were  negative. 

Mr.  Chaney:  Did  she  have  any  muscular  twitching 
or  convulsions  terminally? 

Dr.  Allen:  There  were  none  at  any  time. 

Question:  Were  petechiae  ever  noted  while  taking 
the  blood  pressure? 

Dr.  Cochran:  Not  to  my  knowledge. 

Dr.  T.  K.  Lin  (cardiologist)  : What  was  the  tem- 
perature course  in  the  hospital? 
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Dr.  Delp:  There  was  no  elevation  above  98.6. 

Question:  Was  a muscle  biopsy  taken  at  any  time? 

Dr.  Cochran:  There  was  no  biopsy  of  any  kind. 

Dr.  Delp:  Mr.  Ashley,  will  you  show  us  the  elec- 
trocardiogram. 

Mr.  John  Ashley  (senior  medical  student)  : This 
tracing  (Figure  1)  was  made  on  the  second  hospital 
day.  The  rate  is  approximately  80,  and  there  is  a 
normal  sinus  rhythm.  Low  voltage  is  apparent 
throughout,  with  T wave  flattening  in  all  leads.  Sub- 
sequent tracings  show  virtually  the  same  thing. 

Dr.  Delp:  Is  there  anything  there  that  is  specific 
or  would  help  in  your  differential  diagnosis,  Mr.  Ash- 
ley? 

Mr.  Ashley:  Possibly  the  generalized  low  voltage. 

Dr.  Delp:  Do  you  have  any  comments  about  these 
tracings,  Dr.  Lin? 

Dr.  Lin:  There  is  a low  voltage  and  there  are  non- 
specific T wave  changes. 

Mr.  Kendall  Davidson  (senior  medical  student)  : 
This  first  x-ray,  a P-A  view  of  the  chest  (Figure  2), 
was  taken  on  the  day  following  admission.  Within 
the  bony  thorax  I see  no  abnormalities  or  soft  tissue 
changes  about  the  thorax.  In  the  lung  fields  them- 
selves there  is  a diffuse  haziness  bilaterally,  more 
pronounced  in  the  bases.  This  picture  is  consistent 
with  diffuse  inflammation  and  possibly  fluid  in  the 
pleural  spaces.  There  is  also  a widening  of  the  heart 
at  the  base.  This  may  be  chamber  enlargement,  dila- 
tation, or  pericardial  effusion.  The  lateral  view  taken 
at  the  same  time  shows  diffuse  haziness  over  the  mid- 
dle and  lower  lung  fields.  The  cardiophrenic  angle  is 
obscured,  suggesting  either  fluid  or  cardiomegaly. 

Dr.  Delp:  Dr.  Tice,  do  you  have  any  comment  on 
these  films? 

Dr.  Galen  Tice  (radiologist)  : The  observations 
noted  are  entirely  correct.  There  is  blunting  of  the 
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Figure  1 


Figure  2 

costophrenic  angles  and  possibly  fluid.  I think  his 
observations  about  the  heart  contour  were  good.  It 
had  a water  bottle  contour. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Delp:  Mr.  Chaney,  I would  like  to  have  your 
summary  of  the  important  items  in  the  protocol  and 
your  differential  diagnosis. 

Mr.  Chaney:  The  case  today  is  that  of  a 45 -year 
old  white  woman  who  was  apparently  in  good  health 
until  eight  months  prior  to  her  death,  at  which  time 
she  suffered  an  upper  respiratory  infection  with  fever 
and  malaise.  Three  weeks  after  this  there  was  the 
onset  of  pedal  edema  and  albuminuria.  Her  edema 
increased,  and  she  was  hospitalized  and  given  salt 
poor  albumin,  corticotropin,  and  a low  salt  diet  in 
an  attempt  to  induce  diuresis.  Diuresis  occurred  but 
her  edema  reappeared,  and  she  was  admitted  to  this 
hospital. 

Upon  admission  here  she  was  found  to  have  what 
was  clinically  a nephrotic  syndrome  with  hypercho- 
lesterolemia, hypoproteinemia,  and  proteinuria.  She 
had  petechiae  and  a gallop  rhythm.  She  progressed 
in  this  despite  treatment  with  salt  poor  albumin,  low 
salt  diet  and,  terminally,  hypertonic  salt  solution. 

The  important  laboratory  findings  are  in  the  pro- 
tocol, so  I won’t  repeat  them.  Another  important 
thing,  as  Dr.  Delp  mentioned,  was  the  diarrhea 
which  was  not  adequately  explained. 
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I will  base  the  differential  diagnosis  today  on 
causes  of  the  nephrotic  syndrome.  First  of  all,  we 
should  consider  toxic  nephrosis  which  may  occur  with 
the  ingestion  of  drugs,  infections,  or  the  toxemia  of 
pregnancy.  Because  of  a negative  history  in  this  case, 
I shall  rule  these  out.  The  next  thing  I would  like 
to  consider  is  that  sometimes  syphilis  can  involve  the 
kidney,  causing  a nephrotic  syndrome.  This  patient 
had  negative  serology  and  no  history  of  lues,  so  I 
shall  rule  out  syphilis  in  this  case.  Diabetic  nephrop- 
athy may  result  in  a nephrotic  syndrome ; however, 
such  patients  usually  have  hypertension,  retinal 
changes,  and  often  a family  history  of  diabetes.  She 
had  no  clinical  or  laboratory  history  of  diabetes.  Dis- 
seminated lupus  erythematosis  may  result  in  a ne- 
phrotic syndrome,  but  this  patient  did  not  have 
arthralgic  pain  which  is  one  of  the  manifestations  of 
the  disease,  and  she  had  a negative  LE  cell  prepara- 
tion. Pure  lipoid  nephrosis  can  give  this  picture; 
however,  it  usually  occurs  in  children,  with  eventual 
recovery. 

Now  I come  to  three  diseases  which  we  have  to 
consider  a little  more  seriously.  These  are  the  amyloid 
diseases  of  the  kidney  which  are  usually  classified  in 
three  groups:  primary  amyloid  disease,  secondary 
amyloidosis,  and  tertiary  amyloid  disease  as  seen  in 
multiple  myeloma. 

This  patient  was  a female;  she  had  no  bone  pain, 
no  x-ray  evidence  of  multiple  myeloma,  and  no 
Bence-Jones  protein.  So  1 think  I can  rule  out  multi- 
ple myeloma. 

Secondary  amyloidosis  usually  comes  from  a 
chronic  debilitating  disease.  It  has  been  described  in 
tuberculosis,  bronchiectasis  and  ulcerative  colitis.  She 
had  none  of  these.  She  had  a negative  Congo  red 
test.  It  is  considered  to  be  positive  if  80  to  90  per 
cent  of  the  dye  is  retained,  but  only  50  per  cent  of 
patients  with  secondary  amyloidosis  have  a positive 
Congo  red  test.  Amyloid  usually  involves  organs  such 
as  kidney,  liver,  and  spleen  below  the  diaphragm. 
Even  though  she  may  have  had  involvement  of  her 
liver  and  spleen,  they  could  not  be  felt.  On  this  basis 
I rule  out  secondary  amyloid  disease. 

Primary  amyloidosis  is  a rare  disease.  It  usually 
involves  the  small  vessels  of  the  skin,  tongue,  and 
myocardium.  In  some  20  per  cent  of  the  cases  it  in- 
volves the  kidney.  This  patient  had  a number  of 
things  which  make  me  think  of  primary  amyloid  dis- 
ease. She  had  hypotension,  hypercholesterolemia, 
diarrhea,  petechiae,  and  the  nephrotic  syndrome.  The 
fact  that  she  had  a negative  Congo  red  test  does  not 
disturb  me,  because  primary  amyloid  picks  up  the 
dye  less  than  does  the  secondary. 

The  next  lesion  to  consider  is  bilateral  renal  vein 
thrombosis.  This  occurs  rarely.  There  were  five  cases 


in  adults  reported  in  the  literature  up  to  December 
1954.  It  occurs  more  commonly  in  children,  typically 
in  a child  who  has  diarrhea  and  who  is  dehydrated, 
with  an  onset  of  acute  flank  pain  and  hematuria. 
They  usually  have  a lateral  palpable  abdominal  mass, 
and  the  clinical  course  is  usually  hopeless.  Because  of 
the  rarity  of  the  disease  and  because  of  the  clinical 
picture,  I rule  out  bilateral  renal  vein  thrombosis. 

Another  condition  to  consider  is  subacute  or  chronic 
glomerulonephritis.  These  two  entities  are  difficult  to 
differentiate  clinically  and  pathologically.  They  can 
result  in  the  nephrotic  syndrome.  The  usual  course  is 
longer  than  in  this  case.  Terminally  these  patients 
may  have  hypertension.  I lean  toward  that  diagnosis, 
but,  in  summary,  I would  say  that  I cannot  entirely 
rule  out  renal  vein  thrombosis  and  primary  amyloido- 
sis. 

As  for  the  patient’s  hospital  course,  approximately 
four  days  prior  to  her  death  she  went  into  an  oliguric 
state.  This  is  difficult  to  evaluate.  I thought  that  prob- 
ably she  was  in  a low  salt  syndrome  when  she  was 
admitted  to  this  hospital,  and  that  she  continued  in 
this  condition.  The  plasma  volume  of  patients  with 
the  nephrotic  syndrome  has  been  shown  to  be  some 
20  to  30  per  cent  lower  than  in  the  normal  individ- 
ual. These  two  factors  together  may  have  resulted  in 
a decreased  blood  flow  to  the  kidneys  which  were 
already  damaged,  and  some  type  of  tubular  lesion 
akin  to  lower  nephron  nephrosis  occurred,  and  the 
patient  went  on  into  uremia. 

We  also  have  to  consider  the  possibility  that  her 
terminal  event  was  one  of  hyperpotassemia,  and  that 
she  received  a hypertonic  saline  solution  on  the  day 
of  death  and  may  have  had  a cardiovascular  collapse 
due  to  overloading  of  the  cardiovascular  system. 

Dr.  Delp:  Thank  you,  Mr.  Chaney.  I choose  to 
think  that  you  included  the  consideration  of  bilateral 
renal  vein  thrombosis  out  of  respect  to  me.  I have  to 
admit  that  that  was  my  diagnosis  of  this  patient,  and 
I publicized  it  too  widely. 

CLINICAL  DISCUSSION 

Dr.  Delp:  I really  wish  to  hold  the  major  discus- 
sion after  the  pathology  is  presented,  but  I can’t  re- 
frain from  asking  Dr.  Kaul  and  Dr.  Berry  what 
their  differential  diagnosis  might  have  included. 

Dr.  Phil  Kaul  (internist)  : I might  begin  by  say- 
ing that  the  student  gave  an  excellent  presentation. 
One  must  consider  the  possibility  of  constrictive  peri- 
carditis in  any  nephrotic-like  syndrome,  or  anasarca. 
The  lack  of  hypertension  at  any  time  during  the 
patient’s  course  would  be  against  the  nephrotic  syn- 
drome as  a result  of  glomerulonephritis.  It  makes 
one  think  more  in  terms  of  nephrosis,  possibly  due 
to  amyloid  disease. 
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Dr.  Max  Berry  (internist)  : First  of  all  I want  to 
say  that  was  an  excellent  presentation,  and  I am 
sorry  to  say  that  I don’t  have  my  thoughts  as  well 
organized  as  the  student  did. 

This  woman  probably  had  a nephrotic  syndrome, 
whatever  the  nephrotic  syndrome  is,  and,  in  addition 
to  that,  one  has  to  consider  what  complication  might 
have  occurred  to  cause  her  death.  I don’t  know,  and 
am  a little  bit  reluctant  to  ask,  through  innate  mod- 
esty, whether  this  woman  had  any  cortisone.  Aggra- 
vation of  the  glomerular  lesion  would  make  me  hesi- 
tant to  give  any  cortisone.  I would  think  that 
corticotropin  would  do  the  same  thing.  I don’t  know 
that  I would  have  handled  the  patient  any  differently. 
The  possibility  of  adrenal  cortical  atrophy  must  be 
considered  because  this  woman  had  certain  things  to 
suggest  it,  such  as  low  blood  pressure  and  diarrhea, 
and  the  fact  that  she  deteriorated  progressively  in 
spite  of  what  I think  was  good  medical  treatment. 
If  she  had  enough  cortisone  to  suppress  the  function 
of  her  adrenal  cortex,  it  is  a possibility  that  she  died 
in  adrenal  cortical  insufficiency. 

Dr.  Delp:  Mr.  Buie,  what  was  your  diagnosis? 

Mr.  Dan  Buie  (senior  medical  student) : Primary 
amyloidosis. 

Dr.  Delp:  It  was  said  in  the  protocol  that  this 
patient  had  a febrile  illness  as  the  first  evidence  of 
sickness.  She  had  little  thereafter.  How  do  you  ex- 
plain that? 

Mr.  Buie:  I do  not  think  that  was  part  of  this  ill- 
ness. If  I were  trying  to  make  it  part  of  the  illness,  I 
would  think  of  acute  glomerulonephritis,  but  I don’t 
think  we  have  evidence  for  that  diagnosis. 

Dr.  Delp:  How  do  you  do  a Congo  red  test, 
Mr.  Cox? 

Mr.  Wallace  Cox  (senior  medical  student)  : A 
milliliter  of  1 per  cent  Congo  red  solution  is  injected 
intravenously,  and  the  blood  concentration  is  deter- 
mined at  intervals,  including  a one-hour  determina- 
tion. If  less  than  40  per  cent  of  the  dye  is  absorbed, 
the  test  is  negative.  If  over  40  per  cent,  and  especially 
if  over  90  per  cent  of  the  dye  is  absorbed,  the  test  is 
considered  indicative  of  amyloid  disease. 

Dr.  Delp:  Mr.  Denison,  is  this  a normal  Addis 
count  ? 

Mr.  Denison:  No.  There  is  elevation  in  the  Addis 
count,  particularly  in  the  white  and  red  cell  count. 
The  normal  white  cell  is  six-tenths  of  a million,  and 
the  patient  had  209,000,000.  The  normal  red  count 
is  approximately  one-tenth  million. 

Dr.  Delp:  Is  the  Addis  count  a procedure  of  any 
merit  ? 

Mr.  Denison:  I question  whether  it  is  of  any  real 
merit  in  this  case.  The  increase  in  white  count  is  evi- 
dence of  infection  in  the  kidneys,  such  as  pyelone- 


phritis, but  it  is  a common  observation  in  patients 
with  the  nephrotic  syndrome.  The  elevation  of  the 
red  count  indicates  that  she  was  losing  red  blood 
cells.  I don’t  know  why,  unless  it  was  due  to  break- 
down of  the  glomerular  integrity.  This  is  possible  in 
a severely  damaged  kidney  like  she  had.  I question 
the  complete  lack  of  casts  in  the  Addis  count,  be- 
cause a normal  individual  has  a range  of  a few  thou- 
sand casts.  It  is  probably  a mistake,  particularly 
considering  the  amount  of  protein  that  is  present. 

Dr.  Delp:  Mr.  Davidson,  this  patient  had  a thymol 
turbidity  of  42  units  reported  on  the  liver  function 
profile.  Do  you  have  any  comments? 

Mr.  Davidson:  In  cases  in  which  there  is  high 
cholesterol  at  the  time  of  determination,  the  thymol 
turbidity  may  be  unreliable. 

Dr.  Delp:  Mr.  Ashley,  this  patient’s  most  out- 
standing evidence  of  disease  must  have  been  her 
edema.  What  do  you  think  was  the  most  significant 
physical  finding  that  she  had  ? 

Mr.  Ashley:  I think  that  the  presence  of  petechiae 
is  outstanding. 

Dr.  Delp:  You  think  this  should  have  been  the 
clue  to  the  diagnosis,  Mr.  Chaney? 

Mr.  Chaney:  I think  the  cardiovascular  symptoms 
and  the  gallop  rhythm. 

Dr.  Delp:  Gallop  rhythm!  This  certainly  could  be 
a most  significant  finding. 

PATHOLOGY  REPORT 

Dr.  Harlan  Firminger  (pathologist)  : This  patient 
was  about  65  inches  in  height  and  weighed  about  170 
pounds.  She  appeared  reasonably  well  nourished  and 
not  debilitated.  The  abdomen  was  distended,  and  the 
skin  everywhere  was  extremely  pale  except  for  the 
numerous  petechiae.  These  petechiae  were  concen- 
trated particularly  in  areas  of  motion,  such  as  the 
eyelids,  the  angles  of  the  buccal  mucosa,  the  anterior 
axillary  folds,  and  the  inguinal  folds. 

About  4.5  liters  of  serous  fluid  was  found  in  the 
peritoneal  cavity.  The  thoracic  cavity  contained  about 
1200  ml.  and  the  pericardial  cavity  about  250  ml.  of 
similar  serous  fluid.  All  the  organs  were  somewhat 
enlarged,  due  partly  to  edema.  In  many  organs  there 
were  small,  pinkish  deposits  which  stained  a deep 
mahogany  brown  with  iodine.  The  picture  was  that 
of  primary  amyloidosis,  and  I shall  present  the  organs 
in  the  order  that  they  are  most  frequently  involved 
by  this  disease. 

The  heart  was  enlarged  and  weighed  580  grams. 
The  myocardium  of  both  ventricles  was  thickened, 
and  the  chambers  were  somewhat  dilated.  There  were 
tiny,  dark,  grayish-pink  oval  areas  about  1 to  2 mm. 
in  diameter  throughout  the  myocardium.  Plaques  of 
similar  material  were  present  on  the  endocardium, 
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Figure  3-  Photomicrograph  of  the  myocardium  dem- 
onstrating rings  of  amyloid  around  individual  myo- 
cardial fibers.  The  wall  of  an  adjacent  coronary  artery 
also  shows  extensive  deposition  of  amyloid  in  the  walls 
(crystal  violet  stain). 

and  vesicular  appearing  little  pink  nodules  were  pres- 
ent on  every  valve  in  the  heart.  All  of  these  lesions 
gave  a positive  reaction  for  amyloid  using  iodine. 

Microscopic  sections  from  such  an  area  in  the  endo- 
cardium revealed  a large  plaque  of  relatively  homog- 
enous eosinophilic  material.  In  sections  of  the  myo- 
cardium stained  with  hematoxylin  and  eosin,  one  sees 
an  immense  amount  of  eosinophilic  deposit  intersti- 
tially,  surrounding  many  of  the  myocardial  fibers  and 
around  the  blood  vessels.  This  ringing  of  the  myo- 
cardial fibers  is  characteristic  of  amyloidosis.  The 
crystal  violet  stain,  which  stains  amyloid  a bright  red 
in  contrast  to  nonamyloid  tissues  which  are  purple  or 
blue,  demonstrates  a massive  replacement  in  many 
areas  of  the  myocardium  by  amyloid.  A section  of 
myocardium  shows  rings  of  amyloid  about  myocardial 
fibers  and  a large  coronary  vessel  involved  with 
amyloid  (Figure  3). 

The  gastrointestinal  tract  is  the  next  most  fre- 
quently involved  by  primary  amyloidosis  and  particu- 
larly the  tongue.  Unfortunately  we  do  not  have  sec- 
tions of  the  patient’s  tongue.  We  could  see  that  the 
stomach  was  involved  grossly,  but  it  is  not  easily 
seen  in  the  fixed  specimen.  In  addition,  there  are 


numerous  hemorrhages  in  the  gastric  mucosa.  The 
duodenum  shows  tremendous  deposits  of  eosinophilic 
material  within  the  mucosa.  The  vessels  are  also  in- 
volved. This  is  rather  characteristic.  The  appendix 
shows  tremendous  amounts  of  the  same  material  in 
the  muscle  and  the  subserosa. 

The  lung  shows  amyloid  in  the  alveolar  walls  and 
around  small  blood  vessels. 

The  kidneys  are  quite  large  and  together  weigh 
about  550  grams  (Figure  4).  They  are  pale  with 
prominent  red  medullae,  and  the  cortex  is  much 
thickened.  The  consistency  is  waxy.  The  architecture 
is  obscure.  There  are  petechiae  in  the  pelves  of  the 
kidneys.  Arteriosclerosis  is  not  particularly  striking 
either  in  the  kidneys  or  elsewhere.  A histologic  sec- 
tion with  hematoxylin  and  eosin  stain  shows  the 
amyloid  material  around  the  capillaries  and  in  the 
wall  of  the  entering  arteriole  very  brilliantly  (Figure 

5). 

The  adrenal  gland  shows  a mass  of  amyloid  mate- 
rial involving  the  entering  vessels.  Another  section 
shows  the  amyloid  even  better  extracellularly,  more 
like  that  seen  in  secondary  amyloidosis. 

The  liver  has  tremendous  amyloid  deposits  around 
the  blood  vessels  of  the  portal  veins,  but  there  is  a 
lack  of  amyloid  deposition  along  the  sinusoids,  such 
as  one  sees  in  secondary  amyloidosis. 

Small  vessels  of  the  pancreas  are  involved,  and  in 
some  instances  their  lumens  are  narrowed.  Generally 
the  vessels  are  not  particularly  narrowed. 

In  the  brain  there  are  deposits  which  look  like 
amyloid  around  the  cerebral  vessels,  but  we  have  not 


Figure  4.  Gross  photograph  of  the  kidneys  which  are 
enlarged,  pale,  and  firm  with  a waxy  cut  surface  and 
obscure  cortical  architecture. 
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Figure  5.  Photomicrograph  of  kidney  showing  depo- 
sition of  amyloid  in  the  glomerular  tuft  and  entering 
arteriole.  All  the  renal  tubules  are  dilated  and  contain 
precipitated  proteinaceous  material.  There  is  degenera- 
tion of  the  renal  tubular  epithelium  (hematoxylin  and 
eosin  stain). 


done  a differential  stain.  The  deposits  do  not  involve 
the  media  to  any  extent  but  occur  in  the  outer  portion 
of  the  vessels. 

Finally,  the  uterus  is  described  as  frequently  being 
involved.  It  is  a tremendous  organ,  which  is  soft, 
red,  and  boggy.  Histologically  it  has  amyloid  deposits 
in  the  subserosal  vessels.  The  crystal  violet  stain 
shows  tremendous  replacement  of  uterine  muscle  by 
bright  red  staining  amyloid  material. 

Now,  this  would  appear  to  add  up  nicely  to  a fine 
case  of  primary  amyloidosis,  with  all  the  essential 
findings.  The  types  have  already  been  described  by 
the  student,  and  I will  not  reiterate  them.  I would 
like  to  mention  a little  about  the  clinical  pathological 
correlation. 

This  severe,  apparent  pallor  of  the  patient  was  due 
to  amyloidosis  of  the  skin.  The  cutaneous  vessels  and 
the  dermis  were  involved,  and  the  skin  was  diffusely 
edematous.  Hypotension  is  characteristic  of  this  dis- 
ease in  contrast  to  acute  glomerulonephritis  with 
which  this  might  be  confused.  A normal  red  blood 


cell  count  is  uncommon  in  chronic  nephritis.  The 
petechiae  occur  characteristically  in  the  areas  sub- 
jected to  motion  or  trauma,  being  due  to  amyloid 
involvement  of  the  walls  of  the  vessels  in  those  areas 
in  the  skin.  The  rales  in  the  lungs  could  be  caused 
by  edema  or  heart  failure.  The  electrocardiographic 
changes  are  apparent,  and  these  patients  may  have 
dysrhythmias  caused  by  amyloid  deposits.  The  uri- 
nalysis is  characteristic,  albumin  and  cells  go  through 
the  involved  glomeruli.  There  are  tremendous  num- 
bers of  casts  in  this  case.  I agree  with  the  student 
that  there  was  an  error  in  the  Addis  count.  The  loss 
of  sodium  and  chloride  would  apparently  be  renal. 
I think  she  died  in  uremia. 

I did  not  mention  the  spleen,  by  the  way;  it  was 
firm,  and,  in  addition  to  extensive  amyloid  deposi- 
tion, there  was  a healed  infarct  in  it  which  is  fre- 
quently found  in  this  disease. 

I would  like  to  conclude  by  mentioning  the  theo- 
ries which  are  suggested  for  primary  amyloidosis ; it 
is  obvious  that  we  do  not  know  the  cause.  It  may  be 
a generalffed  disturbance  in  protein  metabolism.  It 
may  be  the  result  of  an  antigen-antibody  reaction. 
Some  have  suggested  that  it  belongs  among  the  col- 
lagen diseases.  My  own  interpretation  at  the  moment 
is  that  it  is  an  unexplained  phenomenon  which  usu- 
ally involves  the  smaller  blood  vessels  and  sometimes 
the  larger,  with  perhaps  a loss  of  albumin  into  and 
through  the  walls  of  peripheral  vessels,  much  the 
same  as  occurs  in  the  glomeruli.  This  causes  edema 
of  the  organs,  including  subcutaneous  tissues,  and 
produces  a reversal  of  the  albumin/globulin  ratio 
which  is  characteristic  as  in  this  case.  Unfortunately, 
careful  chemical  analysis  of  amyloid  still  needs  to  be 
done  so  that  we  may  have  more  definite  information 
as  to  just  what  it  is. 

Mr.  Chaney:  What  about  the  kidney  tubules? 

Dr.  Firminger:  The  tubules  were  degenerated  on 
the  basis  of  casts  within  them  and  pressure  atrophy 
of  the  tubules,  and  also  perhaps  some  ischemia  due 
to  impairment  of  the  flow  of  blood  supplying  them. 
There  was  some  fat  within  them,  but  this  could  not 
be  classified  as  a lipoid  nephrosis.  It  was  primarily 
a glomerular  lesion  with  the  tubular  lesion  being 
secondary. 

One  might  ask  why  hypertension  does  not  occur 
in  these  cases.  Certainly  the  renal  component  is  pres- 
ent. One  would  think  that  there  would  be  decreased 
blood  flow  through  these  glomeruli.  My  suggestion  is 
that  the  involvement  of  the  heart  may  play  some  part 
in  the  lack  of  hypertension,  but  more  important  is 
the  fact  that  the  vessels  throughout  the  body  have 
their  muscularis  replaced  with  amyloid  and  cannot 
produce  the  increased  peripheral  resistance  to  give 
hypertension. 
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Dr.  Delp:  What  were  the  bone  marrow  findings? 

Dr.  Firminger:  The  bone  marrow,  if  anything, 
was  a little  on  the  hyperplastic  side.  The  femoral 
marrow  was  deep  red,  otherwise  not  peculiar. 

Dr.  Sloan  Wilson  (hematologist)  : No  plasma 
cells  ? 

Dr.  Firminger:  No  plasma  cells. 

Dr.  Albert  Jackson  (internist)  : Would  a liver  bi- 
opsy have  given  the  diagnosis? 

Dr.  Firminger:  A liver  biopsy  would  not  have 
helped  unless  you  were  lucky  enough  to  get  one  of 
the  big  vessels.  The  usual  method  of  diagnosing  pri- 
mary amyloidosis  is  by  biopsy  of  the  tongue. 

Dr.  Delp:  Dr.  Christianson  has  had  considerable 
interest  in  this  entity  and  has  studied  at  least  one  case 
carefully.  He  has  had  contact  with  two  other  patients 
within  the  past  year.  I would  like  to  ask  for  his  com- 
ments. 

Dr.  John  F.  Christianson  (internist)  : Certainly 
amyloid  disease  is  a unique  entity,  particularly  be- 
cause of  the  abnormalities  in  the  protein  metabolism. 
It  may  be  related  to  some  of  the  lipoid  abnormalities, 
such  as  the  reticulum  cell  with  deposition  of  abnor- 
mal protein-chondroitin-sulfuric  acid  material,  which 
some  workers  think  is  identical  with  amyloid. 

For  some  time  we  have  thought  that  we  could 
divide  amyloid  into  at  least  three  and  possibly  four 
groups:  the  so-called  primary,  or  paramyloid;  the 
secondary,  or  true  amyloid,  which  follows  granu- 
lomas or  suppuration,  tuberculosis,  osteomyelitis,  etc. ; 
the  amyloid  which  is  found  in  close  association  with 
multiple  myeloma;  and  the  tumor  forming  or  plasma- 
cytoma. The  true,  or  secondary  type  of  amyloid,  is 
generally  deposited  in  the  parenchymatous  glands 
such  as  the  liver,  kidneys,  spleen,  and  adrenals, 
whereas  the  primary  type  is  generally  found  in  the 
tissues  of  mesenchymal  origin  as  Dr.  Firminger  out- 
lined. 

This  case  falls  into  the  class  of  primary  amyloido- 
sis. It  is  my  belief,  however,  that  the  thinking  on 
amyloid  disease  is  in  for  a revision,  particularly  in 
view  of  some  work  that  is  being  done  at  the  Univer- 
sity of  Michigan. 

Ostertag,4  in  1950,  was  the  first  to  refer  to  a 
familial  tendency  in  amyloidosis.  Andrade,1  from 
Portugal,  published  in  1952  the  first  convincing  evi- 
dence of  the  familial  nature  of  the  disease.  He  stud- 
ied 12  families,  and,  in  two  of  them,  was  able  to  see 
patients  of  two  generations. 

In  June  1953,  Kantarjian  and  De  Jong3  of  the 
University  of  Michigan  published  reports  of  three 
cases,  a man  and  his  two  daughters,  who  died  of 
proved  primary  amyloid  disease.  The  three  had  iden- 
tical courses  with  diarrhea,  visual  difficulties,  dys- 
phagia, some  nausea  and  vomiting,  and  gradual  and 


progressive  parenchymal  failure  of  the  heart  or  kid- 
neys. They  first  ran  onto  the  two  sisters,  and  in  a 
retrospective  history  were  able  to  obtain  from  the 
Wood  Wisconsin  Veterans  Administration  Hospital 
the  autopsy  material  of  the  father,  who  had  died  in 
1938  of  proved  amyloid  disease. 

At  present,  at  the  University  of  Michigan,  the 
dermatology  and  neurology  sections  of  medicine  are 
studying  a group  of  Mennonites  of  Swiss  extraction 
who  live  in  Indiana.  They  have  worked  up  reports 
on  approximately  300  people  in  the  colony.  Their 
interest  was  aroused  when  a patient  presented  herself 
to  the  university  and  was  found  to  have  floating 
opacities  in  the  eye.  The  opthalmologist  had  seen 
some  patients  with  amyloid  disease  who  had  floating 
opacities,  keratitis,  and  so  on.  A gingival  biopsy  was 
done,  and  the  diagnosis  of  amyloid  disease  was  made. 
The  patient  said  that  her  sister  also  had  some  diffi- 
culty with  vision;  when  she  was  studied  she  was  also 
proved  to  have  amyloid  disease. 

Electrophoretic  patterns  were  taken  on  these  two 
patients  and  the  investigators  noted  a "blip"  between 
the  alpha-two  and  the  beta  globulin.  They  considered 
this  to  be  alpha-three  globulin.  The  pattern  was  con- 
sistent, and  through  the  help  of  the  Mennonite 
church,  they  went  into  Indiana  and  drew  electro- 
phoretic patterns  on  approximately  300  people.  This 
included  adolescents  and  infants.  They  found  this 
same  electrophoretic  pattern  in  approximately  80 
per  cent  of  some  family  lines,  seemingly  on  a simple 
Mendelian  dominant  type  of  progression.  They  are 
postulating  that  amyloidosis  is  an  inherent  disease  of 
mesenchymal  tissue,  and  that  eventually  the  people 
who  have  this  inherent  defect  in  their  tissue  will 
develop  primary  amyloidosis.  They  have  taken  a 
number  of  patients  from  this  colony  to  the  University 
of  Michigan  and  have  performed  biopsies,  and  have 
proved  primary  amyloidosis,  asymptomatic  at  the 
time. 

Dr.  Delp:  In  July  of  this  year  we  had  admitted 
here  another  patient  who  presented  herself  with  evi- 
dence primarily  of  disease  of  the  cardiovascular  sys- 
tem (congestive  failure  and  a gallop  rhythm)  who, 
had  no  logical  explanation  for  the  etiology  of  this 
congestive  failure.  She  had  diarrhea,  and  again  I 
will  have  to  admit  that  she  had  had  electroshock 
therapy  two  years  before. 

Perhaps  because  this  fitted  into  the  same  pattern 
that  we  have  all  stumbled  on  before,  we  did  make 
the  diagnosis.  This  patient  had  involvement  of  all 
of  the  salivary  glands,  and  a biopsy  of  those  glands 
revealed  the  diagnosis  quickly. 

So  this  is  not  exactly  a rarity,  and  because  of  the 
rather  interesting  phenomenon  that  Dr.  Christianson 
has  just  discussed,  I was  determined  that  we  would 
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SMOOTHAGE  ACTION  IN  CONSTIPATION 


Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


mass  propulsion:'1 


Reestablishing  Bowel  Reflexes  with  Metamucil® 


Nervous  fatigue,  tension,  injudicious  diet,  failure  to  establish  regularity,  too  little 
exercise,  excessive  use  of  cathartics— all  factors  which  contribute  to  constipation ? 


Sufficient  bulk  and  sufficient  fluid  form  the  basic 
rationale  of  treatment  of  constipation.  Metamucil 
(the  m^cilloid  of  Plantago  ovata)  produces  a bland, 
smooth  bulk  when  mixed  with  the  intestinal  con- 
tents. This  bulk,  through  its  mass  alone,  stimulates 
the  peristaltic  reflex  and  thus  initiates  the  desire  to 
evacuate,  even  in  patients  in  whom  postoperative 
hesitancy  exists. 

Correction  of  constipation  logically,  therefore, 
lies  in  the  suitable  adjustment  of  such  factors  as 
nervous  fatigue  and  tension,  improper  intake  of 
fluid,  improper  dietary  habits,  failure  to  respond  to 
the  call  to  stool,  lack  of  physical  exercise  and  abuse 
of  the  intestinal  tract  through  excessive  use  of 
laxatives.1 2 

The  characteristics  of  Metamucil  permit  the  cor- 
rection of  most  of  these  factors:  it  provides  bulk; 
it  demands  adequate  intake  of  fluids  (one  glass  with 
Metamucil  powder,  one  glass  after  each  dose);  it 
increases  the  physiologic  demand  to  evacuate;  and 


it  does  not  establish  a laxative  “habit.”  Metamucil, 
in  addition,  is  inert,  and  also  nonirritating  and  non- 
allergenic. 

The  average  adult  dose  is  one  rounded  teaspoon- 
ful of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  fruit  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  one 
pound  — also  four  ounces  and  eight  ounces.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1 . Best,  C.  H,  and  Taylor,  N.B.:  The  Physiological  Basis  of 
Medical  Practice:  AText  in  Applied  Physiology, ed. 5,  Balti- 
more, The  Williams  & Wilkins  Company,  1 950, pp.  579-583. 

2.  Bargen,  J.  A.:  A Method  of  Improving  Function  of  the 
Bowel,  Gastroenterology  13: 275  (Oct.)  1949. 
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present  this  case.  Such  patients  usually  present  them- 
selves with  signs  of  renal  disease,  such  as  nephritis 
or  the  nephrotic  syndrome,  but  manifesting  either  an 
enlarged  liver  or  cardiovascular  findings  for  which 
one  can  find  no  decent  reason.  Now  I take  into  con- 
sideration the  fact  that  congestive  failure  does  occur 
in  some  patients  with  acute  glomerulonephritis,  and 
the  subacute  forms  of  the  nephrotic  syndrome,  but 
this  is  not  very  common.  So  this,  as  Mr.  Chaney  in- 
dicated, should  be  a clue.  I think  the  gastrointestinal 
symptoms  which  in  some  respects  appear  to  be  simi- 
lar to  the  sprue-like  syndrome  we  see  in  other  infil- 
trative lesions  of  the  small  intestines  are  probably 
also  equally  important  if  we  are  going  to  recognize 
this  entity. 

PATHOLOGICAL  ANATOMICAL  DIAGNOSIS 

Primary  systemic  amyloidosis  involving  arteries  and 
arterioles  throughout  the  body  with  interstitial  amy- 
loid deposits  in  the  heart,  spleen,  liver,  stomach  and 
duodenum,  appendix,  adrenals,  kidneys,  ureters, 
uterus,  and  ovaries  (history  of  progressive  edema  be- 
ginning six  months  before  death  with  anasarca  and 
multiple  petechiae  for  three  months  before  death) . 

Healed  infarct  of  the  spleen. 

Anasarca  with  4500  ml.  in  the  peritoneal  cavity, 
1200  ml.  in  each  pleural  cavity,  and  250  ml.  in  the 
pericardium. 

Multiple  petechial  hemorrhages  in  skin,  buccal 
mucosa,  left  conjunctiva,  stomach,  ileum,  colon,  renal 
pelvic  mucosa,  and  urinary  bladder. 

Hyperplasia  of  right  femoral  bone  marrow,  slight. 

Acute  passive  congestion  of  lungs  and  liver. 

Acute  hemorrhagic  colitis  involving  the  ascending 
and  transverse  colon  (history  of  uremia  for  12  days 
before  death). 
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A booklet  on  rheumatic  fever  in  children,  prepared 
to  supply  information  to  parents,  was  published  re- 
cently by  the  Children’s  Bureau,  U.  S.  Department  of 
Health,  Education,  and  Welfare.  The  bulletin,  en- 
titled "The  Child  with  Rheumatic  Fever,”  may  be 
secured  from  the  Government  Printing  Office,  Wash- 
ington 25,  D.  C. 


DEATH  NOTICES 

John  T.  Kennedy,  M.D. 

Dr.  J.  T.  Kennedy,  77,  Blue  Mound  physi- 
cian for  51  years,  died  at  Fort  Scott  on  De- 
cember 16  after  a sudden  illness.  He  was  grad- 
uated from  University  Medical  College,  Kan- 
sas City,  in  1904  and  immediately  began  prac- 
tice in  Blue  Mound.  He  was  an  active  member 
of  the  Linn  County  Medical  Society,  had  served 
several  terms  as  coroner,  and  was  a member  of 
the  Blue  Mound  city  council  for  45  years. 


Edwin  McCormick  Ireland,  M.D. 

Dr.  E.  M.  Ireland,  74,  a retired  physician  at 
Pratt,  died  at  a Topeka  hospital  on  January  10. 
Dr.  Ireland  was  graduated  from  the  University 
Medical  College,  Kansas  City,  in  1910  and  re- 
ceived his  Kansas  license  the  same  year.  He 
practiced  in  Coldwater  and  Protection  before 
entering  the  service  during  World  War  I,  then 
opened  an  office  in  Coats,  where  he  continued 
to  practice  until  his  retirement. 


Edward  Chester  Petterson,  M.D. 

Dr.  E.  C.  Petterson,  61,  a member  of  the 
Central  Kansas  Medical  Society,  died  at  the 
Plainville  Hospital,  of  which  he  was  chief  of 
staff,  on  January  14.  He  had  practiced  in  Plain- 
ville since  1936.  Dr.  Petterson  was  graduated 
from  the  University  of  Kansas  School  of  Medi- 
cine in  1920  and  started  practice  at  Palco.  He 
had  served  as  health  officer  and  coroner  of 
Rooks  County. 


William  Lewis  Borst,  M.D. 

Dr.  W.  L.  Borst,  83,  Topeka  physician  for 
35  years,  died  on  January  21.  He  was  a mem- 
ber of  the  Shawnee  County  Medical  Society. 
Dr.  Borst  was  graduated  from  Kansas  Medical 
College,  Topeka,  in  1900  and  practiced  for 
periods  of  time  in  Republic,  Meriden,  Mc- 
Lough,  and  Belpre  before  moving  to  Topeka. 


United  States  hospitals  cared  for  20,345,431  pa- 
tients in  1954,  more  than  in  any  previous  year,  the 
American  Hospital  Association  announces.  This  was 
an  increase  of  161,604  over  1953’s  total. 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Wavq,; 


Directions  for  making  the  Knox  Gelatine  drink  in  every  packagt 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  chat  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,’’  Conn.  State  Med.  J.  19:171-179,  March  1955. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14:323,  May  1950. 


Chas.  B.  Knox  Gelatine  Company,  Inc. 
Professional  Service  Dept.1  SJ-14 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
and  Oster  with  illustrated  color  brochure. 

YOUR  NAME  AND  ADDRESS 
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PHYSICIANS’  ACTIVITIES 


Dr.  Howard  E.  Snyder,  Winfield,  will  speak  on 
"Civilian  Aspects  of  Mass  Casualties’’  at  a sectional 
meeting  of  the  American  College  of  Surgeons  to  be 
held  in  Colorado  Springs,  March  5-7. 


Dr.  Dale  C.  Smith  has  announced  the  opening  of 
an  office  in  Mission.  A graduate  of  the  University  of 
Kansas  School  of  Medicine  in  1945,  Dr.  Smith  served 
two  years  in  the  Army  in  World  War  II,  practiced  in 
Fredonia  for  three  years,  and  recently  completed  a 
three-year  residency  in  ophthalmology  at  the  Mayo 
Clinic. 


Dr.  A.  M.  Tocker,  Wichita,  has  been  elected  an 
associate  member  of  the  American  Association  for 
Thoracic  Surgeons. 


Dr.  Walter  J.  Pettijohn,  Russell,  was  recently 
named  by  Governor  Fred  Hall  as  a member  of  the 
Kansas  Commission  on  Alcoholism,  succeeding  Dr. 
Karl  Voldeng,  Wellington,  who  had  asked  that  he 
not  be  considered  for  reappointment. 


Dr.  Andrew  M.  Shelton,  formerly  of  Mooreland, 
Oklahoma,  has  opened  an  office  in  Jetmore.  Dr. 
Shelton,  a graduate  of  Johns  Hopkins  Medical  School 
in  1951,  had  a two-year  residency  in  surgery  at  Uni- 
versity Hospital,  Little  Rock,  and  practiced  in  Rock- 
dale, Texas,  before  going  to  Oklahoma. 


Dr.  James  G.  Gaume,  an  Ellinwood  physician, 
went  to  San  Antonio  last  month  to  serve  as  research 
associate  physiologist  in  the  department  of  space 
medicine,  a civilian  adjunct  to  the  Air  Force.  He  had 
served  as  a flight  surgeon  from  1942  to  1946  and  was 
introduced  to  the  field  of  space  medicine  at  that  time. 


Dr.  Jerome  S.  Menaker,  Wichita,  presented  a 
paper,  "Carcinoma  of  the  Uterus,”  at  a recent  meet- 
ing of  the  Southern  Medical  Association  in  Houston. 


The  secretary  of  the  Kansas  State  Board  of  Health, 
Dr.  Thomas  R.  Hood,  was  named  to  a three-year 
term  on  the  executive  board  of  the  American  Public 
Health  Association  at  the  organization’s  meeting  in 
Kansas  City  recently.  He  is  also  chairman  of  the 
Maternal  and  Child  Health  Committee,  State  and 
Territorial  Health  Officers  Association. 


Michael  W.  Scimeca,  Caney,  last  month.  The  title 
was  conferred  by  the  student  body  of  Caney  High 
School. 


Dr.  Frank  A.  Dlabal,  Wilson,  is  now  maintain- 
ing an  office  in  Sylvan  Grove  also  and  will  see  pa- 
tients there  two  days  a week. 


After  six  months  of  practice  in  Russell,  Dr.  John 
W.  Weigel  reported  last  month  for  duty  with  the 
Army  at  Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  San  Antonio.  He  plans  to  return  to  Russell 
on  completion  of  the  Army  duty. 


The  work  a community  can  do  in  helping  solve 
heart  and  cancer  problems  was  outlined  by  Dr.  Had- 
don  Peck,  St.  Francis,  at  a meeting  of  the  Thomas 
County  Health  Council  in  Colby  on  January  10. 


Dr.  Ralph  R.  Reed,  who  formerly  practiced  in 
Beloit  in  association  with  Dr.  H.  B.  Vallette,  has 
opened  an  office  in  Lawrence. 


Dr.  Robert  Hughes,  Russell,  announces  that  Dr. 
Wendale  E.  McAllaster,  formerly  of  Kansas  City, 
Missouri,  is  now  associated  with  him  in  practice.  Dr. 
McAllaster  was  graduated  from  the  University  of 
Kansas  School  of  Medicine  in  1954  and  served  his  in- 
ternship at  St.  Mary’s  Hospital  in  Kansas  City. 


Dr.  Arnold  Greenhouse,  who  recently  completed 
a three-year  residency  in  internal  medicine  at  the 
University  of  Kansas  Medical  Center,  is  now  prac- 
ticing in  Garden  City  in  association  with  Dr.  H.  M. 

Wiley. 


Dr.  Harry  R.  Custer,  Colby,  recently  completed 
the  examination  of  the  American  Board  of  Surgery 
and  is  now  a diplomate  of  that  board. 


A dinner  party  honoring  Dr.  Janies  A.  Simpson, 
Salina,  was  given  at  the  Salina  Country  Club  on 
January  19  by  the  Saline  County  Medical  Society.  Dr. 
Simpson  recently  completed  50  years  of  practice. 


Dr.  Alex  Scott,  formerly  of  Belleville,  recently 
began  practice  in  Junction  City  in  association  with 

Dr.  C.  V.  Minnick. 


Dr.  John  I.  Waller,  Halstead,  recently  became  a 
fellow  of  the  American  College  of  Surgeons. 


"Man  of  the  Year”  was  the  title  conferred  on  Dr.  Dr.  R.  Dale  Dickson,  Topeka,  has  been  invited 
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Both  forms  of  Baker’s  Modified  Milk 
— Powder  and  Liquid  — contain  all 
requirements  for  complete  infant 
nutrition  and  may  be  fed  inter- 
changeably. 

The  Powder  form  is  particularly 
adaptable  for  feeding  prematures, 
and  for  use  as  complemental  or  sup- 
plemental feedings. 

For  routine  infant  feeding,  the  Liquid 


is  generally  preferred  because  of  its 
greater  ease  of  preparation. 

Both  forms  of  Baker’s  Modified  Milk 
are  supplied  gratis  to  all  hospitals  for 
your  use. 

Normal  Dilutions 

20  calories  per  ounce 

Liquid  form — 1 fl.  oz.  milk  to  1 fl.  oz.  water 
Powder  form  — 1 Tbsp.  powder  to  2 fl.  oz.  of  water. 
*U.S.  Public  Health  Service  Milk  Code 


THE  BAKER  LABORATORIES,  INC. 

Mill  P'mducli  >josi  He  Medical  Pno^e44M^n 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 
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to  present  a paper  on  histamines  at  the  Southwest 
Allergy  Forum  at  Beaumont,  Texas,  early  in  April. 


Dr.  Conrad  M.  Barnes,  Seneca,  is  serving  as  a 
member  of  the  executive  committee  of  the  1956  Cru- 
sade for  Freedom. 


Dr.  E.  Ernest  Johnson,  Norton,  has  become  a 
member  of  the  surgical  staff  at  the  state  sanatorium 
at  Norton. 


Announcement  is  made  of  the  marriage  of  Mrs. 
Katherine  Park  Gilliland,  Topeka,  and  Dr.  Lucien 
R.  Pyle,  Topeka,  a past  president  of  the  Kansas  Medi- 
cal Society.  The  ceremony  was  performed  at  the  First 
Presbyterian  Church  in  Topeka  on  February  3. 


A certificate  of  merit  from  the  Sedgwick  County 
Cancer  Society  was  presented  last  month  to  Dr.  J.  P. 
Berger,  Wichita,  for  outstanding  volunteer  service 
in  the  fight  against  cancer. 


Dr.  Ralph  R.  Reed,  who  has  practiced  in  Beloit 
for  the  last  year  and  a half,  has  moved  to  Lawrence 
and  is  practicing  there  in  association  with  Dr.  L.  K. 

Zimmer. 


Obstetrical  Society  Meeting 

A meeting  of  the  Kansas  State  Obstetrical  Society 
will  be  held  at  the  office  of  the  Sedgwick  County 
Medical  Society,  Wichita,  on  Thursday,  March  1. 
The  meeting  will  begin  in  mid-afternoon  and  will 
be  concluded  with  a dinner.  Dr.  E.  Stewart  Taylor, 
professor  of  obstetrics  and  gynecology,  University  of 
Colorado  Medical  School,  will  be  guest  speaker. 

Another  meeting  of  the  group  is  scheduled  for 
Tuesday,  May  1,  at  Topeka,  a dinner  session  with  an 
evening  program.  Guest  speaker  on  that  occasion  will 
be  Dr.  William  C.  Keettel,  of  the  University  of  Iowa 
Medical  School. 

All  members  of  the  Kansas  Medical  Society  are 
eligible  to  become  members  of  the  Kansas  State  Ob- 
stetrical Society.  Checks  for  dues,  $5.00,  may  be  sent 
to  Dr.  Edward  Crowley,  secretary-treasurer,  435 
North  Hillside,  Wichita. 


Two-thirds  of  all  maternal  deaths  can  still  be  con- 
sidered preventable,  according  to  the  Maternal  Mor- 
tality Committee  of  the  American  Academy  of  Ob- 
stetrics and  Gynecology  on  the  completion  of  a study 
of  the  matter.  It  was  the  opinion  of  the  committee 
that  1,723  of  the  2,610  maternal  deaths  in  the  United 
States  in  1952  would  not  have  occurred  if  ideal  care 
had  been  available  for  all  expectant  mothers. 


Nominations  for  1956-1957 

A meeting  of  the  Nominating  Committee  of  the 
Kansas  Medical  Society  was  held  in  Salina  in  De- 
cember, and  the  following  names  were  proposed  for 
the  various  offices  to  be  filled  by  vote  of  the  House 
of  Delegates  at  the  annual  session  in  May: 

For  President-Elect 
Dr.  Barrett  A.  Nelson,  Manhattan 

For  First  Vice-President 

Dr.  Cyril  V.  Black,  Pratt 
Dr.  Thomas  P.  Butcher,  Emporia 
Dr.  Grant  R.  Hastings,  Garden  City 
Dr.  Dwight  Lawson,  Topeka 
Dr.  Glenn  R.  Peters,  Kansas  City 
Dr.  Robert  Sohlberg,  Jr.,  McPherson 

For  Second  Vice-President 

Dr.  Cyril  V.  Black,  Pratt 
Dr.  Thomas  P.  Butcher,  Emporia 
Dr.  Grant  R.  Hastings,  Garden  City 
Dr.  Dwight  Lawson,  Topeka 
Dr.  Glenn  R.  Peters,  Kansas  City 
Dr.  Robert  Sohlberg,  Jr.,  McPherson 

For  Constitutional  Secretary' 

Dr.  George  E.  Burket,  Jr.,  Kingman 

For  Treasurer 
Dr.  John  L.  Lattimore,  Topeka 

For  A.M.A.  Delegate,  1957-1958 
Dr.  Lucien  R.  Pyle,  Topeka 

For  A.M.A.  Alternate,  1957-1958 

Dr.  Norton  L.  Francis,  Wichita 
Dr.  H.  P.  Jones,  Lawrence 
Dr.  Edward  J.  Ryan,  Emporia 

The  list  is  presented  now  in  accordance  with  pro- 
visions of  the  Constitution  and  By-Laws.  Additional 
nominations,  of  course,  may  be  made  from  the  floor 
at  the  time  of  the  election. 


Newspaper  Published  by  Upjohn 

A new  publication,  a weekly  newspaper  for  phy- 
sicians and  their  associates  in  the  medical  profession, 
was  introduced  on  January  2 by  the  Upjohn  Com- 
pany, Kalamazoo.  The  paper  is  called  SCOPE  Weekly 
and  is  prepared  by  Physicians  News  Service,  Inc.  It 
contains  reports  of  events  and  developments  in  medi- 
cine and  science  from  regional,  national,  and  inter- 
national sources. 


Pen  -Vee  • Oral 

TABLETS 

Penicillin  V,  Crystalline 
(Phenoxymethyl  Penicillin) 


the  totally  new  penicillin  for  decisive  oral  dependability 

• Formulated  specifically  for  oral  use 

• Acid-stable — virtually  unaffected  by  gastric  acid 

• Alkaline-soluble — optimally  absorbed  in  duodenum 

• Certain,  high  blood  levels 

Supplied:  Tablets,  125  mg.  (200,000  units),  bottles  of  36;  300  mg.  (500,000  units), 
bottles  of  12.  Also  available:  Tablets  Bicillin®*Vee,  100  mg.  (100,000  units)  of 
benzathine  penicillin  G and  62.5  mg.  (100,000  units)  of  penicillin  V,  bottles  of  36. 


® 

Philadelphia  1,  Pa. 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

Bills  that  have  been  hanging  fire  in  Senate  and 
House  committees  for  over  a year  finally  are  getting 
attention  as  the  administration  pushes  its  program 
for  broader  and  more  uniform  medical  care  for  the 
families  of  servicemen. 

A new  version  of  a bill  was  dropped  in  the  hopper 
on  the  opening  day  of  this  session  by  Chairman  Carl 
Vinson  of  the  House  Armed  Services  Committee.  It 
was  designed  in  part  to  supply  answers  to  a number 
of  questions  growing  out  of  earlier  versions  spon- 
sored by  the  Defense  Department.  Actually  it  raised 
more  questions,  which  only  hearings  and  testimony 
from  expert  witnesses  and  debate  on  the  floor  of 
Congress  can  answer. 

The  bill  (H.  R.  7994)  authorizes,  as  a matter  of 
right,  broad  medical  care  for  dependents  of  the 
armed  forces  as  well  as  of  Coast  Guard,  Public 
Health  Service,  and  Coast  and  Geodetic  Survey  per- 
sonnel serving  on  active  duty.  (The  bill  would  au- 
thorize health  insurance  only  for  dependents  of  latter 
three  services.)  Separate  bills  have  been  introduced 
in  the  past  providing  medical  care  for  dependents  of 
Coast  Guard,  PHS  and  Geodetic  Survey,  but  this 
marks  the  first  time  they  are  brought  into  the  same 
bill  with  military  personnel. 

In  provision  of  services,  the  bill  has  no  surprises 
over  its  predecessors.  It  calls  for  diagnosis,  treatment 
of  acute  medical  and  surgical  conditions,  treatment 
of  contagious  diseases,  and  maternity  and  infant  care. 

On  another  point  of  major  interest  to  physicians, 
the  bill  drops  out  all  mention  of  the  home-town 
medical  care  plan,  which  was  a part  of  Mr.  Vinson’s 
earlier  bill.  That  bill  contemplated  use  of  civilian 
hospitals  and  doctors  for  those  dependents  who  were 
not  near  military  medical  facilities  and  who  had  not 
taken  out  health  insurance,  with  the  government  pay- 
ing part  of  the  cost. 

Another  area  of  almost  certain  debate  in  the  latest 
bill  is  the  insurance  features.  There  are  these  main 
points: 

1.  A serviceman  may  elect  to  rely  entirely  on  the 
chance  of  finding  space  available  in  a military  hos- 
pital or  clinic  for  his  family,  or  he  may  choose  pro- 
tection through  an  insurance  plan. 

2.  The  family  deciding  on  insurance  has  its  choice 


of  going  to  a military  hospital  or  using  civilian  re- 
sources. The  uninsured  family  could  be  charged  by 
the  military  for  out-patient  care,  and  would  have  to 
pay  subsistence  costs  while  in  the  hospital. 

3.  A serviceman  taking  insurance  would  pay  30 
per  cent  of  monthly  premiums  for  a basic  plan  cover- 
ing his  wife  and  children,  and  the  entire  premiums 
for  coverage  of  dependent  parents  and  parents-in- 
law.  Parents  and  parents-in-law  who  found  space  in 
a military  hospital,  however,  would  be  admitted  on 
the  same  basis  as  wives  and  children. 

4.  Catastrophic-type  coverage,  at  additional  pre- 
mium. 

5.  To  take  care  of  long  term  illnesses,  the  bill 
provides  for  transfer  of  dependents  to  military  facili- 
ties once  they  have  used  up  benefits  in  an  insurance 
plan.  Or  if  such  transfer  isn’t  feasible,  the  govern- 
ment could  pay  the  additional  costs  for  private  care. 

The  bill  was  introduced  before  the  Defense  De- 
partment had  completed  a survey  of  Blue  Shield, 
Blue  Cross,  and  commercial  plans  to  determine  to 
what  extent  they  could  provide  care  under  the  bill. 
Conceivably  the  survey  could  further  change  the 
shape  of  an  already  much-revised  piece  of  legislation. 

President  Eisenhower  in  his  State  of  the  Union 
message  summed  up  the  case  for  dependent  medical 
care  this  way:  "Much  has  been  done  to  attract  and 
hold  capable  military  personnel,  but  more  needs  to 
be  done.’’  He  also  broadly  outlined  administration 
plans  in  the  health  field,  with  emphasis  on  more 
money  for  research  and  federal  aid  to  medical  schools 
and  to  private  research  facilities  for  construction. 
With  bipartisan  bills  along  this  line  already  before 
Congress,  these  proposals  may  move  right  along  be- 
fore adjournment  in  mid-summer. 

However,  Congress  might  decide  that  for  this  year 
medical  schools  should  settle  for  the  $90  million  of 
Ford  Foundation  money  being  made  available  to 
private  schools  to  help  strengthen  teaching  staffs. 

By  the  same  token,  there  was  some  question  just 
how  much  Congress  would  vote  for  Hill-Burton  hos- 
pital programs  this  session  in  the  light  of  the  $200 
million  Ford  grants  to  some  3,500  non-profit  hos- 
pitals. 

A recent  Public  Health  Service  report  indicates 
that  states  are  now  showing  less  preference  for  "pub- 
lic” Salk  vaccine  programs  than  they  did  a few 
months  ago.  The  sixth  allotment  marked  the  high 
point  in  "public”  preference.  Then  came  a slight  but 
steady  decline. 


Annual  meeting,  Kansas  Medical  Society,  Topeka, 
April  29-May  3,  1956. 
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COUNTY  SOCIETIES 


The  Shawnee  County  Medical  Society,  at  a meeting 
held  in  Topeka  on  January  3,  voted  an  assessment  for 
each  member  in  1956  as  a means  of  securing  a siza- 
ble contribution  for  the  American  Medical  Education 
Foundation.  Active  members  will  pay  $15  each,  asso- 
ciate members  $7.50.  Emeritus  members  are  exempt 
from  paying  the  assessment. 

The  scientific  presentation  of  the  evening  was  giv- 
en by  Dr.  Robert  J.  Crossen,  St.  Louis,  who  spoke  on 
"Vaginal  Plastic  Operative  Work.” 

Dr.  Robert  Cotton,  Topeka,  was  elected  to  mem- 
bership. 


Dr.  Leland  Speer,  Kansas  City,  was  elected  presi- 
dent of  the  Wyandotte  County  Society  at  a meeting 
held  in  November  and  took  office  on  January  7 at  a 
dinner  meeting  at  the  Town  House  Hotel.  Others 
elected  are:  vice-president,  Dr.  William  P.  William- 
son; secretary,  Dr.  Francis  J.  Nash,  and  treasurer, 
Dr.  James  B.  Pretz. 


A seminar  on  legislative  and  medicolegal  subjects 
was  a feature  of  the  January  3 meeting  of  the  Sedg- 
wick County  Society  in  Wichita.  Mr.  Harvey  T. 
Sethman,  Denver,  executive  secretary  of  the  Colorado 
State  Medical  Society,  spoke  on  "Your  Legislative 
Problems,"  and  Mr.  William  Tinker,  Wichita  attor- 
ney, discussed  "Recent  Trends  in  the  Law  as  it  Re- 
lates to  the  Practice  of  Medicine.” 

The  following  physicians,  elected  at  a previous 
meeting,  took  office  at  that  time:  president,  Dr.  J.  P. 
Berger;  vice-president,  Dr.  William  J.  Reals;  secre- 
tary, Dr.  J.  H.  Holt;  treasurer,  Dr.  Dean  A.  Huebert. 
Serving  on  the  Board  of  Directors  are:  Doctors  W.  P. 
Callahan,  Jr.,  H.  C.  Clark,  G.  F.  Gsell,  L.  K.  Crum- 
packer,  H.  F.  O'Donnell,  C.  L.  Woodhouse,  G.  E. 
Cowles,  G.  L.  Thorpe,  and  L.  E.  Yin  Zant. 


Dr.  L.  J.  Beyer,  Lyons,  was  elected  president  of  the 
Rice  County  Society  at  a meeting  held  recently  in 
Lyons.  Dr.  James  T.  Grimes,  Lyons,  was  named  vice- 
president,  and  Dr.  Preston  E.  Beauchamp,  Sterling, 
was  chosen  secretary-treasurer. 


Members  of  the  Saline  County  Society  were  hosts 
to  the  Golden  Belt  Medical  Society  at  a meeting  held 
at  the  Lamer  Hotel,  Salina,  on  January  12.  Dr.  Wal- 
ter Mau,  Topeka,  spoke  on  "Emergency  Urology 
Problems,”  after  which  a group  of  pediatricians  co- 
operated to  discuss  common  illnesses  and  problems 
of  infants  and  children.  Dr.  Lucius  E.  Eckles,  Topeka, 


was  moderator.  Participants  were  Dr.  Donald  Diefen- 
dorf,  Waterville;  Dr.  O.  L.  Martin,  Salina;  Dr.  Har- 
ry O’Donnell,  Junction  City,  and  Dr.  Forrest  Taylor, 
Clay  Center. 


Dr.  Darwin  L.  Richardson,  Minneola,  entertained 
members  of  the  Comanche-Kiowa-Clark  Society  at  a 
dinner  meeting  at  Minneola  recently. 


Members  of  the  Marion  County  Society  entertained 
their  wives  at  a dinner  meeting  at  Marion  on  Decem- 
ber 19.  An  octet  from  Sacred  Heart  School,  Wichi- 
ta, presented  a musical  program. 


A meeting  of  the  Barton  County  Society  was  held 
at  Great  Bend  on  January  9.  Mr.  Rueben  M.  Dalbec, 
executive  assistant  of  the  Kansas  Medical  Society, 
and  Mr.  Hart  Workman,  attorney  for  the  Kansas 
State  Board  of  Social  Welfare,  spoke  on  different 
phases  of  medical  care  for  the  indigent.  A question 
and  answer  period  followed. 


Officers  of  the  Crawford  County  Society  for  1956 
were  elected  at  a meeting  held  at  Pittsburg  on  De- 
cember 29.  The  following  were  named:  president. 
Dr.  William  T.  Braun,  Pittsburg;  vice-president,  Dr. 
Jack  D.  Walker,  Girard;  secretary-treasurer,  Dr.  Clif- 
ford B.  Newman,  Pittsburg. 


Dr.  David  S.  Ruhe,  head  of  the  Department  of 
Audio-Visual  Education  at  the  University  of  Kansas 
Medical  Center,  was  speaker  at  the  January  17  meet- 
ing of  the  Wyandotte  County  Society  at  Battenfeld 
Auditorium.  He  discussed  "Color  Television  and  the 
Medical  Profession.” 


A meeting  of  the  Wilson  County  Society  was  held 
at  the  Methodist  Church  in  Neodesha  on  January  1 1 
with  members  of  the  Auxiliary  as  dinner  guests.  Mrs. 
Goldena  Olinger,  county  director  of  welfare,  was 
speaker  of  the  evening. 


A meeting  of  the  Montgomery  County  Society  was 
held  in  Coffeyville  on  January  18.  Dr.  J.  E.  McDon- 
ald, Tulsa,  a member  of  the  legislation  committee  of 
the  American  Medical  Association,  spoke  on  social 
security  proposals  to  be  considered  by  Congress. 


The  A.M.A.  clinical  session  in  Boston  in  Decem- 
ber drew  a total  registration  of  8,637,  including 
3,779  physicians.  Corresponding  figures  for  the 
Miami  meeting  in  1954  were  7,707  and  3,253. 
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Psychomotor  Epilepsy 

ROBERT  C.  BRANDMEYER,  M.D.,  Panama  Canal  Zone 


Psychomotor  seizures  may  be  defined  as  episodes 
of  complex,  usually  well  coordinated,  automatic 
motor  activity  produced  as  the  result  of  an  epileptic 
discharge  within  the  central  nervous  system.  The 
term  "automatic  activity’’  is  used  here  in  the  sense 
that  it  is  motor  behavior  over  which  the  individual 
has  no  conscious  control.  The  question  of  whether 
the  patient  is  actually  conscious  or  unconscious  dur- 
ing the  seizure  awaits  the  determination  of  more 
generally  agreed  upon  qualifications  for  these  terms. 
However,  it  is  known  that  the  state  of  consciousness 
is  altered  at  least  to  the  extent  that  the  patient  has 
lost  his  capacity  for  making  a durable  memory  record 
for  events  occurring  during  the  course  of  an  attack, 
and  he  has  total  amnesia  for  all  that  has  transpired.28 

There  is  no  general  pattern  of  behavior  character- 
istic of  all  cases  of  psychomotor  epilepsy,  although 
there  is  usually  some  consistency  in  the  manifestations 
of  the  individual  attacks  occurring  in  a single  patient. 
The  periods  of  automatic  behavior  and  amnesia  may 
be  quite  short  in  duration,  lasting  only  about  60  sec- 
onds, or  they  may  continue  for  several  hours.9  Again 
there  is  usually  some  consistency  in  the  time  interval 
involved  in  individual  cases. 

During  the  shorter  episodes  the  patient  may  ex- 
hibit relatively  unelaborate  patterns  of  motor  activity, 
a common  example  being  masticatory  movements 
with  smacking  of  the  lips  and  swallowing  while  at 
the  same  time  giving  a general  appearance  of  confu- 
sion. During  the  prolonged  attacks  a patient  may 
exhibit  extremely  complex  and  bizarre  behavior  such 
as  running  in  circles,  disrobing,  or  engaging  in  some 
well  coordinated  activity  which  appears  purposive  but 
irrational  or  inappropriate  for  the  time  and  place. 
The  patient  may  continue  with  something  he  was  do- 
ing at  the  onset  of  the  seizure  but  not  respond  to  a 
command  to  alter  the  pattern  of  his  activity.  Speech 
may  be  slurred  but  is  usually  not  affected  except  in 
content,  which  is  often  obscure  or  meaningless.  In 
some  cases  the  automatic  behavior  is  characterized  by 
an  emotional  display  of  rage  and  violence,  during 
ihe  course  of  which  the  patient  may  be  aggressive, 
may  attack  other  persons,  or  engage  in  other  forms 
of  destructive  activity.  Observation  of  clonic  or  tonic 


This  is  one  of  1 1 theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected 
for  publication  by  the  Editorial  Board  from  a group  judged 
to  be  the  best  by  the  faculty  at  the  school.  Dr.  Brandmeyer 
is  now  serving  his  internship  at  Gorgas  Hospital,  Panama 
Canal  Zone. 


convulsive  movements  during  or  preceding  a psycho- 
motor  attack  has  been  reported  in  a few  cases,  but 
they  are  relatively  rare. 

The  only  clinically  observable  accompaniments 
which  consistently  occur  in  all  episodes  of  psycho- 
motor automatism  are  a period  of  obvious  confusion 
at  the  end  of  the  episode  and  total  amnesia  for  the 
experience.  Frequent  though  not  invariable  features 
are  those  of  wandering  about  with  a general  appear- 
ance of  confusion,  together  with  an  apparent  inability 
to  relate  the  environment  and  events  to  past  experi- 
ence. 

An  aura  may  or  may  not  occur  at  the  onset  of  the 
seizure.  If  present  it  may  be  one  in  which  the  patient 
experiences  some  non-specific  sensation  such  as  a feel- 
ing of  fullness  of  the  head,  an  abnormal  epigastric 
or  intra-abdominal  sensation,  or  simply  an  awareness 
of  an  impending  seizure.  More  often,  however,  the 
attacks  of  psychomotor  automatism  are  ushered  in  by 
elaborate  and  complex  psychical  phenomena.  These 
may  consist  of  sudden  involuntary  vivid  recollections 
of  past  events,  perceptual  illusions,  hallucinations,  or 
illusions  of  interpretation  in  which  there  is  a distor- 
tion of  the  patient’s  ability  to  relate  present  to  past 
experience  which  results  in  feelings  of  unusual  famil- 
iarity, absurdity,  or  fearsomeness  about  his  surround- 
ings. 

In  about  one-third  of  all  cases  of  psychomotor  epi- 
lepsy there  are  no  clinical  manifestations  of  epilepsy 
other  than  the  psychomotor  seizures.  The  remaining 
approximate  two-thirds  of  these  patients  also  have 
grand  mal  seizures  apart  from  the  psychomotor  at- 
tacks. While  petit  mal  seizures  and  other  epileptic 
variants  may  occur  clinically  in  a patient  with  psycho- 
motor epilepsy,  such  combinations  are  rare.13 

In  view  of  the  absence  of  the  more  generally  rec- 
ognized signs  of  grand  mal  and  petit  mal  epilepsy 
during  nearly  all  episodes  of  psychomotor  automa- 
tism, together  with  the  tendency  of  the  attacks  to  re- 
semble psychiatric  rather  than  primarily  neurological 
disturbances,  it  is  surprising  that  recognition  of  the 
entity  as  a type  of  epilepsy  occurred  as  early  as  it  did. 
In  1888,  Hughlings  Jackson  suggested  that  what  ap- 
peared in  some  patients  to  be  periodic  episodes  of 
psychotic  or  hysterical  behavior  might  be  the  mani- 
festations of  a particular  type  of  epileptic  seizure. 
Jackson  confirmed  this  suspicion  to  his  own  satisfac- 
tion, and  by  a process  of  clinicopathological  correla- 
tion concluded  that  the  focus  of  the  discharging 


96 


Now  the  RALPH  CLINIC 


and 


ety/d  ye 


e//H 


Treating  Alcohol  and  Drug  Addiction 


In  1897  Benjamin  Burroughs 
Ralph.,  M.D.,  developed  methods  of 
treating  alcohol  and  narcotic  addic- 
tion that,  by  the  standards  of  the  time, 
were  conspicuous  for  success. 

Twenty-five  years  ago  expe- 
rience had  bettered  the  methods. 
Today  with  the  advantages  of  col- 


lateral medicine,  treatment  is  markedly 
further  improved. 

The  Ralph  Clinic  provides  per- 
sonalized care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy 
and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with 
referring  physicians.  Write  or  phone. 


A Department  of  the 
Benjamin  Burroughs 
Ralph  Foundation  for 
Medical  Research 


RALPH  CLINIC 

Formerly  The  Ralph  Sanitarium 


Ralph  Emerson  Duncan,  M.D.,  Medical  Director. 

529  HIGHLAND  AVENUE  • KANSAS  CITY  6 , MISSOURI 

Telephone  Victor  3624 


98 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


lesion  in  psychomotor  epilepsy  was  located  in  the 
temporal  lobe.17 

In  the  interval  between  the  clinical  recognition  of 
psychomotor  epilepsy  and  the  development  of  an 
adequate  method  of  electroencephalographic  study 
there  was  no  uniformity  of  opinion  as  to  whether 
the  psychomotor  attacks  represented  a certain  type 
of  seizure,  manifestations  of  postseizure  phenomena, 
or  substitutes  for  seizures.  Electroencephalographic 
exploration  has  resulted  in  recent  years  in  the  deter- 
mination of  definite  correlations  between  fluctuations 
in  electrical  potential  over  areas  of  the  human  brain 
and  the  clinical  picture  of  psychomotor  epilepsy. 

In  88  per  cent  of  patients  with  clinical  psycho- 
motor seizures  there  is  a detectable  focus  of  inter- 
seizure discharge  which  is  located  in  the  anterior 
temporal  region  either  unilaterally  or  bilaterally.  A 
focus  of  abnormal  interseizure  activity  in  this  loca- 
tion has  been  given  the  name  "psychomotor  focus.” 
Also,  a type  of  seizure  discharge  distinct  from  the 
rapid  frequency  of  grand  mal  and  the  alternate  slow 
and  fast  frequency  of  petit  mal  has  been  found  to  be 
typically  associated  with  psychomotor  seizures  and 
has  been  labeled  the  "psychomotor  seizure  pattern” 
of  discharge.  It  is  composed  of  cortical  action  poten- 
tials which  are  of  high  voltage  and  slow  frequency, 
from  three  to  six  per  second.11- 12 

With  the  use  of  activation  techniques  such  as  hy- 
perventilation or  intravenous  injection  of  small  doses 
of  metrazol,  it  has  been  possible  to  induce  clinical 
seizures  in  patients  while  electroencephalographic  re- 
cordings are  being  taken.  These  records  and  observa- 
tions usually  reveal  a typical  sequence  of  events.  The 
psychomotor  interseizure  focus  is  usually  composed 
of  random  positive  spikes.  If  the  spikes  remain  con- 
fined to  the  temporal  lobe,  there  are  no  clinical  sei- 
zure manifestations.  If  a clinical  seizure  is  impending, 
the  spikes  occur  with  progressively  increasing  fre- 
quency and  are  finally  replaced  by  the  high  voltage 
three  to  six  per  second  waves  which  spread  to  all 
cortical  areas.  It  is  at  this  point  that  clinical  mani- 
festations usually  appear,  although  in  some  instances 
this  type  of  dysrhythmia  may  continue  for  several 
seconds  without  simultaneous  clinical  manifesta- 
tions.11 

After  the  period  of  generalized  discharge,  the  elec- 
Toencephalographic  record  typically  becomes  flat- 
tened in  all  leads  and  is  characterized  chiefly  by  a 
relative  absence  of  detectable  cortical  activity,  a period 
of  so  called  postictal  exhaustion  or  paralysis. 

There  may  be  no  clinically  apparent  change  in  the 
nature  of  the  clinical  seizure  as  the  generalized  dis- 
charge pattern  is  replaced  on  the  record  by  the  post- 
ictal period  of  cortical  inactivity.  The  automatism 
gradually  merges  into  a period  of  confusion  and 


finally  to  a full  recovery  of  conscious  processes  as  the 
record  shows  return  to  a normal  electrical  activity.13 

These  electroencephalographic  findings  of  a psy- 
chomotor focus  and  a psychomotor  seizure  pattern, 
while  demonstrable  in  the  majority  of  cases,  are  not 
invariably  present.  In  an  occasional  case  of  psycho- 
motor epilepsy  the  only  demonstrable  discharging 
cortical  focus  is  located  in  the  frontal  lobe  (less  than 
one  per  cent)  or  in  the  occipital  lobe  (less  than  one 
per  cent),13  and  recently  there  have  been  reported 
two  cases  of  clinical  psychomotor  epilepsy  in  which 
the  pattern  of  seizure  discharge  was  that  of  the  petit 
mal  type.8 

Not  all  cases  of  epilepsy  with  a demonstrable 
temporal  lobe  focus  fall  into  the  clinical  category  of 
psychomotor  epilepsy.  However,  in  cases  with  a dis- 
charging focus  in  the  anterior  one-third  of  the  tem- 
poral lobe,  90  per  cent  have  clinical  psychomotor 
automatism.  In  the  remaining  10  per  cent  there  may 
be  only  grand  mal  or  other  varieties  of  clinical  sei- 
zures associated  with  the  demonstrable  psychomotor 
focus.13-  17 

It  has  recently  been  shown  that  the  temporal  lobe 
discharge  in  psychomotor  epilepsy  may  be  primary, 
with  the  focus  of  origin  of  epileptogenic  discharge 
located  in  the  anterior  temporal  lobe,  or  the  temporal 
lobe  discharge  may  be  secondary  to  a primary  epilep- 
togenic focus  located  within  the  deeper  structures  of 
the  brain  stem.12-  14>  26  The  pattern  of  ictal  discharge 
is  identical  in  both  types. 

There  is  a primary  focus  of  discharge  on  one  tem- 
poral cortex  in  about  75  per  cent  of  the  cases.  In 
these  there  is  abnormal  interseizure  activity  over  only 
one  temporal  cortex,  or  predominantly  on  one  side 
with  secondary  extension  of  the  abnormal  discharge 
to  the  opposite  temporal  cortex.  In  the  remaining  25 
per  cent  there  is  a primary  focus  of  discharge  in  the 
higher  brain  stem.  The  interseizure  discharge  in  these 
cases  is  characterized  by  a simultaneous  synchronous 
discharge  in  both  temporal  lobes,  or  by  a discharge 
occurring  alternately  in  first  one  and  then  the  other 
temporal  lobe.14-  18’  27-  29  A neuron  system  within  the 
higher  brain  stem  which  is  functionally  related  to  the 
anterior  temporal  cortices  has  been  demonstrated  in 
man,32  and  the  production  of  epileptiform  spikes  in 
the  anterior  temporal  lobes  bilaterally,  secondary  to 
stimulation  of  the  septal  nuclei  and  specific  local 
areas  of  the  thalamus  and  basal  ganglia,  has  been 
accomplished  in  studies  with  cats  and  monkeys.1 

It  is  believed  that  in  all  attacks  of  psychomotor 
automatism  both  the  cortical  and  brain  stem  structures 
become  involved,  the  difference  being  in  the  order  of 
involvement.2’  13>  17’  29  The  development  of  the  au- 
tomatism and  amnesia  apparently  occurs  subsequent 
to  the  involvement  of  the  midbrain  structures.29 
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In  the  case  of  a primary  temporal  lobe  focus,  the 
period  of  automatism  is  initiated  by  the  spread  of 
the  discharge  from  the  temporal  cortex  to  the  mid- 
brain structures  with  which  it  is  connected.  Prior  to 
this  extension,  the  local  abnormal  activity  in  the  tem- 
poral lobe  either  may  or  may  not  result  in  the  pro- 
duction of  an  aura.  In  cases  with  a primary  focus  in 
the  brain  stem  structures  and  only  secondary  dis- 
charge in  the  anterior  temporal  lobes,  there  is  never 
an  aura,  the  initial  discharge  of  the  epileptogenic 
focus  within  the  deeper  structures  being  immediately 
productive  of  the  automatic  state. 

Electroencephalographic  studies  of  psychomotor 
epilepsy  have  shown,  then,  that  the  production  of 
psychomotor  automatism  is  almost  invariably  asso- 
ciated with  the  presence  of  a primary  or  secondary 
discharging  focus  in  the  anterior  temporal  lobe,  and 
with  a distinct  rhythmic  pattern  of  seizure  discharge. 
While  psychical  phenomena  which  often  precede  psy- 
chomotor attacks  are  apparently  produced  as  the  re- 
sult of  abnormal  neuronal  activity  in  the  temporal 
lobe,  the  production  of  the  actual  automatic  state 
seems  to  be  dependent  upon  involvement  of  the 
higher  brain  stem  nuclei  to  which  the  anterior  tem- 
poral lobes  are  functionally  attached.  Studies  have 
also  revealed  that  clinical  automatism  may  occur  not 
only  during  the  period  of  generalized  seizure  dis- 
charge but  also  may  extend  into  the  postictal  period 
while  there  is  still  an  alteration  of  function  of  the 
central  nervous  system  consequent  to  the  discharge. 

Further  speculation  as  to  the  nature  of  the  func- 
tional alteration  in  the  central  nervous  system  respon- 
sible for  the  production  of  psychomotor  automatism 
has  come  from  the  experimental  studies  of  Dr.  Wilder 
Penfield  and  his  associates.  They  observed  the  effects 
of  direct  electrical  stimulation  of  the  human  cerebral 
cortex  during  the  course  of  surgery  under  local  anes- 
thesia.24- 25>  26-  27-  28>  29 

Electrical  stimulation  of  the  temporal  lobe  cortex 
may  produce  any  of  the  complex  psychical  phenomena 
which  frequently  occur  as  an  aura  at  the  onset  of  a 
psychomotor  seizure.  Some  patients  experience  sud- 
den and  involuntary  recollections  of  happenings  in 
their  recent  or  distant  past.  These  memories  are  much 
more  vivid  than  those  the  patient  could  produce  vol- 
untarily. Patients  describe  them  as  a reliving  of  the 
remembered  episode  in  much  the  same  way  as  a 
scene  is  recalled  in  a dream.  There  may  be  auditory 
or  visual  hallucinations  or  both,  but  the  hallucina- 
tions are  always  concerned  with  a specific  past  expe- 
rience. The  stimulation  results  in  the  production  of 
no  new  material  in  the  mind  of  the  patient. 

Illusions  of  interpretation  may  also  occur,  either 
as  an  aura  preceding  a psychomotor  seizure  or  as  the 
result  of  electrical  stimulation  of  the  temporal  cor- 


tex. One  of  the  most  commonly  encountered  experi- 
ences of  this  type  is  the  so  called  deja  vu  phenomenon 
in  which  patients  have  a sudden  feeling  of  unreal 
familiarity  with  their  surroundings  and  situation,  as 
if  they  were  living  through  this  part  of  their  lives 
for  the  second  time. 

Penfield  has  suggested  that  all  psychical  phenomena 
produced  represent  some  type  of  abnormal  function 
of  memory  mechanisms  due  to  abnormal  stimulation 
either  by  a stimulating  electrode  or  an  epileptic  dis- 
charge. In  some  instances  abnormal  temporal  lobe 
stimulation  seemingly  produces  an  activation  of  spe- 
cific memory  patterns.  In  other  instances  it  results  in 
an  aberration  in  the  processes  of  interpretation  of  the 
environmental  situation  because  of  some  distortion 
of  the  patient’s  ability  to  accurately  relate  present  to 
past  experiences. 

From  these  speculations  Penfield  has  suggested 
that  the  temporal  cortex  and  the  neuron  complexes 
in  the  midbrain  with  which  it  is  related  constitute 
the  memory  organ  of  the  central  nervous  system,  and 
that  psychomotor  automatism  is  produced  as  the  re- 
sult of  ictal  and  postictal  paralysis  of  the  function  of 
memory  recording.27-  29 

While  a more  complete  understanding  of  the  exact 
mechanism  of  production  of  psychomotor  automatism 
is  lacking  at  present,  there  has  been  much  interest  in 
recent  years  in  the  relative  incidence  of  the  disease 
and  the  development  of  methods  of  treatment.  Re- 
cent estimates  of  the  incidence  of  psychomotor  epi- 
lepsy, either  alone  or  in  conjunction  with  other  forms 
of  clinical  seizures,  suggest  that  they  occur  in  2513-  27 
to  40  per  cent2-  19  of  the  epileptic  population.  These 
figures  are  much  higher  than  those  of  only  a few 
years  ago.  It  has  been  suggested  that  the  increase  is 
due  principally  to  a more  general  awareness  of  the 
variable  manifestations  of  the  entity,  together  with 
the  development  of  electroencephalographic  tech- 
niques to  detect  an  abnormally  discharging  focus  in 
a higher  percentage  of  cases. 

Psychomotor  epilepsy  occurs  most  commonly  in 
adults,  with  a slightly  greater  incidence  in  males  than 
in  females.  The  first  attack  usually  occurs  after  the 
age  of  20  years  and  rarely  earlier  than  10  years  of 
age.  In  over  30  per  cent  of  the  cases  the  first  attack 
occurs  sometime  during  the  third  decade  of  life.13-  33 

Studies  of  etiological  factors  responsible  for  the 
production  of  a discharging  focus  in  cases  of  psycho- 
motor  epilepsy  have  resulted  in  the  classification  of 
75  per  cent  of  the  cases  as  idiopathic.  In  those  cases 
in  which  etiology  has  been  presumed,  trauma,  en- 
cephalitis, birth  injury,  brain  tumors,  and  brain  ab- 
scesses have  been  designated  as  more  frequent  causes, 
while  vascular  accident,  arteriosclerosis,  mastoiditis, 


FEBRUARY,  1956 


101 


97th  Annual  Session 

Kansas  Medical  Society 

TOPEKA  APRIL  29-MAY  3,  1956 


Formal  Programs — Mornings,  Tuesday,  May  1,  and  Wednesday,  May  2 

Panel  Diseussion  on  Medical  Economics — Afternoon,  Tuesday,  May  1 

Panel  Discussion  on  Acute  Abdominal  Pain — Afternoon,  Wednesday,  May  2 

Specialty  Society  Meetings  and  Programs — Morning,  Thursday,  May  3 

Meetings  of  House  of  Delegates — Evening,  Tuesday,  May  1,  and  Afternoon, 
Thursday,  May  3 

Sports  Events — Monday,  April  30  Annual  Banquet — Wednesday,  May  2 


Make  hotel  reservations  now 


COMMITTEE 
General  Chairman — 

Scientific  Program — Newman  V.  Tre- 
ger,  M.D. 

Banquet — G.  Bernard  Joyce,  M.D. 

Golf — Frederick  L.  Ford,  M.D. 

Skeet  and  Trap  Shoot  — Walter 
Mau,  M.D. 

Housing — Janies  A.  McClure,  M.D. 


CHAIRMEN 
■David  E.  Gray,  M.D. 

Commercial  Exhibits — Jack  A.  Duna- 
gin,  M.D. 

Publicity — William  O.  Martin,  M.D. 

Scientific  Exhibits — Samuel  Zelman, 
M.D. 

Auxiliary — John  E.  Crary,  M.D. 

Medieal  Assistants — A.  A.  Fink,  M.D. 


102 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


and  meningitis  have  been  believed  responsible  in 
occasional  cases.13’  31 

Hereditary  factors  seem  to  be  of  about  the  same 
importance  in  psychomotor  epilepsy  as  in  other  forms 
of  epilepsy,  a positive  history  of  some  form  of  epilep- 
tic seizure  being  elicited  from  close  relatives  of  these 
patients  five  times  as  frequently  as  in  the  general 
population.20  In  many  cases  both  a transmitted  pro- 
disposition and  brain  damage  seem  to  be  important 
contributory  factors  in  the  origin  of  the  seizures.20 

There  are  certain  other  clinical  conditions  which 
are  frequently  confused  with  psychomotor  epilepsy. 
Short  episodes  of  psychomotor  automatism  are  fre- 
quently misdiagnosed  as  petit  mal  seizures.  The  clini- 
cal points  of  differentiation  are  that  psychomotor 
epilepsy  usually  occurs  in  adults  while  petit  mal  sei- 
zures occur  most  commonly  in  children.  Psychomotor 
attacks  usually  occur  with  a frequency  of  once  a 
month  to  once  or  twice  a week,  and  rarely  more  fre- 
quently than  once  a day,9’ 13  while  petit  mal  seizures 
often  occur  with  a frequency  of  several  times  a day. 
Even  brief  psychomotor  attacks  usually  last  for  60 
seconds  or  longer,  while  petit  mal  seizures  are  usually 
of  shorter  duration  than  60  seconds.  There  is  no 
period  of  confusion  following  petit  mal  seizures, 
while  this  is  an  invariable  accompaniment  of  psycho- 
motor attacks.  There  is  frequently  an  aura  with  psy- 
chomotor epilepsy  while  an  aura  is  almost  never  asso- 
ciated with  petit  mal.  Finally,  electroencephalographic 
differentiation  is  usually  possible.9’  16’ 33 

Differentiation  between  psychomotor  attacks  and 
psychoneurotic  behavior  is  often  difficult,  particu- 
larly since  severe  personality  disturbances  are  present 
in  about  50  per  cent  of  patients  with  psychomotor 
epilepsy,  and  of  this  50  per  cent  one-half  have  a 
history  of  psychosis,  while  positive  clinical  neuro- 
logical findings  are  nearly  always  absent.9’  10’ 13’  33 
Many  patients,  particularly  those  with  severe  neurotic 
tendencies,  are  reluctant  to  admit  having  experienced 
psychical  phenomena  through  fear  of  being  consid- 
ered psychotic.  When  psychomotor  epilepsy  is  sus- 
pected, it  is  frequently  necessary  to  ask  the  patient 
directly  about  the  occurrence  of  bizarre  episodes  and 
reassure  him  that  his  seizures  are  actual  experiences 
and  not  breaks  with  reality. 

The  chief  points  of  differentiation  between  psycho- 
motor seizures  and  bouts  of  psychoneurotic  behavior 
are:  (1)  Psychomotor  seizures  are  episodic  with  a 
fairly  well  defined  beginning  and  ending.  (2)  Each 
attack  tends  to  follow  a similar  pattern.  (3)  The  at- 
tacks are  usually  unrelated  to  environmental  factors. 
(4)  There  may  be  an  aura.  (5)  There  is  amnesia 
for  the  psychomotor  seizure.9-  16-  33  Eliciting  a family 
history  of  any  form  of  seizures  or  a personal  history 
of  head  injury  or  convulsions  secondary  to  fever  or 


toxic  conditions  should  also  suggest  the  possibility 
of  psychomotor  seizures  in  an  individual  whose  emo- 
tional disorder  clouds  the  clinical  picture.20’  31 

The  differential  diagnosis  between  psychomotor 
epilepsy  and  hysteria  can  be  most  difficult.  In  both 
the  attacks  may  be  periodic.  Hysterical  episodes  often 
begin  with  the  resemblance  of  an  aura,  and  there 
may  be  amnesia  for  the  experience.  An  electroen- 
cephalographic diagnosis  is  frequently  not  easy,  for 
a small  number  of  psychomotor  epileptics  retain  nor- 
mal records  in  spite  of  activation  techniques,  while 
some  hysterical  individuals  show  electroencephalo- 
graphic anomalies  similar  to  those  of  epileptics.  One 
point  of  differentiation  is  that  under  the  influence 
of  hypnosis  the  hysterical  individual  may  be  able  to 
recall  his  experience  during  an  attack  while  the  psy- 
chomotor epileptic  cannot.  In  some  cases,  only  re- 
sponse to  therapy  will  be  of  assistance  in  making  a 
final  diagnosis. 

In  the  absence  of  a disease  entity  making  surgical 
intervention  mandatory,  such  as  an  operable  brain 
tumor  or  a subdural  hematoma,  all  authors  agree 
that  a medical  therapeutic  trial  should  be  attempted 
with  cases  of  psychomotor  epilepsy,  and  elective 
surgery  may  be  considered  only  when  all  else 
fails.7’  12’  15’  17’  26  General  supportive  measures  in 
conjunction  with  medical  therapy  should  include 
avoidance  of  alcohol,  physical  fatigue,  and  situations 
which  put  an  undue  emotional  strain  on  the  patient, 
since  all  of  these  have  been  shown  to  predispose  to- 
ward attacks.2’  10  In  some  patients  with  severe  emo- 
tional disorders,  a psychiatrically  oriented  therapeutic 
and  supportive  program  seems  to  be  the  most  valu- 
able measure  in  control  of  the  seizures. 

The  response  of  psychomotor  epileptics  to  drug 
therapy  is  variable,  and  treatment  with  standard  prep- 
arations must  be  individualized.  In  general  it  may  be 
said  that  results  of  medical  treatment  have  been  less 
gratifying  in  the  case  of  psychomotor  epilepsy  than 
with  other  types  of  epileptic  seizures.  Bromides  are 
beneficial  in  rare  instances  but  have  been  noted  to 
accentuate  personality  disturbances  in  others.20  Pheno- 
barbital,  either  alone  or  in  conjunction  with  other 
drugs,  often  results  in  an  increase  in  frequency  of 
the  seizures,12  although  in  one  series  of  25  patients, 
17  reportedly  showed  improvement  while  taking 
Dilantin  and  phenobarbital.7  Dilantin  alone  is  bene- 
ficial in  some  cases  and  apparently  ineffective  in 
others.7’  30 

Trials  with  Tridione,  Paradione,  and  Mesantoin, 
either  alone  or  in  conjunction  with  other  drugs,  indi- 
cate that  they  are  rarely  effective  and  may  cause  an 
increase  in  the  frequency  and  severity  of  attacks.7’  30’  33 
Milontin  (N-methyl  alpha-phenylsuccinimide)  has 
been  reported  as  being  of  marked  value  in  reducing 
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the  incidence  of  psychomotor  seizures,4  but  this  drug 
is  also  said  to  have  extremely  toxic  side  effects.30 

Phenurone  has  been  the  most  effective  drug  pro- 
duced with  respect  to  control  of  psychomotor  sei- 
zures, but  it  is  also  capable  of  producing  a number  of 
alarming  side  effects  which  have  caused  several  au- 
thors to  be  reluctant  to  endorse  its  use  even  under 
close  supervision.7’  12>  30> 33  Among  the  side  effects 
noted  have  been  severe  depressive  states,  psychosis, 
extreme  agitation  and  restlessness,  leukopenia,  aplas- 
tic anemia,  and  severe  hepatic  damage. 

Most  authors  agree  that  an  initial  trial  with  Dilan- 
tin is  a preferred  procedure,  and  a combination  of 
Dilantin  and  phenobarbital  may  produce  good  re- 
sults. A mixture  of  Dilantin,  phenobarbital,  and 
Phenurone  has  been  suggested  as  effective  in  some 
otherwise  refractory  cases.12 

When  Phenurone  is  administered,  close  sypervision 
is  indicated,  and  the  appearance  of  any  of  the  toxic 
symptoms  listed  should  indicate  discontinuation  of 
the  drug. 

It  has  been  noticed  that  effective  medical  control, 
regardless  of  the  drug  used,  produces  an  exaggera- 
tion of  psychoneurotic  symptoms  in  some  patients.12 

The  presence  of  multiple  types  of  seizures  is  ap- 
parently a favorable  prognostic  sign  with  regard  to 
medical  therapy.7’  12  In  cases  of  the  mixed  occurrence 
of  grand  mal  and  psychomotor  seizures,  good  results 
are  obtained  in  the  majority  of  cases  with  the  use  of 
Dilantin  alone.  The  frequency  of  occurrence  of  sei- 
zures and  the  age  of  onset  of  attacks  are  not  signifi- 
cantly related  to  the  results  of  drug  therapy,  but  the 
duration  of  the  seizures  prior  to  institution  of  therapy 
seems  to  be  important.  If  the  patient  has  had  seizures 
for  10  years  or  more,  there  is  a sharp  drop  in  ex- 
pected percentage  of  beneficial  results.7 

Patients  with  incapacitating  and  medically  refrac- 
tory cases  of  psychomotor  epilepsy  may,  in  carefully 
selected  cases,  be  helped  by  surgical  treatment.  The 
surgical  procedure  followed  is  the  removal  of  the 
anterior  portion  of  the  involved  temporal  lobe.  The 
most  necessary  requirement  for  elective  surgery  is, 
therefore,  the  electroencephalographic  demonstration 
of  a definite  cortical  focus  of  interseizure  discharge 
which  occurs  persistently  on  only  one  side,  or  pre- 
dominantly on  one  side  with  only  secondary  involve- 
ment of  the  opposite  temporal  lobe.2-  15’  17’  26  Recog- 
nition of  the  fact  that  the  temporal  lobe  discharge  in 
psychomotor  epilepsy  may  be  secondary  to  an  epilep- 
togenic focus  within  deeper  structures  has  explained 
many  earlier  surgical  failures.15  The  presence  of  an 
aura  is  additional  evidence  suggesting  a primary  tem- 
poral lobe  focus  of  discharge.  The  electroencephalo- 
graphic demonstration  of  bilateral  synchronous 
temporal  lobe  discharge  at  the  initial  stage  of  devel- 


opment of  a seizure,  together  with  the  absence  of  a 
history  of  aura  manifestations  at  the  onset  of  a 
seizure,  constitutes  a strong  contraindication  to  tem- 
poral lobectomy  for  alleviation  of  psychomotor  symp- 
toms, even  in  the  presence  of  known  organic 
pathology  in  one  temporal  lobe.17’  25 

Surgical  results  indicate  also  that  when  features  of 
rage  or  an  intense  emotional  display  are  prominent 
in  the  seizures,  surgery  is  rarely  beneficial. 

For  most  patients  who  had  a definite  operable 
focus  in  only  one  temporal  lobe  and  whose  seizures 
had  no  prominent  emotional  features,  postoperative 
results  have  been  good.  Complete  or  nearly  complete 
postoperative  control  of  seizures  with  medical  ther- 
apy has  been  reported  in  75  per  cent  of  these  patients, 
with  some  decrease  in  frequency  and  severity  of 
attacks  in  nearly  all.  The  best  surgical  results  were 
obtained  in  cases  in  which  electroencephalographic 
recordings  were  made  during  surgery  to  insure  com- 
plete excision  of  the  focus  of  abnormal  discharge. 

As  with  medical  control,  surgical  alleviation  of 
seizure  symptoms  occasionally  results  in  an  increase 
in  severity  of  psychoneurotic  tendencies. 

Except  in  cases  where  the  temporal  gyration  of  the 
optic  nerve  was  severed,  producing  homonymous 
hemianopsia,  or  the  receptive  speech  center  was  re- 
moved, resulting  in  receptive  aphasia,  there  have 
been  no  apparent  neurological  or  intellectual  deficits 
produced  by  the  removal  of  one  anterior  temporal 
lobe. 

In  only  one-third  to  one-half  of  the  cases  was  there 
an  anatomical  lesion  demonstrable  either  grossly  or 
microscopically  at  the  site  of  primary  epileptogenic 
discharge  in  the  temporal  lobe. 


Psychomotor  epilepsy  has  been  described  as  an  epi- 
leptic variant  in  which  the  manifestations  of  epileptic 
discharge  are  those  of  complex  motor  activity  during 
a period  for  which  the  patient  has  complete  amnesia. 
The  seizures  may  or  may  not  be  associated  with  psy- 
chical phenomena.  Psychomotor  discharge,  is  typically 
associated  with  interseizure  random  spikes  in  one  or 
both  temporal  lobes.  The  primary  origin  of  abnormal 
discharge  may  be  either  in  a temporal  lobe  focus  or 
an  epileptogenic  focus  within  the  higher  midbrain. 
There  is  a typical  pattern  of  seizure  discharge  asso- 
ciated with  the  attacks. 

Psychomotor  epilepsy  is  frequently  mistaken  for 
a psychiatric  disorder  because  of  the  bizarre  nature 
of  symptoms  and  the  high  incidence  of  personality 
disorder  in  such  patients.  A recent  increase  in  in- 
terest in  psychomotor  epilepsy  has  resulted  in  the 
determination  of  a much  higher  incidence  than  was 
formerly  suspected. 


(HYDROCORTISONE  TERTIARY  - BUTYLACET  ATE.  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect. 


SUPPLIED:  SALINE  SUSPENSION  HYDROCORTON E-TBA  — 25  MG./CC.,  VIALS  OF  5 CC. 


UBS 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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Psychomotor  epilepsy  seems  in  general  to  be  more 
resistant  to  drug  therapy  than  are  other  types  of  epi- 
leptic seizures.  A program  of  general  supportive  and 
medical  therapy  is  beneficial  to  some  extent  in  the 
majority  of  cases. 

Surgical  treatment  is  advocated  in  selected  cases 
among  those  refractory  to  medical  management. 
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Study  of  Uterine  Cancer 

Study  of  a new  method  for  detecting  uterine  can- 
cer is  now  being  conducted  in  eight  United  States 
communities  by  the  National  Cancer  Institute  of  the 
Department  of  Health,  Education,  and  Welfare.  The 
technique,  involving  examination  of  cells  which  have 
been  shed  by  the  uterus,  received  its  preliminary 
evaluation  on  a mass  basis  in  studies  conducted  in 
Memphis  during  the  past  two  years. 

The  department  reports  that  the  test  is  a relatively 
simple  procedure.  A specimen  of  fluid  from  the  vagi- 
nal vault  is  examined  for  the  presence  or  absence  of 
cancer  cells.  If  cancer  cells  are  present,  further  study 
by  biopsy  establishes  a firm  diagnosis. 

In  the  Memphis,  study  the  test  produced  a case- 
finding rate  40  times  that  observed  in  the  community 
prior  to  establishment  of  the  project.  In  the  first  70,- 
000  women  tested,  88.3  per  cent  of  the  early  curable 
cases  discovered  were  in  women  in  whom  the  disease 
had  not  been  previously  diagnosed  or  suspected. 


Under  revised  promotion  policies,  physicians  will 
be  eligible  for  temporary  promotion  to  the  grade  of 
major,  lieutenant  colonel,  and  colonel  one  year  sooner 
than  other  Army  officers,  it  has  been  announced  by 
Major  General  Silas  B.  Hays,  surgeon  general.  It  is 
estimated  that  390  medical  officers  will  be  promoted 
to  higher  grades  before  June  30  as  a result  of  the 
policy. 

The  action  was  taken  to  give  recognition  to  the 
long  and  expensive  training  required  of  doctors  be- 
fore they  can  qualify  for  Army  commissions. 
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New  Evidence 

again  demonstrates  the  antihypertensive  value  of 

Rauwiloid 

THE  ORIGINAL  ALSEROXYLON  S 


Rauwiloid  / In  Mild  Labile  Hypertension 

Up  to  80%  of  mild  hypertensives  respond1 . . .and  with  less  danger 
of  depression2  than  with  single  alkaloidal  preparations. 

Easy  to  prescribe ...  uncomplicated  dosage...  two  2 mg.  tablets 
at  bedtime. 


RailWlloid  + Veriloid  / In  Moderate  to  Severe  Hypertension 

Single-tablet  medication  combines  3 mg.  Veriloid  (alkavervir),  a 
potent  hypotensive  agent  noteworthy  for  its  safety,3  with  1 mg. 
Rauwiloid.  High  efficacy  from  lower  Veriloid  dosage,  with  greatly 
reduced  side  actions  to  Veriloid.  Initial  dose,  one  tablet  t.i.d.,  p.c. 

Rauwiloid0  + Hexamethonium  / 

In  Severe , Otherwise  Intractable  Hypertension 

Combines  ganglionic  blockade  action  of  hexamethonium  chloride 
dihydrate  (250  mg.  per  tablet)  with  Rauwiloid  (1  mg.)  in  a single 
tablet  for  easier,  safer,  ambulatory  management  of  severe  cases. 

Initial  dose,  l/i  tablet  q.i.d. 


1.  Moyer,  J.H.,  in  discussion  of  Galen,  W.P.,  and  Duke,  Alone  (Orally)  for  Therapy  of  Ambulatory  Patients 

J.F.:  Outpatient  Treatment  of  Hypertension  with  with  Hypertension,  A.M.A.  Arch.  Int.  Med.  96: 530 

Hexamethonium  and  Hydralazine.  South.  M.J.  47: 858  (Oct.)  1955. 

(Sept.)  1954.  3 Wilkins,  R.W.;  Stanton,  J.R.,  and  Freis,  E.D.:  Es- 

2.  Moyer,  J.H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  sential  Hypertension.  Therapeutic  Trial  of  Veriloid,  a 

(Rauwolfia)  of  Hypertension.  II.  A Comparative  Study  New  Extract  of  Veratrum  viride,  Proc.  Soc.  Exper. 

of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used  Biol.  & Med.  72:302  (Nov.)  1949. 


When  Angina  Complicates  Hypertension 


Pentoxylon® 


LOS  ANGELES 


Each  long-acting  tablet  contains  1 mg.  Rauwiloid  and  1 0 mg. 
pentaerythritol  tetranitrate  (PETN).  Lessens  incidence  and  sever- 
ity of  attacks,  overcomes  tachycardia,  calms  fear  and  tension. 
Lowers  elevated,  but  not  normal  blood  pressure.  Dosage:  one 
to  two  tablets  q.i.d.,  before  meals  and  on  retiring. 
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ANNOUNCEMENTS 


Annual  meeting,  Atlanta  Graduate  Medical  As- 
sembly, Biltmore  Hotel,  Atlanta,  Georgia,  February 
20-22. 


Harvard  University  School  of  Public  Health  schol- 
arships available  for  academic  year  1956-1957.  Clos- 
ing date  for  applications,  March  1.  Address  in- 
quiries to  55  Shattuck  Street,  Boston  15. 


Sectional  meeting,  American  College  of  Surgeons, 
Colorado  Springs,  March  5-7.  Symposia,  panel  dis- 
cussions, cine  clinics.  Address  inquiries  to  Dr.  H.  Pra- 
ther Saunders,  A.C.S.,  40  East  Erie  Street,  Chicago  1 1. 


Tenth  annual  symposium  on  fundamental  cancer 
research,  University  of  Texas  M.D.  Anderson  Hos- 
pital and  Tumor  Institute,  Houston,  March  29-31- 
General  topic,  "Cellular  Metabolism  of  Tumors.’’  Re- 
ports on  research  projects  being  conducted. 


Graduate  instructional  course  and  12th  annual 
meeting,  American  College  of  Allergists,  Hotel  New 
Yorker,  New  York  City,  April  15-20.  Address  in- 
quiries to  Dr.  F.  W.  Wittich,  401  LaSalle  Building, 
Minneapolis  2,  Minnesota. 


Centennial  celebration  and  scientific  congress,  Ha- 
waii Medical  Association,  Honolulu,  April  22-29. 
Scientific  program,  pageant,  traditional  Hawaiian 
feast,  planned  tours.  Address  inquiries  to  510  South 
Beretania  Street,  Honolulu  13,  Hawaii. 


Teaching  seminar,  International  Academy  of  Proc- 
tology, Drake  Hotel,  Chicago,  April  23-26.  Program 
on  anorectal  and  colon  surgery.  Physicians  invited. 
No  fee.  Address  inquiries  to  147  Sanford  Avenue, 
Flushing,  New  York. 


Annual  meeting,  American  Goiter  Association, 
Drake  Hotel,  Chicago,  May  3-5.  Physiology  and  dis- 
eases of  thyroid  gland.  Address  inquiries  to  Dr. 
John  C.  McClintock,  l49l/2  Washington  Avenue,  Al- 
bany, New  York. 


First  International  Congress  of  Human  Genetics, 
Copenhagen,  Denmark,  August  1-6.  Address  inquir- 
ies to  University  Institute  for  Human  Genetics,  14, 
Tagensvej,  Copenhagen,  N.,  Denmark. 


Ninth  annual  meeting,  American  Association  of 
Blood  Banks,  Somerset  Hotel,  Boston,  September  3-5. 
Address  inquiries  to  Miss  Marjorie  Saunders,  725 
Doctors  Building,  3707  Gaston  Avenue,  Dallas, 
Texas. 


Tenth  congress,  International  College  of  Surgeons, 
held  in  conjunction  with  21st  congress,  United  States 
and  Canadian  sections,  Chicago,  September  9-13. 
Address  inquiries  to  1516  North  Lake  Shore  Drive, 
Chicago  10. 


Scientific  and  clinical  session,  American  Congress 
of  Medicine  and  Rehabilitation,  Ambassador  Hotel, 
Atlantic  City,  September  9-14.  Open  to  members  of 
A.M.A.  Address  inquiries  to  30  North  Michigan 
Avenue,  Chicago  2. 


A meeting  of  members  of  the  American  College  of 
Physicians  of  this  region,  originally  scheduled  for 
March  23,  will  be  held  on  March  9 in  Kansas  City. 
A scientific  program  will  be  presented  during  the 
day  and  a dinner  will  conclude  the  event. 

Regional  meeting,  International  College  of  Sur- 
geons, Madison,  Wisconsin,  April  26-28.  All  sur- 
geons invited.  Address  inquiries  to  Dr.  Arnold  S. 
Jackson,  Jackson  Clinic,  Madison,  Wisconsin. 


Annual  spring  congress  in  ophthalmology,  oto- 
laryngology, and  allied  specialties,  Gill  Memorial 
Eye,  Ear  and  Throat  Hospital,  711  South  Jefferson, 
Roanoke,  Virginia,  April  2-7. 

Nine  one-day  courses  will  be  presented  by  the 
American  Academy  of  Neurology  at  St.  Louis,  April 
23-25.  To  be  covered  are  neuropathology,  neuro- 
physiology, neurochemistry,  electrodiagnosis,  neuro- 
logical diseases  of  infancy  and  childhood,  injuries  to 
the  central  nervous  system,  extra-pyramidal  disorders, 
infections  of  the  nervous  system,  and  convulsive  dis- 
orders. Additional  one-day  course  on  common  neuro- 
logical syndromes  for  general  practitioners.  Address 
inquries  to  3501  East  54th  Street,  Minneapolis  17, 
Minnesota. 


Prize  for  essay  on  any  subject  relating  to  physical 
medicine  and  rehabilitation  offered  by  American 
Congress  of  Physical  Medicine  and  Rehabilitation. 
Contest  closes  June  1.  Address  inquiries  to  30  North 
Michigan  Avenue,  Chicago  2. 


Fourth  annual  interim  meeting  of  District  VII, 
American  Academy  of  Obstetrics  and  Gynecology, 
Peabody  Hotel,  Memphis,  March  9-10.  Scientific  pa- 
pers, case  reports,  round  table  luncheons,  banquet  on 
March  9.  Wives  invited. 
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Summit,  N.  J. 


integrated  relief  . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 
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MEDICAL  HORIZONS  TV 


Monday  RM. 

Sponsored  by  CIBA 


“Premarin”  relieves 
menopausal  symptoms  with 
virtually  no  side  effects,  and 
imparts  a highly  gratifying 
“sense  of  well-being.” 


‘‘Premarin”®— Conjugated  Estrogens  (equine) 
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BOOK  REVIEWS 


Textbook  of  Endocrinology.  By  Robert  H.  Wil- 
liams, M.D.,  and  contributors.  Published  by  W.  B. 
Saunders  Company,  Philadelphia.  116  pages,  115  fig- 
ures. Price  $13- 

This  is  an  excellently  written  and  edited  text  from 
the  standpoint  of  applicability  to  clinical  medicine. 
Each  topic  is  developed  logically  from  anatomy  to 
therapy.  It  has  the  difficulty  of  all  texts  in  that  it  is 
already  behind  the  current  advances  in  its  field.  Also, 
in  condensing  the  material  involved,  the  authors  have 
been  forced  to  oversimplify.  Endocrine  therapy  in 
particular  is  too  often  presented  on  an  empirical 
basis  with  inadequate  discussion  of  contraindications 
and  side  effects.  Definitive  endocrine  therapy  could 
have  been  omitted  with  no  loss  to  the  overall  contri- 
bution of  the  text. 

This  will  be  a good  addition  to  the  library  of  the 
practicing  doctor  and  advanced  student. — V.E.W. 

The  Relief  of  Symptoms.  By  Walter  Alodell,  M.D. 
Published  by  W . B.  Saunders  Company.  Philadelphia. 
450  pages.  Price  $8.00. 

This  is  a pleasantly  written  text  presented  almost 
as  a philosophy  of  medical  practice.  The  author  has 


drawn  upon  many  years  of  experience  and  personal 
observations  to  support  both  his  therapeutic  philoso- 
phy and  his  procedures. 

The  textbook  would  have  been  more  valid  had  he 
not  attempted  to  suggest  definitive  therapy  for  spe- 
cific disease  entities.  This  book  is  probably  worth- 
while reading  once,  especially  for  the  third  year  stu- 
dent, but  would  not  be  recommended  for  addition  to 
the  library  of  either  the  student  or  the  practicing  phy- 
sician.— V.E.  W . 


Booklets  for  Medical  Societies 

The  American  Medical  Association  has  announced 
publication  of  two  new  booklets  for  medical  society 
use,  "Guides  for  Medical  Society  Grievance  Com- 
mittees’’ and  "Report  of  the  Survey  on  County  Medi- 
cal Society  Activities."  The  first  reviews  the  findings 
and  recommendations  of  the  special  committee  on 
grievance  committees  appointed  by  the  Board  of 
Trustees.  The  second  includes  data  on  society  meet- 
ings, budgets,  educational  and  scientific  programs, 
personnel,  building  facilities,  the  work  of  various 
committees,  and  the  extent  of  public  relations  activi- 
ties. 

Copies  of  the  booklets  may  be  obtained  from  the 
Council  on  Medical  Service  of  the  A.M.A.,  535 
North  Dearborn  Street,  Chicago  10,  Illinois. 


Relax  the  best  way 

...  pause  fo?  Coke 


continuous  quality 
is  quality  you  trust 


Upjohn 


Ulcer  protection 
that 

lasts  all  night: 


Pamine-Phenobarbital 

BROMIDE 


Tablets 

Each  FULL-STRENGTH  tablet  contains: 

Phenobarbital 15.0  mg.  (^4  gr.) 

Methscopolamine  bromide 2.5  mg. 

Dosage : 

One  tablet  one-half  hour  before  meals,  and  1 to  2 
tablets  at  bedtime. 

Each  HALF-STRENGTH  tablet  contains: 


Phenobarbital 8.0  mg.  (%  gr.) 

Methscopolamine  bromide 1.25  mg. 

Dosage: 


While  the  dosage  and  indications  are  the  same  as  for 
the  full-strength  tablets,  this  tablet  allows  greater 
flexibility  in  regulating  the  individual  dose,  and  may 
be  employed  in  less  severe  gastrointestinal  conditions. 

Supplied: 

Both  strengths  in  bottles  of  100  tablets. 

’registered  TRADEMARK  FOR  THE  UPJOHN  BRANO  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Polio  in  Kansas  in  1956 

Kansas  will  still  have  polio  problems  in  1956,  re- 
ports the  National  Foundation  for  Infantile  Paraly- 
sis, in  spite  of  the  fact  that  the  number  of  cases  re- 
ported in  the  state  in  1955  was  about  one-third  the 
average  number  of  the  previous  five  years.  The  Salk 
vaccine  has  proved  to  be  a major  weapon  against 
paralytic  poliomyelitis,  but  it  has  not  yet  won  the 
war  against  this  disease. 

The  foundation  requests  the  continuing  coopera- 
tion of  physicians  in  administering  vaccine  and  in 
caring  for  patients  already  paralyzed  and  those  who 
will  be  paralyzed  in  spite  of  the  vaccine.  Through 
funds  contributed  to  the  1955  March  of  Dimes,  the 
foundation  gave  more  than  175,000  cc.  of  Salk  vac- 
cine to  Kansas  to  initiate  a vaccination  program. 

Statistics  supplied  by  the  foundation  include  the 
following:  the  foundation  has  106  local  chapters  in 
Kansas;  more  than  $1,910,000  has  been  spent  by 
local  chapters  in  this  state  for  care  of  polio  patients; 
57  foundation  scholarships  and  fellowships  have 
been  awarded  to  Kansas  residents;  grants  of  $825,- 
000  from  March  of  Dimes  funds  have  been  made  to 
the  University  of  Kansas  for  virus  research  and  for 
polio  prevention;  in  the  first  ten  months  of  1955, 
$19,550  in  emergency  aid  was  sent  to  seven  Kansas 
chapters  by  the  foundation. 


Award  of  44  unclassified  life  science  research  con- 
tracts in  the  fields  of  biology,  medicine,  biophysics, 
and  radiation  instrumentation  was  announced  last 
month  by  the  U.  S.  Atomic  Energy  Commission.  In- 
cluded was  renewal  of  a contract  for  investigation  of 
organic  substances  tagged  with  1-131  human  thyroid 
gland  in  vivo,  being  conducted  by  Dr.  F.  E.  Hoecker 
of  the  University  of  Kansas. 


Medical  School  Enrollment 

Although  American  medical  schools  set  all-time 
enrollment  and  graduation  records  in  1954-1955, 
they  may  face  a student  recruitment  problem  in  the 
next  few  years,  according  to  a report  of  the  A.M.A.'s 
Council  on  Medical  Education  and  Hospitals.  The 
statement  is  based  on  the  fact  that  applications  to 
medical  schools  have  been  decreasing  for  the  past 
five  years. 

There  were  6,977  physicians  who  completed  work 
at  75  medical  schools  last  year,  the  sixth  consecutive 
year  in  which  a record  was  set.  This  is  an  increase  of 
1,400  over  the  number  of  graduates  in  1950.  Seven 
more  schools  will  be  graduating  physicians  by  I960. 

Total  enrollment  during  the  1954-1955  year  was 
28,583,  an  increase  of  356  over  the  preceding  year. 
The  entering  class  of  7,576  was  the  largest  ever  en- 
rolled. 


lAoodcrolt  J4 o £ pit  al-- Pueblo,  Colorado 

A private  hospital  for  the  scientific  treatment  of  neuro-psychiatric  disorders,  including  alcoholism 
and  drug  addiction.  Beautiful  landscaping  and  home-like  surroundings  afford  a restful  atmosphere. 
Accommodations  vary  from  single  rooms  with  or  without  bath  to  rooms  en  suite,  allowing  for 
segregation  of  guests.  

Detailed  information  furnished  on  request. 

KARL  J.  WAGGENER,  M.D. 


FEBRUARY,  1956 
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(brand  of  phenylbutazone) 


relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."1 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."2 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.3 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
si i5s  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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Medical  Education  Week 

The  period  from  April  23  to  April  29  will  be  ob- 
served this  year  as  Medical  Education  Week,  a joint 
project  of  the  American  Medical  Association,  the 
Association  of  American  Medical  Colleges,  the  Na- 
tional Fund  for  Medical  Education,  and  the  Ameri- 
can Medical  Education  Foundation. 

This  observance  is  planned  as  a means  of  public 
education,  to  focus  attention  on  medical  schools,  to 
create  good  will  and  understanding,  and  to  ease  fund 
raising.  The  A.M.A.  has  emphasized,  however,  that 
its  role  in  Medical  Education  Week  will  be  one  of 
public  relations,  not  solicitation. 


Increase  in  Hospital  Room  Rates 

Room  rates  in  general  hospitals  in  the  United 
States  have  increased  approximately  5 per  cent  in  the 
past  year,  according  to  the  annual  report  issued  re- 
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P.  W.  HANICKE  MFG.  CO. 
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cently  by  the  American  Hospital  Association.  The 
figure  was  based  on  questionnaires  returned  from 
2,639  hospitals. 

Rate  figures  cover  the  hospital  room,  meals  for 
both  general  and  special  diets,  general  nursing  serv- 
ice, medical  records,  routine  housekeeping,  and  mis- 
cellaneous services. 

The  highest  single  room  rate  in  the  country  was- 
$35  in  New  York;  the  lowest,  reported  from  Louisi- 
ana, was  $5.00.  The  range  for  multi-bed  rooms  was 
from  $23.50  in  Ohio  to  $2.00  in  Tennessee.  The 
highest  metropolitan  average  rate  for  single  rooms 
was  reported  in  Boston  at  $23.14;  the  lowest,  $12.75 
was  reported  for  Atlanta. 

Advance  deposits  were  required  from  patients  re- 
sponsible for  their  own  hospital  bills  by  47  per  cent 
of  the  hospitals  reporting.  This  practice  tended  to 
be  more  common  among  larger  hospitals. 


CLASSIFIED  ADVERTISEMENTS 

WANTED — X-ray  technician,  registered,  for  150-bed  hos- 
pital in  Kansas  City,  Kansas.  Write  the  Journal  1-56. 

FOR  RENT  OR  FOR  SALE — Good  location  for  general 
practice  and  surgery.  Hospital  available  in  same  town.  Op- 
portunity unlimited.  Reason  for  sale  is  retirement.  Write  the 
Journal  2-56. 

FOR  SALE— Fischer  mobile  unit  x-ray,  20  M.P.  and  all 
accessories.  Developing  tank  never  used.  Write  the  Journal 

3- 56. 

WANTED — Locum  tenens  position  for  period  of  3 or  4 
months  starting  July  1956.  Graduate  of  University  of  Kan- 
sas, Kansas  license,  35  years  old,  category  IV.  Prefer  to 
work  with  general  practitioner  if  possible.  Write  the  Tournal 

4- 56. 

FOR  SALE — Matching  set  of  office  furniture,  walnut 
desk  65x35x30  with  glass,  walnut  swivel  chair,  walnut  bank- 
style  office  chair,  walnut  straight  chair.  Sanborn  Cardiette, 
complete  with  stand  and  all  leads,  4 tubes  EKG  jelly,  1 roll 
EKG  film.  Welch  Allyn  combination  otoscope  and  ophthal- 
moscope, leatherette  case  and  specula,  American  Optical  exam- 
ining light,  Tycos  blood  pressure  machine,  B and  L mic- 
roscope with  stage,  miscellaneous  equipment  and  supplies. 
Filing  cabinets  and  waiting  room  furniture.  Write  Mrs.  John 
M.  Porter,  Concordia,  Kansas. 
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Traditions  established  during  60  years  management  by  Dr.  W.  F.  Goetze  (AMA)  assures  intelligent  servicing  of  your  orders 
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for  today’s  problem  pathogens 


Resistant  microorganisms  frequently  cause  poor, 
delayed,  or  no  response  to  antibiotic  therapy. 
Because  in  vitro  sensitivity  tests  are  valuable 
guides  in  determining  the  antibiotic  most  likely 
to  produce  optimal  clinical  response,  it  is  important 
that  such  tests  be  employed  whenever  possible. 
Recent  clinical  and  laboratory  studies1-12  show  that 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
is  effective  against  more  strains  of  microorganisms 
than  other  commonly  used  antibiotics. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or 


for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

references  : (l)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sher- 
man, R.;  Cole,  W.;  Elstun,  W„  & Fultz,  C.  T.:  J.A.M.A.  157:305, 
1955.  (2)  Weil,  A.  J.,  & Stempel,  B.:  Antibiotic  Med.  1:319,  1955. 
(3)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst. 
6-  Gynec.  5:365,  1955.  (4)  Austrian,  R.:  New  York  J.  Med.  55:2475, 
1955.  (5)  Murphy,  E D.,  & Waisbren,  B.  A.,  in  Murphy,  E D.:  Medi- 
cal Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A. 
Davis  Company,  1955,  P.  557.  (6)  Felshin,  G.:  J.  Am.  M.  Women's 
A.  10:51,  1955.  (7)  Kass,  E.  H.:  Am.  J.  Med.  18:764,  1955.  (8) 
Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159,  1955. 
(9)  Stein,  M.  H.,  & Gechman,  E.:  New  England  J.  Med.  252:906, 
1955.  (10)  Branch,  A.;  Starkey,  D.  H.;  Rodgers,  K.  C.,  & Power,  E. 
E.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual,  1954-1955, 
New  York,  Medical  Encyclopedia,  Inc.,  1955,  p.  1125.  (11)  Munroe, 
D.  S.,  & Cockcroft,  W.  H.:  Canad.  M.  A.  J.  72:586,  1955.  (12)  Norris, 
J.  C.:  M.  Times  83:253,  1955. 
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University  of  Kansas  School  of  Medicine 

An  Outline  of  Its  Facilities , Policies , 
Accomplishments , and  Objectives 


W.  CLARKE  WESCOE,  M.D.,  Dean,  Kansas  City 


It  has  been  customary  for  several  years  for  the 
Journal  of  the  Kansas  Medical  Society  to  de- 
vote its  March  issue  to  the  University  of  Kansas 
Medical  Center.  In  the  past  this  issue  has  contained  a 
series  of  scientific  presentations  by  members  of  the 
medical  faculty.  This  year  it  was  the  desire  of  the 
Editorial  Board  that  the  issue  be  devoted  to  a factual 
review  in  order  that  the  membership  of  the  Society 
might  be  better  informed  concerning  Medical  Center 
programs.  The  faculty  was  delighted  to  accede  to  this 
request  and  this  issue,  therefore,  has  resulted.  It  con- 
tains, as  you  will  see,  reports  of  activities  from  all  de- 
partments of  the  medical  school. 

Any  report  on  medical  school  activities,  of  course, 
would  be  incomplete  without  some  statement  from 
administration.  Therefore,  briefly,  administration  pre- 
sents for  you  the  following  resume  concerning  ac- 
complishments to  date  and  projections  for  the  future. 

THE  SOCIETY  AND  THE  SCHOOL 

Relationships  between  the  medical  society  and 
medical  school  continue  at  an  unprecedentedly  fa- 
vorable level.  Through  the  Committee  on  Medical 
Schools,  the  Committee  on  Endowment,  the  Council, 
and  the  secretary’s  office  a close,  friendly,  and  re- 
warding liaison  has  been  established.  The  school  is 
grateful  for  the  continuing  support  of  the  Society, 
without  which  its  development  and  growth  would 
suffer.  It  is  fair  to  say  that  these  relationships  and 
this  support  cannot  be  matched  anywhere  by  any  other 
medical  school  and  medical  society.  Kansas  is  fortu- 
nate, indeed. 


MEDICAL  SCHOOL  ADMISSIONS 

Since  1949  the  medical  school  has  admitted  en- 
tering classes  of  at  least  100.  The  actual  numbers  of 
entering  students  have  ranged  from  a high  of  123  in 
1952  to  a minimum  of  101  in  1955. 

Ofttimes  the  question  is  asked,  "Why  are  admis- 
sions restricted  in  numbers?’’  The  answer  is  fairly 
simple.  The  number  of  students  admitted  must  be 
geared  to  the  facilities  available  for  instruction  and 
the  number  of  faculty  members  available  for  teach- 
ing. Actually,  at  present,  the  medical  school’s  opti- 
mum class  figure  is  100.  This  figure  represents  that 
number  for  whom  laboratory  facilities  and  faculty 
are  available.  Any  additional  student  above  that  fig- 
ure places  an  almost  insurmountable  burden  on  our 
first  year  facilities  in  Lawrence.  More  will  be  said 
about  these  facilities  later. 

Selection  of  Students.  Faced  with  a limited  number 
of  places  in  a class  and  a simultaneously  limitless 
number  of  applicants,  it  is  evident  that  the  careful 
selection  of  candidates  is  one  of  the  primary  prob- 
lems of  the  medical  school.  This  is  true  not  only  of 
the  University  of  Kansas  but  also  of  every  other 
American  medical  school. 

Requirements.  The  medical  school  requires  that 
each  applicant  be  enrolled  in  a college  of  liberal  arts 
and  be  at  such  a stage  in  his  education  that  his  bac- 
calaureate degree  will  be  awarded  prior  to  the  open- 
ing of  medical  school  classes.  The  combined  degree 
program,  which  permitted  entrance  after  three  years 
of  collegiate  preparation,  is  no  longer  offered.  The 
faculty  is  convinced  that  a physician  needs  a broad 
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liberal  education  to  fit  him  for  his  profession.  Conse- 
quently, no  professional  degrees  such  as  pharmacy  or 
engineering  are  accepted  for  admission.  These  regu- 
lations can  be  waived  in  exceptional  circumstances  but 
the  faculty  is  reluctant  to  grant  waivers  of  any  kind. 

Mechanism  of  Selection.  Committee.  The  responsi- 
bility for  admissions  to  the  school  has  rested  for  years 
in  a faculty  Committee  on  Admissions.  At  the  pres- 
ent time  this  committee  consists  of  a chairman,  who 
is  assistant  dean  of  the  school,  and  nine  other  mem- 
bers of  the  faculty.  The  faculty  members  have  diver- 
sified interests:  two  are  basic  scientists;  one  is  a clini- 
cian with  basic  science  interests;  four  are  clinicians; 
two  are  psychiatrists.  The  diversity  of  interest  assures 
a well-balanced  committee. 

A word,  perhaps,  should  be  said  regarding  the 
psychiatrists.  It  is  the  experience  of  medical  schools 
that  the  majority  of  student  problems  that  arise  after 
admission  are  based  on  emotional  problems  of  the 
individual.  For  that  reason  we  try  diligently  to  ferret 
out  emotional  problems  before  admission.  The  un- 
stable, immature  individual  has  no  place  in  medical 
school. 

Procedures.  Each  applicant  for  admission  transmits 
to  the  medical  school  through  his  college  registrar  a 
transcript  of  his  academic  record.  This  record  is  eval- 
uated by  our  own  registrar. 

In  addition,  each  applicant  must  take  the  Medical 
College  Admission  Test,  developed  and  administered 
by  the  Educational  Testing  Service  of  Princeton,  New 
Jersey,  for  the  Association  of  American  Medical  Col- 
leges. This  test  is  divided  into  four  parts:  verbal  abil- 
ity, quantitative  ability,  modern  society,  premedical 
sciences.  Test  scores,  which  reveal  the  knowledge  of 
the  applicant  and  his  aptitudes  for  medicine,  are  re- 
leased to  the  medical  school  directly  by  the  testing 
service. 

The  medical  school  requests  from  the  applicant’s 
undergraduate  school  an  evaluation  of  the  candidate. 
This  preferably  comes  from  a committee  of  that  fac- 
ulty rather  than  from  a single  member.  The  evalua- 
tion covers  scholarship  (fund  of  information,  com- 
prehension, problem  solving  ability),  performance 
(reliability,  application  and  initiative,  judgment, 
originality),  and  character  (rapport  with  colleagues, 
poise,  ethical  standards,  reliability).  In  each  of  these 
categories  an  evaluation  of  superior,  satisfactory,  or 
unsatisfactory  is  given. 

Finally,  each  applicant  who  satisfies  the  minimum 
academic  requirements  for  admission  is  invited  to 
Kansas  City  for  a personal  interview.  Interviews  are 
held  usually  during  the  Christmas  recess  period.  Ap- 
proximately 50  applicants  are  interviewed  each  day 
in  the  following  manner.  Three  members  of  the 
Committee  on  Admissions  meet  jointly  with  three 
applicants  for  a period  of  45  minutes.  Each  appli- 


cant is  then  interviewed  for  five  minutes  by  the  com- 
mittee chairman  and,  lastly,  each  applicant  visits  with 
the  dean  for  five  minutes. 

At  the  end  of  the  interviews  all  information  is 
pooled,  and  on  the  basis  of  all  records,  selections  are 
made. 

Residence  Requirements.  Preference  is  given  to 
qualified  residents  of  Kansas.  In  diminishing  order, 
thereafter,  preference  is  given  to  residents  of  the 
surrounding  area  who  have  some  connection  with 
Kansas,  to  residents  of  states  that  have  no  medical 
schools,  to  other  persons. 

Comment.  One  of  the  major  problems  facing 
medical  education  today  is  a shortage  of  qualified 
applicants.  Since  the  rush  of  the  post-war  years,  the 
numbers  of  applicants  have  dwindled  until  this  year 
there  were  only  13,000  applicants  for  approximately 
7,600  places  in  first-year  classes.  These  figures  mean, 
of  course,  that  medical  schools  today  are  accepting 
1 out  of  every  1.8  applicants.  The  net  result  is  that 
some  schools  have  no  opportunity  to  be  selective. 
This  statement  relates  particularly  to  those  schools 
where  residence  requirements  are  stringent  and  the 
numbers  of  applicants  are  low. 

The  future  looks  brighter  as  college  enrollments 
increase,  but  the  time  has  obviously  come  for  medi- 
cine to  recruit  members  for  its  profession.  Every  mem- 
ber can  serve  tremendously  by  influencing  able  and 
outstanding  young  men  and  women  into  medical 
study.  If  we  are  remiss  and  allow  our  best  young  peo- 
ple to  embark  upon  other  careers,  we  shall  live  to  see 
our  standards  suffer. 

THE  CURRICULUM 

Your  medical  school,  like  many  others,  has  spent 
considerable  time  in  revising  its  curriculum  in  an 
attempt  to  make  it  more  meaningful  to  the  student. 
Curricula  in  the  past  have  grown  more  by  a process 
of  addition  and  accretion  rather  than  by  a process 
of  careful  selection  and  deletion.  For  two  years  the 
faculty  at  Kansas  studied  this  problem  and  for  two 
years  now  our  curriculum  has  been  as  follows: 

The  First  Year.  The  curriculum  of  the  first  year 
is  designed  to  present  in  an  integrated  fashion  the 
growth  and  development  of  the  normal  human  organ- 
ism. The  departments  of  anatomy,  biochemistry, 
physiology,  and  psychiatry  participate  in  this  program 
throughout  the  academic  year  without  regard  to 
ordinary  lines  of  departmental  organization.  The 
program  consists  of  the  following:  (A)  orientation; 
(B)  development  and  structure;  (C)  behavior  of 
the  living  organism;  (D)  communication  between 
the  organism  and  its  environment  and  among  its 
various  parts;  (E)  interchange  of  materials  between 
the  organism  and  its  environment  and  among  its 
various  parts;  (F)  utilization  of  materials;  (G)  ex- 
cretion of  waste  products;  (H)  reproduction. 
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In  a curricular  pattern  of  this  type  it  is  possible 
for  the  student  to  learn  fundamental  facts  in  an 
over-all  pattern  rather  than,  as  in  the  past,  to  learn 
isolated  facts  in  separate  courses.  All  examinations 
are  comprehensive. 

The  Second  Year.  Similarly,  the  second  year  cur- 
riculum is  designed  to  teach  the  fundamentals  of  the 
biology  of  human  disease  and  the  abnormal  organ- 
ism. In  this  year  the  departments  of  pathology,  mi- 
crobiology, pharmacology,  and  preventive  medicine 
correlate  their  instruction  so  that  similar  subjects  are 
studied  from  each  viewpoint  at  the  same  time.  Addi- 
tionally, in  this  year  physical  diagnosis,  the  introduc- 
tion to  clinical  medicine,  is  taught  in  the  same  cor- 
relative program.  Once  more,  final  examinations  are 
comprehensive. 

The  Third  Year.  The  third  year  is  divided  into 
three  trimesters  of  in-patient  clerkship,  one  of  inter- 
nal medicine,  one  of  pediatrics,  and  one  of  surgery. 
Didactic  classroom  hours  are  held  to  an  absolute 
minimum ; teaching  is  at  the  bedside.  Most  of  the 
teaching  program  is  carried  on  through  the  tech- 
niques of  ward  rounds,  conferences,  seminars,  and 
small  group  discussions. 

The  Fourth  Year.  This  year  is  divided  into  four 
quarters  as  follows:  one  of  preceptorship  (general 
practice,  state  hospital),  one  of  internal  medicine 
(out-patient  clerkship),  one  of  obstetrics  and  gyne- 
cology (in-patient  and  out-patient),  and  one  of  sur- 
gery (in-patient  and  out-patient). 

Elective  Work.  Each  student  is  provided  the  op- 
portunity to  take  elective  courses  and  to  pursue  in- 
vestigation. The  summers  are  free  for  such  activity 
as  well  as  free  time  during  the  formal  academic  year. 

National  Board  Examinations.  For  a medical  school 
faculty  to  be  able  to  analyze  its  teaching  effort  and  its 
products,  it  is  essential  that  it  compare  itself  with 
other  similar  programs.  One  mechanism  for  so  doing 
is  available  in  National  Board  Examinations . The 
faculty  of  the  school  voted  to  make  these  examina- 
tions compulsory  effective  with  the  class  entering  in 
September,  1954.  The  results  of  these  examinations 
will  not  be  the  measure  of  pass  or  fail  for  a student; 
rather,  they  will  inform  the  faculty  of  its  students’ 
performance  in  comparison  to  others  from  many 
schools.  The  student,  of  course,  may  use  the  exam- 
inations for  licensure.  We  await  the  first  results  with 
interest. 

RESEARCH 

The  medical  school  carries  on  an  active  research 
program  with  an  annual  budget  of  approximately 
$750,000.  All  of  this  budget  is  provided  by  sources 
other  than  the  state  treasury ; the  medical  school  has 
never  been  granted  an  appropriation  for  research. 
The  sources  of  research  funds  are  the  U.  S.  Public 


Health  Service,  the  various  voluntary  health  agen- 
cies, charitable  foundations,  and  private  philanthropy. 
Were  it  not  for  this  support,  the  medical  school 
would  have  no  research  program  of  note. 

Private  philanthropy  is  becoming  increasingly  a 
greater  source  of  research  funds.  In  the  last  few 
years  notable  gifts  have  been  made  and  bequests 
given  by  private  individuals  to  further  the  research 
effort.  The  establishment  of  memorials  of  large  and 
small  amounts  alike  has  made  possible  the  purchase 
of  necessary  equipment  and  the  payment  of  qualified 
personnel.  To  its  friends,  the  medical  school  is  deep- 
ly in  debt. 

All  endowments,  bequests,  and  gifts  for  the  medi- 
cal school  are  made  to  the  Kansas  University  En- 
dowment Association  through  whose  good  offices  the 
grantor  is  assured  that  every  cent  so  given  will  be 
spent  for  the  purposes  laid  down.  Many  members  of 
the  Society  have  been  instrumental  in  providing  such 
donations  and  to  them  we  are  most  grateful. 

SERVICE 

The  third  major  function  of  the  medical  center  is 
to  provide  medical  service  to  the  state  and  to  the 
profession.  All  of  the  service  provided  relates  to  the 
educational  effort. 

Out-Patient  Department . The  out-patient  depart- 
ment, in  which  most  of  the  fourth  year  and  some  of 
the  third  year  teaching  is  accomplished,  serves  only 
the  medically  indigent.  Clinic  patients  are  screened 
carefully  by  social  service  to  insure  that  no  person 
capable  of  paying  for  medical  care  is  seen.  In  the 
course  of  each  year  about  100,000  patient  visits  are 
made  to  this  department. 

In-Patient  Facilities.  Hospital  patients  are  of  two 
main  types:  the  indigent  (referred  by  county  wel- 
fare departments)  and  the  paying  (referred  by  prac- 
ticing physicians).  No  patient  is  admitted  unless 
referred  by  a physician  to  a physician  of  the  faculty. 
Each  patient  admitted  is  a teaching  patient  and  is 
seen  by  medical  students,  interns,  residents,  and  at- 
tending physicians.  It  is  only  in  this  manner  that  a 
teaching  hospital  can  be  maintained.  Approximately 
14,000  in-patient  admissions  occur  each  year. 

Affiliations.  The  medical  center  contains  only  600 
beds.  For  adequate  teaching,  therefore,  it  has  been 
necessary  for  the  medical  school  to  establish  affilia- 
tions with  other  hospitals.  At  present  our  affiliated 
hospitals  are:  the  Kansas  City  Veterans  Administra- 
tion Hospital  (medicine,  surgery),  the  Children’s 
Mercy  Hospital  (pediatrics),  the  Kansas  City  General 
Hospital  (obstetrics,  pediatrics),  and  the  Menorah 
Hospital  (medicine,  surgery).  The  total  costs  of  such 
affiliations  are  borne  by.  the  affiliating  hospitals  who 
thus  make  a contribution  to  medical  education. 
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FACILITIES 

The  construction  of  new  buildings  to  bring  the 
medical  center  up  to  modern  standards,  sparked  by 
the  legislative  appropriation  of  1949,  has  been  prac- 
tically completed.  When  the  psychiatric  unit  is  occu- 
pied in  March,  1956,  that  phase  of  the  development 
program  will  have  been  accomplished.  The  medical 
center  then  will  have  a capacity  of  600  beds  and 
adequate  facilities  for  the  instruction  of  the  three 
classes  of  medical  students.  Kansas  has  reason  to  be 
proud  of  its  medical  center. 

Library.  The  most  glaring  defect  for  years  in  the 
medical  school  has  been  its  lack  of  decent  library 
facilities.  This  defect  has  become  even  more  pro- 
nounced with  the  addition  of  more  students. 

The  present  medical  library  is  located  on  the  sec- 
ond floor  of  the  Administration  Building,  an  area  not 
designed  for  such  use.  Despite  the  fact  that  it  is  ex- 
cellently staffed  and  contains  volumes  to  the  total  of 
40,000,  its  use  is  severely  hampered  by  its  inadequate 
and  crowded  facilities.  For  instance,  there  are  seats 
for  only  50  persons  in  the  reading  room,  this  with 
a total  student  population  alone  of  some  700.  There 
are  no  study  areas  available  in  the  stacks. 

Fortunately,  the  Board  of  Regents  and  the  legisla- 
ture have  approved  our  request  for  $560,000  for  a 
new  library  unit.  The  plans  for  it  are  ready,  and  bids 
are  being  asked  at  the  present  time.  Construction  can 
begin  immediately  after  a bid  has  been  accepted ; the 
new  unit  should  be  completed  by  the  summer  of 
1957. 

Hopefully,  then,  we  anticipate  that  by  spring  we 
can  see  this  building  begin  to  take  shape.  It  will  be 
located  on  the  southwest  corner  of  the  Administra- 
tion Building,  to  match  Hinch  Hall  on  the  north- 
west. It  is  projected  as  a two-story  and  basement 
structure  to  house  both  the  medical  library  and  the 
Clendening  Library  of  the  History  of  Medicine.  It 
will  contain  sufficient  space  for  expansion  and  will 
have  seating  facilities  for  225. 

Future  Plans.  With  a library  unit  available  it  is 
possible  to  project,  at  long  last,  the  final  consolida- 
tion of  the  medical  school  on  a single  campus.  This 
consolidation  is  our  next  proposal. 

The  weaknesses  of  a divided  school  are  self-evi- 
dent. The  student,  for  example,  must  be  oriented  to 
:he  study  of  medicine  twice,  once  in  Lawrence,  once 
in  Kansas  City.  The  student  for  a period  of  a year 
is  out  of  contact  with  the  majority  of  the  faculty  and 
completely  divorced  from  the  clinical  atmosphere  and 
patients.  Similarly,  the  first  year  faculty  is  removed 
from  its  colleagues. 

The  circumstance  of  geographical  division  prevents 
the  inception  of  many  new  programs  and  hampers 
many  others.  The  next  step,  therefore,  will  be  to 
ask  appropriations  for  a medical  science  building  to 


house  the  first  year  on  the  Kansas  City  campus.  If 
certain  federal  legislation  is  passed,  this  dream  will 
become  a reality  within  a very  few  years ; otherwise, 
this  program  will  not  be  a reality  for  at  least  six 
years.  It  is  a must. 

After  consolidation,  the  real  need  for  the  campus 
will  be  research  facilities.  Generally,  all  the  necessary 
beds  are  available  and  no  hospital  expansion  is  an- 
ticipated. 

Student  Funds.  The  medical  school  continues  to 
look  with  disfavor  upon  scholarships  but  with  favor 
upon  loan  funds.  Loans  imply  a responsibility  on  the 
part  of  the  borrower ; by  their  repayment  other  stu- 
dents can  be  helped.  Substantial  loan  funds  have 
been  accumulated,  and  our  financial  problems  for 
students  seem  well  on  the  way  to  solution. 

The  John  M.  Porter  Fund.  The  Kansas  Medical 
Society  responded  in  dramatic  fashion  to  the  estab- 
lishment of  this  fund  after  the  untimely  death  of  our 
beloved  friend.  A sum  in  excess  of  $4,000  is  now  on 
deposit  to  assist  students  in  need.  For  this  additional 
fund  the  medical  school  is  deeply  in  debt  to  the 
Society. 

THE  AMERICAN  MEDICAL  EDUCATION  FOUNDATION 

All  medical  schools  are  experiencing  financial  dif- 
ficulties and  yours  is  no  exception.  The  flexible  funds 
made  available  by  the  AMEF  have  been  Godsends. 
They  have  made  possible  programs  that  otherwise 
would  have  been  out  of  reach ; they  have  provided 
salaries  for  faculty  that  otherwise  could  not  have 
been  obtained.  The  contributions  made  by  the  pro- 
fession can  keep  the  schools  alive.  The  schools  need 
these  contributions  desperately. 

The  medical  school,  perhaps,  has  nagged  about 
this  problem.  It  is  a pleasure  to  report  that  Kansas 
physicians  now  appear  to  be  setting  the  pace.  Con- 
tributions in  the  last  few  months  exceed  any  past 
experience.  For  this  indication  of  your  continuing 
support  all  of  us  are  extremely  grateful. 

GENERAL 

It  would  be  negligent,  indeed,  to  close  without 
paying  tribute  to  more  members  of  the  profession 
who  have  assisted  in  the  teaching  program.  To  the 
preceptors  we  are  deeply  in  debt;  they  have  made  a 
tremendous  contribution,  they  have  become  favorites 
of  our  students,  and  we  are  grateful.  To  the  lecturers 
who  voluntarily  contribute  their  services  we  are  also 
in  debt  and  publicly  so  acknowledge.  Finally,  to  the 
members  of  the  Menninger  Foundation  who  actively 
teach  in  our  psychiatry  program  we  are  grateful  in- 
deed. 

The  heart  of  medical  education  is  the  support  of 
the  physician.  We  look  forward  to  even  closer  rela- 
tionships and  to  many  years  of  mutual  progress  for 
our  society  and  our  school. 
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Department  of  Anatomy 

The  six  full-time  men  assigned  to  teaching  medi- 
cal students  unanimously  agree  that  our  first  and 
foremost  task  is  to  do  a good  job  of  teaching.  To 
this  we  have  dedicated  ourselves.  The  integrated  cur- 
riculum for  the  first  year  is  outlined  below  with 
emphasis  on  the  contributions  from  the  Department 
of  Anatomy. 

A.  Orientation.  Five  days.  A period  of  orientation 
during  which  an  attempt  is  made  to  acquaint  the 
student  with  the  organization  and  physical  make-up 
of  his  medical  school,  the  nature  of  his  work  and 
his  goals  while  in  medical  school,  the  type  of  atti- 
tude to  be  developed,  the  type  of  student-faculty  re- 
lationship to  be  sought,  and  the  relationship  of  his 
work  in  the  basic  sciences  to  clinical  medicine. 

B.  Development  and  Structure  of  the  Normal  Hu- 
man Organism.  Thirteen  weeks.  During  this  period 
the  student  concentrates  his  effort  on  the  study  of  the 
gross  and  microscopic  structure  of  the  normal  indi- 
vidual, correlating  adult  morphology  with  embry- 
onic development  and  with  behavior.  Emphasis  is 
placed  upon  the  unity  of  the  organism  and  the  con- 
tinuity of  development  throughout  life.  During  the 
remainder  of  the  year  the  study  of  anatomy  is  ex- 
panded, in  conjunction  with  the  detailed  study  of 
function,  by  the  use  of  prosections,  the  study  of 
models  and  histological  slides,  and  in  joint  confer- 
ences between  students  and  faculty  members  from  all 
four  departments.  Along  with  structural  develop- 
ment, the  student  is  introduced  to  the  development  of 
personality. 

C.  General  Introduction  to  the  Study  of  the  Be- 
havior of  the  Living  Organism.  One  week.  General 
characteristics  of  living  tissues  and  organisms  and 
the  methods  used  for  their  study. 

D.  The  Communication  of  Information  between 
the  Organism  and  Its  External  Environment  and 
among  the  Various  Tarts  of  the  Organism.  Five 
weeks.  Structural  and  functional  relationships  in  the 
central  nervous  system  which  enable  it  to  play  a ma- 
jor role  in  integrating  the  behavior  of  the  whole  or- 
ganism and  providing  a homeostatic  relationship  to 
its  changing  environment. 

E.  The  Interchange  of  Materials  between  the  Or- 
ganism and  Its  External  Environment  and  among 
the  Various  Parts  of  the  Organism.  Seven  and  one- 
half  weeks. 

1.  The  structure  of  the  transport  systems  within 
the  organism. 

F.  The  Excretion  of  Waste  Products  and  the  Main- 
tenance of  the  Constancy  of  the  Internal  Environ- 
ment. Two  weeks.  Renal  structure  and  function,  the 


maintenance  of  water  and  electrolyte  balance,  and 
body  temperature  regulation. 

G.  Reproduction.  One  week.  The  endocrinological 
regulation  of  reproduction:  gametogenesis,  folliculo- 
genesis,  fertilization,  pregnancy,  and  reproduction. 

Anatomy  lectures  and  laboratory  work  throughout 
the  year  are  designed  to  correlate  structure  at  the 
gross  and  microscopic  levels  with  function  from  the 
biochemical  and  physiological  standpoints. 

The  student  has  available,  as  a study  guide,  a syl- 
labus for  the  material  of  the  first  year  prepared  joint- 
ly by  members  of  the  four  departments. 

Examinations  are  given  at  intervals  throughout 
the  year  and  a comprehensive  examination  is  given 
at  the  end  of  the  year.  Promotion  to  the  second  year 
in  Kansas  City  will  depend  upon  the  student’s  per- 
formance on  these  examinations  and  on  his  work  in 
the  laboratories  and  conferences.  The  students  will 
receive  no  letter  or  numerical  grade,  but  will  simply 
be  passed  for  promotion  or  not. 

At  the  beginning  of  the  year,  each  student  is  as- 
signed to  and  meets  regularly  with  a faculty  mem- 
ber who  acts  as  his  counselor  for  the  entire  year,  for 
the  purpose  of  offering  help  and  guidance  in  any  of 
the  problems,  academic  or  otherwise,  which  may 
arise  in  the  course  of  the  student’s  work  in  the  first 
year. 

The  work  of  the  entire  year  is  equivalent  to  a total 
of  3 6 semester  hours  of  credit. 

RESEARCH 

This  is  in  keeping  with  modern  trends  of  medical 
education.  At  a recent  Institute  of  Teaching  Anatomy 
at  Swampscott,  Massachusetts,  considerable  time  was 
devoted  to  the  problems  of  integrating  teaching  for 
the  benefit  of  the  student’s  progress.  The  University 
of  Kansas  seems  to  be  one  of  the  few  leaders  in 
attacking  this  problem  of  integration.  Within  the 
space,  time,  and  faculty  limitations,  a fairly  work- 
able plan  has  been  evolved. 

The  life  and  spirit  of  a faculty  are  not  only  gov- 
erned by  the  enthusiasm  of  doing  a good  job  of 
teaching  but  by  the  quality  and  worth  of  research 
done  by  its  members.  The  following  is  a brief  listing 
of  recent  interests  in  the  various  areas  of  research. 

Basic  information  has  been  obtained  concerning 
the  sensitiveness  of  tissues  under  the  influence  of 
various  hormones,  including  the  sex  hormones  as  well 
as  those  from  the  thyroid  and  adrenal.  Within  the 
last  few  years  eight  men  who  have  been  trained  in 
this  work  are  now  teaching  in  eight  different  medical 
schools. 

Experiments  have  been  conducted  with  rats  in 
parabiosis  to  demonstrate  that  the  peripheral  nerves 
are  responsible  for  the  transport  of  tetanus  toxin  to 
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the  central  nervous  system.  It  has  been  demonstrated 
that  a nerve  regenerates  to  a greater  extent  into  the 
host  rat  which  is  in  parabiosis  with  the  donor  rat. 

Many  enzymes  and  nucleic  acids  have  been  an- 
alyzed microchemically  from  various  parts  of  the 
nervous  system.  This  can  be  done  with  an  amount  as 
small  as  a single  neuron.  The  quantitative  difference 
can  be  chemically  determined  between  a dorsal  root 
cell  and  a ventral  root  cell,  thus  paving  the  way  for 
understanding  why  the  spirochete  attacks  the  gang- 
lion cell  and  the  polio  virus  the  ventral  horn  cell. 

The  relationship  of  the  cerebrospinal  fluid  space 
with  the  other  spaces  of  the  body,  especially  the 
lymph,  has  been  studied.  One  cc.  of  25  per  cent 
trypan  blue  injected  into  the  pia-arachnoid  space  of 
the  opossum  disappears  within  one  hour  and  is  found 
in  the  spleen. 

Internal  radiation  with  radium  has  proved  the 
megakaryocyte  of  bone  marrow  to  be  the  precursor 
of  the  blood  platelet.  Radium  deposited  in  bones  of 
pregnant  rats  is  removed  by  lactating  hormone 
when  the  rats  are  suckling  and  leaves  the  mother  by 
way  of  the  milk  for  suckling  rats. 

Progress  is  also  being  made  on  the  problem  of  the 
route  taken  by  the  polio  virus  from  the  gastrointes- 
tinal tract  to  the  central  nervous  system.  A fluorescent 
dye  is  available  which  attaches  itself  to  the  antibody 
of  the  polio  antigen. 

Much  of  the  work  is  related  to  the  study  of  the 
enzyme  systems  as  they  appear  in  the  developing 
nervous  system.  Careful  work  definitely  points  the 
way  that  there  are  clear  cut  chemical  patterns  asso- 
ciated with  the  neuronal  patterns  as  they  appear  in 
the  maturing  central  nervous  system. 

Department  of  Biochemistry 

The  faculty  of  the  Department  of  Biochemistry 
consists  of  four  full-time  men  on  the  Lawrence  cam- 
pus and  several  members  with  joint  appointments  on 
the  Kansas  City  campus. 

Medical  biochemistry  is  now  taught  in  the  fresh- 
man year  as  part  of  the  whole  year  course  in  normal 
human  biology,  which  includes  participation  by  the 
Departments  of  Anatomy,  Biochemistry,  Physiology, 
and  Psychiatry.  Biochemical  aspects  are  taught  en- 
tirely during  the  spring  semester  except  for  less  than 
two  weeks  spent  on  the  biochemistry  of  components 
of  living  organisms.  Biochemical  and  physiological 
aspects  of  the  functioning  human  organism  are  taught 
as  a single  presentation.  On  the  Lawrence  campus, 
the  department  also  teaches  an  undergraduate  bio- 
chemistry course,  a year’s  course  in  general  biochem- 
istry for  graduate  students,  and  advanced  graduate 


courses  in  enzyme  chemistry,  proteins,  nucleic  acids, 
and  biochemical  preparations.  Six  Ph.D.  degrees  have 
been  completed  in  this  department  since  the  first 
one  in  1953. 

Research  under  way  in  Lawrence  includes  programs 
on  plasma  protein  fractionation,  enzyme  chemistry, 
pyrimidine  metabolism,  methyl  group  and  sulfur 
metabolism,  bacterial  metabolism,  and  virus  structure 
and  biosynthesis.  Research  space  includes  three  grad- 
uate laboratories  on  the  second  floor  of  Haworth  Hall 
and  two  new  750-square  foot  laboratories  built  just 
east  of  the  lower  part  of  Haworth  Hall.  The  new 
laboratories  are  for  plasma  protein  fractionation  and 
for  work  on  the  metabolism  of  pathogenic  organisms, 
respectively.  Special  research  equipment  includes  a 
large  electrophoresis  apparatus,  a Spinco  Model  E 
analytical  ultracentrifuge,  and  automatic  radioactive 
tracer  counting  equipment. 

Future  plans  include  mainly  an  attempt  to  keep 
going  in  the  present  inadequate  building  until  suit- 
able new  quarters  are  available. 

Department  of  Medicine 

Growth  and  change  in  the  Department  of  Medi- 
cine in  the  past  five  years  have  moved  at  so  rapid  a 
pace  that  I have  not  felt  previously  that  a "leveling” 
point  had  been  reached  sufficient  to  warrant  an  ap- 
praisal and  a report.  However,  by  July  1956,  our  im- 
mediate objectives  will  be  done;  therefore,  for  the 
first  time,  it  is  not  premature  and  anticipatory  to 
describe  the  Department  of  Medicine’s  program  and 
developments. 

The  physical  plant  additions  and  alterations  have 
been  apparent  to  each  of  you,  as  you  have  visited  the 
campus.  I know  that  between  your  visits  here,  it 
seemed  that  a new  wing  or  building  would  appear 
overnight.  To  those  of  us  working  on  the  campus, 
the  physical  growth  has  been  spectacular,  too.  How- 
ever, the  excitement  has  been  tempered  by  the  asso- 
ciated problems  of  floor  plans,  equipment,  alloca- 
tion of  space  and  minutiae,  such  as  color  schemes, 
etc.  On  occasion  it  has  been  difficult  to  recall  whether 
we  were  interior  decorators  or  physicians. 

Getting  the  physical  plant  and  activating  it  has 
been  an  initial  objective  for  the  Department  of  Medi- 
cine; however,  this  has  been  done  with  a certain 
basic  goal  or  philosophy  in  mind.  The  basic  philoso- 
phy, upon  which  the  growth  has  been  predicated,  can 
be  set  down  in  a few  lines: 

1 . To  develop  as  the  nucleus  of  the  department 
a core  of  general  internists.  This  group  of  men 
would  be  based  at  the  Medical  Center  with  offices 
and  hospital  services  under  their  direction.  These  men 
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would  carry  the  major  portion  of  the  medical  stu- 
dents’ curriculum  in  internal  medicine.  Physicians 
would  he  selected  who  understood  that  their  chief 
responsibility  was  to  demonstrate  the  daily  practice 
of  medicine  by  precept. 

2.  To  develop  around  this  core  of  general  intern- 
ists all  of  the  essential  specialties  of  internal  medi- 
cine. These  sections  would  carry  a lesser  role  in  the 
medical  students’  curriculum,  but  would  be  the  es- 
sential strength  of  residency,  fellowship,  and  post- 
graduate teaching. 

3.  To  combine  the  above  men  into  a smooth- 
working team  which  would  give  the  students  instruc- 
tion by  precept  in  the  methods  and  morals  of  the 
practice  of  medicine.  No  attempt  would  be  made  to 
give  a "course”  in  internal  medicine,  but  the  method 
would  be  essentially  one  of  presenting  a group  of 
men  practicing  medicine  as  well  as  they  know  how, 
in  near-ideal  surroundings.  Our  goal  was  to  instill 
in  the  students  an  awareness  of  the  science  of  medi- 
cine, and  equally,  the  art.  And  then  to  help  them 
sustain  their  desire  for  knowledge  after  graduation, 
we  planned: 

4.  To  strongly  support  postgraduate  efforts  for  the 
practicing  physician.  Each  man  joining  the  group 
would  join,  not  only  as  a teacher  at  the  undergradu- 
ate campus,  but  with  an  equal  responsibility  to  the 
men  already  in  practice. 

5.  To  support  research  areas  within  the  depart- 
ment and  to  obtain  for  these  areas  mature,  talented 
men  who  could  be  virtually  free  of  the  demands  of 
the  practice  of  medicine.  Efforts  would  be  made  to 
obtain  adequate  funds  to  give  them  freedom  from 
the  personal  harassments  of  fund-raising  and  to  give 
each  investigator  complete  charge  of  his  own  investi- 
gation. 

6.  To  develop  with  the  general  internists,  the  spe- 
cialists, the  investigators,  and  the  physical  plant  a 
residency  and  fellowship  program  in  internal  medi- 
cine which  would  be  outstanding;  to  make  this  resi- 
dency program  the  essential  administrative  frame- 
work of  the  department  with  the  realization  that  the 
strength  and  spirit  of  the  department  would  depend 
to  a large  measure  upon  the  quality  of  residents  we 
could  attract. 

These  have  been  the  broad  objectives,  and  this 
report  outlines  the  accomplishments  along  this  route. 

Physical  Plant.  At  the  University  we  now  have  124 
beds  for  internal  medicine  and  42  beds  for  tubercu- 
losis. In  addition  we  have  25  rooms  for  research,  one 
floor  for  out-patient  facilities,  adequate  office  space, 
and  special  clinical  areas  in  several  of  the  specialties. 
To  strengthen  the  available  bed-patient  material,  we 
also  administer  and  staff  218  beds  for  internal  medi- 


cine at  the  Kansas  City  (Missouri)  Veterans  Admin- 
istration Hospital. 

Personnel.  The  full-time  physicians,  located  at  the 
center  and  Kansas  City  Veterans  Administration  Hos- 
pital, are  24  in  number  and  divide  their  chief  activi- 
ties into  the  following  general  categories:  general 
medicine,  which  is  subdivided  into  four  sections ; the 
specialties,  which  are  subdivided  into  cardiovascular 
disease,  chest  disease,  gastroenterology,  hematology, 
metabolic  disease,  neurology,  and  rheumatology  and 
arthritis ; and  research,  which  includes  the  sections 
of  experimental  medicine ; atherosclerosis  research ; 
enzyme  chemistry  of  the  heart,  and  steroid  chemistry. 
All  of  these  sections  share,  in  various  appropriate 
ways,  responsibilities  for  the  out-patient  clinic,  post- 
graduate teaching,  residency  and  fellowship  pro- 
grams, and  investigative  work. 

In  this  report  I will  not  attempt  to  list  the  tangi- 
bles of  accomplishment  such  as  numbers  of  patients 
seen,  autopsy  percentage,  papers  published,  etc.  Per- 
haps next  year,  with  the  present  report  as  a back- 
ground, such  information  will  be  of  interest. 

Certain  intangible  activities  could  be  discussed  at 
length:  the  junior  internal  medicine  curriculum  based 
on  daily  patient-care  rounds,  the  senior  curriculum 
based  on  supervised  office  practice  of  medicine,  the 
instruction  time  given  by  men  practicing  in  the  com- 
munity, the  Friday  senior  out-patient  clinic  instruc- 
tion administered  by  the  Academy  of  General  Prac- 
tice, the  monthly  visits  as  lecturers  by  internists  from 
out  in  the  state  of  Kansas,  the  affiliation  with  Osa- 
watomie  State  Hospital,  the  technique  of  oral  and 
w'ritten  examinations  sponsored  by  the  department, 
the  administration  of  sophomore  physical  diagnosis 
by  members  of  the  department,  the  numerous  con- 
ferences and  teaching  clinics  sponsored  by  the  de- 
partment (the  Hixon  Hour,  Wednesday  Grand 
Rounds,  Monday  Staff  Meeting,  Post  Mortem  Regis- 
ter, C.P.C.,  Chest  Conference,  etc.),  the  grants  and 
endowments  obtained,  the  scope  of  the  residency  pro- 
gram, the  fields  of  research,  etc.  Each  of  these  items 
could  be  a separate  report. 

For  the  future,  we  hope  to  keep  to  the  same  basic 
philosophy.  To  strengthen  the  program,  we  intend 
to  develop  a metabolic  ward,  an  infectious  disease 
ward  (with  an  isolation  unit),  and  a neurology  ward. 
The  success  of  such  plans  is  to  a great  extent  de- 
pendent upon  the  section  chiefs  in  these  areas.  Other 
specialties  of  internal  medicine  have  been  purposely 
neglected  while  developing  those  which  seemed  essen- 
tial. In  the  near  future  these  additional  specialties 
will  be  considered.  Extension  of  the  residency  pro- 
gram to  other  hospitals  will  probably  occur,  also. 

The  five  years  this  author  has  spent  in  Kansas 
have  been  a stimulating,  exciting,  fruitful,  maturing, 
and  fatiguing  experience. 
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Department  of  Medical 
Microbiology 

In  the  past  year  the  activities  of  this  Department  of 
Microbiology,  the  youngest  department  in  the  School 
of  Medicine,  have  been  the  culmination  of  develop- 
ment that  began  physically  in  1952  with  the  com- 
pletion of  the  Medical  Science  Building.  "Micro- 
biology” seemed  preferable  as  a title  since  "Bacteriol- 
ogy” was  considered  too  limiting  a designation  even 
in  the  time  of  Louis  Pasteur  who  originally  preferred 
the  term  "microbiology.”  Teaching,  research,  and 
development  and  service  indicate  opportunities  and 
obligations  in  a three-pronged  attack. 

The  teaching  program  for  students  in  the  School 
of  Medicine  was  the  first  concern  of  the  department. 
Emphasis  is  placed  on  indoctrination  and  matura- 
tion of  the  student  so  that  he  will  be  soundly 
equipped  to  grasp  the  developments  five  years  hence; 
at  that  time,  as  a young  doctor  under  the  pressure 
of  practice  or  advanced  training,  he  must  cope  with 
advice  which  is  handsomely  presented  and  sometimes 
highly  commercial.  He  must  become  truly  able  to  re- 
quest individualized  aids,  to  evaluate  the  evidence, 
make  up  his  own  mind,  or  seek  appropriate  consulta- 
tion. 

The  responsibility  for  teaching  microbiology  to 
medical  students  was  assumed  by  this  department 
after  the  retirement  of  Professor  Noble  P.  Sherwood. 
The  goal  of  the  department  has  been  to  present  a 
science,  basic  to  the  understanding  of  infectious  dis- 
eases and  reactive  states,  with  stress  upon  principles 
that  are  especially  applicable  to  the  human  end  of  the 
comparative  spectrum.  The  several  areas  of  bacteriol- 
ogy, immunology,  mycology,  parasitology,  and  virol- 
ogy, along  with  the  immunochemistry  applicable  to 
each,  are  cohesively  presented.  The  logical  etiologic 
approach  frequently  involves  one  or  more  fields  when 
infectious  disease  affects  the  patient  and  confronts 
the  student  of  medicine,  first  in  school  and  later  in 
practice.  Teaching  has  been  correlated  with  other 
basic  medical  sciences  of  the  second  year,  especially 
with  pathology  and  pharmacology,  in  a curriculum 
which  was  purposefully  organized  to  impart  a grasp 
of  the  fundamentals  of  disease  processes. 

Medical  Microbiology  271  is  geared  especially  for 
medical  students  in  the  second  year  and  is  a pre- 
requisite for  other  courses  in  the  graduate  school.  It 
starts  with  a broad  orientation  over  the  entire  field 
and  produces  a common  experience  for  students  and 
potential  instructors  (graduate  and  medical  student 
colleagues).  Since  no  premedical  requirements  in 
bacteriology  now  remain  and  most  of  the  regular  stu- 
dents are  completely  uninitiated,  some  initial  emphasis 


must  be  upon  ecology  and  vocabulary.  For  medical 
students  who  have  a master’s  degree  in  bacteriology 
or  a related  field,  there  has  been  encouragement  and 
opportunity  to  carry  out  special  projects,  as  their  time 
permits.  Some  of  them  serve  as  teaching  or  research 
assistants.  By  now,  a fairly  even  pace  of  lectures  and 
laboratory  experience  has  been  set  for  second  year 
students  based  upon  accumulated  experience  and 
student  response  over  the  three  years  since  the  new 
facilities  were  opened. 

Graduate  education  toward  advanced  degrees  is 
making  excellent  progress  in  a program  approved 
for  candidates  for  both  the  M.A.  and  Ph.D.  degrees. 
Six  students  are  progressing  nicely  in  various  stages 
of  courses  and  investigative  work  (one  now  is  writ- 
ing a thesis).  These  advanced  studies  are  available  to 
individuals  with  a bachelor's  degree,  and  the  pre- 
requisites are  the  same  as  for  entrance  to  the  school 
of  medicine.  Medical  students,  technologists,  and 
research  assistants,  as  well  as  regular  and  independ- 
ent graduate  students,  may  enroll.  Eligible  doctors  in 
postgraduate  medicine  are  welcome  to  take  courses 
or  participate  in  the  program,  with  progress  to  can- 
didacy and  achievement  of  the  degree  being  depend- 
ent upon  fulfillment  of  requirements. 

Instruction  for  students  in  the  training  course  for 
medical  technologists  includes  45  regular  lectures 
and  demonstrations.  These  students  may  enroll  in 
Medical  Technology  70  and  71  for  university  credit 
toward  a bachelor’s  degree.  One  day  of  the  annual 
three-day  continuation  study  for  medical  technology 
is  devoted  to  microbiology. 

To  accomplish  tasks  and  achieve  these  goals,  a di- 
versified staff  was  required,  and  such  a full  faculty 
has  been  diligently  occupied  in  fulfilling  these  re- 
sponsibilities. A competent  and  well  motivated  fac- 
ulty develop  mutual  stimulation  with  inquisitive  and 
purposeful  students. 

Facilities  for  laboratory  and  office  space  are  con- 
centrated on  the  fourth  floor  of  the  Medical  Science 
Building  where  heightened  activities  have  led  to 
sharing  of  all  space  for  research  and  development, 
class  preparations,  graduate  teaching,  and  service  in 
special  procedures. 

The  activities  of  the  staff  may  be  divided  according 
to  their  responsibilities  in  (a)  teaching,  (b)  research 
and  development,  and  (c)  service.  Furthermore,  there 
is  subdivision  into  sections,  viz.  bacteriology,  im- 
munology and  immunochemistry,  mycology,  para- 
sitology, and  virology.  Each  section  is  headed  by  a 
senior  staff  man  in  accordance  with  his  primary  in- 
terest, motivation  and  background ; all  are  men  with 
advanced  graduate  degrees.  The  chairman,  who  is  a 
doctor  of  medicine,  serves  on  the  integrated  curricu- 
lum committee  for  teaching  second  year  medical  stu- 
dents and  organizes  and  is  moderator  of  the  weekly 
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integrated  seminars  for  the  same  group  in  the  first 
quarter.  Each  group  of  24  second  year  students  has 
an  assigned  faculty  advisor  throughout  the  year.  This 
advisor  is  a doctor  of  philosophy  with  whom  each 
student  has  an  opportunity  for  close  contact  in  the 
laboratory,  individualized  instruction,  and  confer- 
ences. Many  students  follow  this  close  association 
throughout  the  clinical  years  and  into  the  period  of 
postgraduate  medical  education. 

In  teaching,  host-parasite  relationship  is  empha- 
sized in  the  orientation  period  which  precedes  in- 
doctrination in  immunology  and  the  more  detailed 
study  of  special  agents.  The  role  of  the  host  and  the 
microorganism  is  studied  as  a matter  of  principle, 
and  the  students  become  acquainted  with  viruses  as 
well  as  bacteria,  fungi,  and  parasites  early  in  the 
initial  period  of  orientation.  The  lectures  are  divided 
among  various  members  of  the  staff,  and  certain  or- 
ganisms are  used  to  illustrate  and  emphasize  mech- 
anisms by  which  microorganisms  can  cause  disease. 

Correlation  of  information  concerning  infectious 
diseases  is  accomplished  by  ward  rounds  and  confer- 
ences which  are  moderated  by  an  associate  in  medi- 
cine and  microbiology;  he  is  also  responsible  for  an 
elective  course  (290)  designed  particularly  for  medi- 
cal students  in  the  third  year  and  for  postgraduate 
medical  education.  Problems  of  infectious  disease,  as 
they  apply  daily  to  local  community  health,  and 
emphasis  on  the  communicability  of  microorgan- 
isms, are  brought  into  the  program  by  the  city- 
county  health  director,  who  participates  in  lectures 
to  the  second  year  class,  in  conferences  and  in  sem- 
inars as  associate  clinical  professor  of  microbiology 
and  medicine. 

Section  on  Bacteriology:  This  is  the  chief  area  of 
the  chairman  who  directs  attention  to  problems  of 
host-parasite  relationship,  streptococci  and  strepto- 
coccal infections,  particularly  as  applied  to  rheumatic 
disease  and  to  the  prevention  of  rheumatic  fever. 
These  problems  are  considered  as  appropriate  models 
for  emphasis  upon  fundamentals  related  to  the  hu- 
man end  of  the  comparative  spectrum  in  clinical  re- 
search. In  the  development  of  what  appears  to  be  a 
new  era  in  preventive  medicine,  the  family  doctor  is 
assuming  an  important  role  in  the  prevention  of  car- 
diac disease.  Tuberculosis  is  another  disease  which 
is  emphasized;  it  follows  immediately  after  the  intro- 
duction to  immunology  and  hypersensitivity.  In  the 
presentation  of  antibiotics,  the  microbiologic  aspects 
are  stressed,  and  there  is  a close  association  in  this 
area  with  the  Department  of  Pharmacology. 

The  immunology  and  immunochemistry  section  in 
association  with  clinicians  is  responsible  for  lectures 
and  the  laboratory  in  teaching  of  medical  students 
and  the  correlation  of  fundamentals  of  hypersensi- 


tivity as  applied  to  the  study  of  allergy  in  medicine 
and  pediatrics.  Immunohematology  also  is  stressed. 
Each  year  the  course  in  principles  of  immunology  and 
immunochemistry  (315)  is  presented  to  graduate 
students. 

The  head  of  the  sections  on  mycology  and  para- 
sitology was  permitted  to  accept  a fellowship  pro- 
vided by  the  China  Medical  Board  which  allowed 
him  to  study  tropical  medicine  in  the  Central  Ameri- 
can countries  through  the  summer  of  1955.  Material 
from  this  sojourn  has  been  valuable  to  classroom 
teaching  and  in  talks  for  professional  and  lay  groups. 

The  section  in  mycology  works  in  close  association 
with  the  local,  midwest  unit  of  the  Communicable 
Center,  U.S.P.H.S.,  and  with  the  infectious  disease 
section  in  which  there  is  interdepartmental  coopera- 
tion with  the  Department  of  Medicine.  A special 
lectureship  in  mycology  was  presented  for  students 
by  Norman  Conant,  Ph.D.,  who  was  guest  professor 
in  this  department  during  the  week  in  which  he  was 
guest  speaker  in  the  Department  of  Postgraduate 
Education. 

The  section  in  parasitology  presents  its  material  to 
medical  students  in  close  collaboration  with  public 
health  and  audio-visual  education,  especially  from 
the  standpoint  of  preventive  medicine  and  tropical 
disease.  A course  in  Parasitic  Protozoa  (305)  has 
been  presented  to  graduate  students. 

The  virology  section,  in  addition  to  the  instruc- 
tion of  medical  students,  presents  a course  in  Viral 
and  Rickettsial  Infections  (314)  for  graduate  credit. 

Those  in  research  and  development  have  been  espe- 
cially active  in  the  following  areas  of  endeavor:  The 
role  of  heparin  and  tissue  mast  cells  in  proliferation 
of  mesenchymal  tissue  as  related  to  skin,  synovial, 
and  cardiac  tissue  is  being  investigated  with  the  sup- 
port of  a contract  with  the  Office  of  Naval  Research. 
This  work  includes  application  of  tissue  culture  and 
has  been  in  cooperation  with  the  chief  of  the  section 
of  plastic  surgery.  Two  publications  have  come  from 
this  investigation  which  have  dealt  with  its  applica- 
tion to  formation  of  keloids.  Parallel  efforts  have  been 
brought  to  bear  upon  the  problem  of  collagen  dis- 
eases, especially  as  related  to  pathogenesis  of  rheu- 
matic fever,  rheumatoid  arthritis,  and  lupus  ery- 
thematosus. Study  of  means  for  the  prevention  of 
streptococcal  infection  and  control  of  rheumatic  fever 
and  rheumatic  heart  disease  has  been  in  collaboration 
with  the  Children’s  Convalescent  Center ; it  has  been 
made  possible  by  the  sustained  assistance  of  medical 
and  graduate  students.  At  the  Children’s  Convalescent 
Center  a study  of  siblings  in  the  search  for  control 
of  rheumatic  fever  through  preventive  programs  was 
initiated  by  this  department  with  the  support  of  local 
heart  associations  and  with  microbiologic  laboratory 
participation  made  possible  through  an  Office  of  Naval 
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Research  contract,  grants  from  the  National  Heart  In- 
stitute, USPHS,  and  a pharmaceutical  firm.  One  pub- 
lication has  appeared  from  these  collaborative  efforts 
and  three  have  been  accepted  for  publication. 

A battery  of  tests  has  been  developed  to  evaluate 
activity  of  reactive  states  with  special  reference  to 
collagen  diseases  and  keloid  formation.  This  has  been 
applied  to  clinical  investigation  and  to  study  of  ani- 
mals, especially  dogs  and  swine,  with  reference  to 
protein-bound  polysaccharides,  C-reactive  protein, 
Weltmann  reaction,  antistreptolysin  O titers,  and 
status  of  heparin  by  cold  precipitate  and  heparin  tol- 
erance. A preliminary  report  has  been  published  con- 
cerning this  program.  The  comparative  study  of  re- 
actions in  dogs  and  swine  with  those  in  man  has  been 
supported  by  a grant  from  the  National  Heart  Insti- 
tute and  through  the  cooperation  of  the  Department 
of  Surgery  in  operative  procedures  on  the  animals. 
This  is  also  in  collaboration  with  the  cardiovascular 
and  experimental  medicine  sections  in  the  Depart- 
ment of  Medicine. 

Medical  students  have  shown  initiative  in  various 
phases  of  the  programs  since  the  outset,  and  some 
of  these  men  are  now  in  postgraduate  medical  train- 
ing. One  student  presented  the  preliminary  paper  on 
"Importance  of  Studying  Siblings”  at  a national  bac- 
teriologists’ meeting. 

Particular  progress  is  being  made  in  studies  by 
paper  electrophoresis  on  protein-bound  polysac- 
charides and  proteins  associated  with  the  battery  of 
other  tests  for  collagen  diseases.  The  effort  of  gradu- 
ate students  has  been  largely  instrumental  in  devel- 
oping and  applying  paper  electrophoresis  to  this  re- 
search. 

One  staff  member  who  is  research  bacteriologist  at 
the  Veterans  Administration  Hospital,  Kansas  City, 
directs  research  in  tuberculosis  which  is  concerned 
especially  with  the  effect  of  certain  dietary  lipids  and 
protein  intake  on  experimental  tuberculosis.  From 
these  studies  a publication  has  appeared  during  the 
past  year  after  presentation  at  a national  meeting. 
Work  has  been  going  ahead  on  rapid  slide  culture 
for  primary  isolation  of  M.  tuberculosis  in  collabora- 
tion with  other  groups,  and  it  has  been  accepted  for 
publication  also.  Investigations  are  being  made  into 
the  prediction  of  sensitivity  of  M.  tuberculosis  as  it 
is  associated  with  enzymatic  activities. 

Responsibility  here  at  the  Medical  Center  for  bac- 
terial physiology  and  metabolic  activities  of  bacteria 
is  now  assigned  to  a single  staff  member  whose  re- 
search activities  are  coordinated  with  members  of  the 
surgical  staff  in  a project  designed  to  test  the  relative 
efficacy  of  combinations  of  drugs  for  pre-operative  in- 
testinal antisepsis.  This  project  is  supported  by  a grant 
from  a pharmaceutical  company  and  is  administered 
by  the  Department  of  Surgery.  Other  personal  and 


special  interests  in  this  field  are  concerned  with  rela- 
tionship of  bacteria  to  surface  active  agents  and  other 
chemical  agents  with  antimicrobial  properties. 

The  head  of  the  virology  section  is  also  chairman 
of  the  Research  Committee  of  the  University  of  Kan- 
sas Medical  Center  and  has  devoted  continuous  at- 
tention to  fundamental  aspects  of  the  transplantabili- 
ty  of  tissues  in  collaboration  with  the  Surgery  Depart- 
ment and  the  section  on  immunochemistry.  Six  pub- 
lications have  resulted  from  this  work  and  several 
students  have  participated  in  it.  In  1955  a student 
working  in  this  section  won  the  Haden  medal  for  the 
outstanding  piece  of  research  by  a medical  student 
and  another  placed  second ; this  medal  was  also  won 
by  these  same  students  in  1953.  They  likewise  won 
an  award  from  the  Kansas  Division  of  the  American 
Cancer  Society,  for  outstanding  research  in  the  field 
of  "growth  of  normal  and  neoplastic  tissues.”  The 
principal  investigator  and  his  colleagues  won  the 
same  award  for  post-doctorate  research  in  1953  and 
1954. 

The  main  features  of  the  above  research  have  been 
concerned  with  effects  of  x-irradiation,  splenectomy, 
injection  of  skin  extracts,  and  the  transplantation  of 
multiple  grafts  on  the  skin  in  mice.  The  influence  of 
genetic  factors  on  the  growth  of  homografted  skin 
in  inbred  strains  of  mice  and  the  role  of  proteolytic 
enzymes  in  the  rejection  mechanism  of  homografted 
skin  are  being  studied  with  the  support  of  the  U.  S. 
Public  Health  Service. 

During  the  past  year  the  American  Cancer  Society 
has  sponsored  a project  concerning  the  importance 
of  humoral  factors  on  the  transplantability  of  homol- 
ogous tissues.  At  present  a study  is  being  made  on 
the  changes  in  electrophoretic  patterns  of  serum  pro- 
teins in  homografted  (skin)  mice,  guinea  pigs,  and 
rabbits.  Also  the  agar  diffusion  method  is  being  ap- 
plied to  a search  for  antibodies  which  may  arise  in 
these  animals. 

A project  searching  for  methods  to  stimulate  the 
growth  of  specific  viruses  in  foreign  hosts,  especially 
chick  embryos,  has  been  sponsored  by  another  phat- 
maceutical  company  during  the  last  three  years.  Some 
of  this  work  (on  swine  influenza  virus)  was  pre- 
sented at  a national  meeting.  Specialized  tissue  cul- 
ture techniques  are  also  utilized  in  this  project. 

Medical  students  have  been  advised  on  sponsored 
projects  as  follows:  (A)  work  on  resistance  of  bac- 
teria to  antibiotics;  (B)  work  on  antigenic  analysis 
of  human  malignancies;  (C)  growth  of  malignan- 
cies in  irradiated  heterologous  hosts. 

The  areas  of  parasitology  and  virology  are  cooper- 
ating in  research  sponsored  by  the  National  Science 
Foundation.  This  investigation  is  concerned  with  the 
spread  of  GDVII  virus  within  the  host,  the  presence 
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of  viral  inhibitory  substance  in  feces,  and  the  relation- 
ship between  viruses  and  protozoa  or  helminths.  An- 
tibiotic substances  produced  by  molds  also  are  being 
studied. 

Research  activities  in  the  section  on  immunochem- 
istry  are  centered  upon  studies  on  the  effects  of 
whole-body  ionizing  radiation  on  the  hypersensitive 
state.  Collaborators  include  Noble  P.  Sherwood, 
M.D.,  Ph.D.,  emeritus  professor  of  bacteriology,  and 
colleagues  as  well  as  some  members  of  the  Depart- 
ment of  Radiology.  Two  students  are  also  working 
on  the  project  along  with  two  research  and  labora- 
tory assistants. 

This  section  is  also  associated  in  a study  of  the 
immunologic  aspects  of  skin  transplantation  as  indi- 
cated above  and  in  the  development  of  techniques 
for  sterilization  and  lyophilization  of  aortic  grafts. 
Studies  on  hypersensitivity  to  human  pituitary  ex- 
tract, as  well  as  clinical  and  laboratory  studies  of 
patients  with  recurrent  infections,  are  carried  out  in 
association  with  allergists  on  the  staff  of  the  School 
of  Medicine. 

Service  rendered  by  the  members  of  this  depart- 
ment has  been  related  to  activities  in  the  clinical  bac- 
teriology laboratory  and  to  the  training  of  students 
in  medical  technology  in  special  diagnostic  proce- 
dures within  the  departmental  laboratories;  here  they 
are  associated  with  preparation  of  material  for  in- 
struction in  class  as  well  as  research  and  development. 
Members  of  the  staff  have  service  responsibilities 
which  correspond  to  the  respective  areas  of  teaching 
and  research.  Lectures  and  demonstrations  are  geared 
to  diagnostic  aspects.  These  diagnostic  services,  along 
with  adequate  consultation,  are  available  to  students 
at  all  levels,  interns,  residents,  staff  men  associated 
with  the  Medical  Center,  and  physicians  who  submit 
material  through  the  mail  or  bring  it  in.  Reference 
material  is  made  available  to  doctors  of  the  state  in 
the  fields  of  mycotic  and  parasitic  diseases  upon  re- 
quest. 

Each  of  the  staff  has  participated  in  programs  of 
postgraduate  medicine  and  continuation  study,  in- 
cluding the  circuit  courses.  Speaking  engagements 
associated  with  various  phases  of  activity  have  been 
part  of  the  service  provided  by  members  of  the  de- 
partment. Under  the  auspices  of  the  Kaw  Valley 
Heart  Association,  12  talks  have  been  scheduled  per- 
taining to  problems  of  rheumatic  fever,  rheumatic 
heart  disease,  and  preventive  measures.  Lectures  on 
poliomyelitis  have  been  presented  to  lay  groups. 

This  report  is  respectfully  submitted  in  apprecia- 
tion of  the  support  of  the  profession  and  the  people 
who  have  presented  these  opportunities  and  for 
whom  these  responsibilities  have  been  brought  to  ful- 
fillment. 


Department  of 
Obstetrics  and  Gynecology 

The  triple  function  of  teaching,  patient  care,  and 
research  in  a clinical  department  has  been,  in  the 
Department  of  Obstetrics  and  Gynecology,  largely 
fulfilled  in  teaching  and  patient  care  in  the  past  sev- 
eral years.  Only  recently  has  it  been  possible  to  de- 
velop a research  program. 

With  the  opening  of  the  "D”  and  "F”  building, 
this  department  has,  for  the  first  time,  a modern  hos- 
pital set-up.  Always  before  it  has  been  housed  in 
various  "temporary”  sections  of  the  hospital  build- 
ings. There  are  now  45  obstetric  and  28  gynecologic 
beds  with  a thoroughly  modern  delivery  room  suite 
where  it  is  possible  to  do  cesarean  sections  at  any  time 
of  the  day  or  night  without  the  delays  incident  to 
setting  up  the  surgery  suite.  The  out-patient  section 
is  immediately  adjacent  to  the  in-patient  floor  and  has 
a total  of  some  14,000  visits  annually.  Five  mornings 
per  week  are  devoted  to  obstetrics  and  five  after- 
noons to  gynecology.  The  fourth  year  students  are 
taught  in  these  clinics  at  the  same  time  they  are  in 
attendance  on  the  hospitalized  patients. 

It  is  now  possible  to  conduct  a great  deal  of  the 
teaching  on  the  basis  of  ' one  teacher,  one  patient, 
and  one  student.”  It  has  been  the  policy  in  this  de- 
partment to  change  teaching  methods  by  evolution 
rather  than  revolution.  There  are  still  a few  lecture 
sessions  (32  hours)  for  the  second  year  class  to  intro- 
duce them  to  the  basic  anatomic,  physiologic,  and 
pathologic  fundamentals  in  this  clinical  field.  This  is 
followed,  in  the  third  year,  by  a series  of  case  analyses 
in  the  field.  Particularly  instructive  past  and  present 
case  histories  are  detailed  and  discussed.  Each  stu- 
dent is  then  ready  to  intelligently  approach  the  pa- 
tients he  will  see  in  his  clerkship  as  a fourth  year 
student.  One  half  the  class  remains  at  the  Medical 
Center  for  this  practical  teaching  and  the  other  half 
goes  to  the  Kansas  City  (Missouri)  General  Hospital, 
where  a staff  of  12  clinical  teachers  conducts  the  teach- 
ing program.  A coordinator  from  the  Medical  Cen- 
ter spends  half  his  time  in  either  place.  The  final  oral 
examinations  are  conducted  by  a team  of  teachers 
from  both  staffs  and  can,  thus,  examine  the  teachers 
as  well  as  the  students. 

The  department  is  deeply  grateful  to  the  staff  of 
the  General  Hospital  who,  with  the  part  time  teach- 
ers at  the  Medical  Center,  serve  enthusiastically  and 
efficiently  without  salary.  A good  teaching  program 
without  heavy  expense  is  difficult  to  obtain. 

This  department  was  one  of  the  first  to  become 
deeply  interested  in  the  postgraduate  refresher  and 
circuit  course  program  for  practitioners.  The  three- 
day  refresher  course,  given  annually,  has  now  devel- 
oped to  the  stage  that  guest  speakers  from  various 
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parts  of  the  country  are  not  only  willing  but  anxious 
to  come  here  to  participate  in  the  program.  The  stead- 
ily increasing  enrollment  of  men  from  Kansas  and 
other  states  (one  from  New  York,  several  from 
Texas,  and  one  from  Washington  this  past  year) 
gives  assurance  of  the  appreciation  of  these  teaching 
ventures. 

The  residency  training  program  continues  to  be 
popular.  It  is  being  gradually  increased  in  duration 
from  the  basic  three  years  to  about  four  years.  Pref- 
erence is  given  to  Kansas  residents,  but  men  are  also 
appointed  from  elsewhere;  some  of  these  men  will 
subsequently  locate  in  Kansas.  Of  the  four  men  fin- 
ishing this  training  this  past  year,  three  located  in 
Kansas,  in  Wichita,  Hutchinson,  and  Manhattan.  The 
fourth  went  back  to  his  home  town,  Lincoln,  Ne- 
braska. 

The  research  effort,  supported  by  donations  of  the 
full  time  staff  to  the  Department  Developmental 
Fund,  and  by  grants  in  aid  from  federal  agencies, 
drug  manufacturers,  and  the  Midwest  Research  In- 
stitute, has  grown  apace  in  the  last  few  years.  Four 
technicians  and  one  microbiologist  are  currently  em- 
ployed. Study  continues  in  the  physiology  and  pathol- 
ogy of  labor ; mineral  metabolism  in  pregnancy ; preg- 
nancy tests  and  testing ; uterine  motility ; the  chemical 
and  metabolic  basis  of  genital  infection ; the  endo- 
crinology of  cancer  and  other  gynecologic  entities, 
and  an  extensive  study  of  the  relative  merits  of  the 
protein  bound  iodine  and  the  basal  metabolic  rate  as 
indicators  of  thyroid  function  both  in  the  pregnant 
and  nonpregnant  patient. 

For  more  than  a year  there  has  been  in  operation 
an  affiliation  with  the  Osawatomie  State  Hospital 
whereby  each  resident  spends  six  months  on  full 
time  and  is  assisted  two  days  per  week  by  one  of  our 
full-time  staff.  This  has  afforded  additional  clinical 
material  for  the  residents  and  improved  care  for  the 
inmates  of  this  hospital.  While  it  has  involved  con- 
siderable sacrifice  for  the  full-time  staff  of  the  Medi- 
cal Center,  it  is  believed  to  be  an  eminently  worth- 
while project.  At  the  behest  of  Dr.  G.  W.  Jackson, 
this  program  has  been  recently  enlarged  to  include 
the  Beloit  Home  for  Girls  and  the  Larned  State  Hos- 
pital. 

Teaching,  both  undergraduate  and  postgraduate,  is 
our  first  consideration.  Proper  care  of  a sufficient 
volume  of  patients  is  essential  to  the  teaching  pro- 
gram. Research  will  be  conducted  so  far  as  personnel 
and  financial  support  will  permit.  Service  to  physi- 
cians and  residents  of  the  state  is  also  a prime  ob- 
jective. 

Department  of  Ophthalmology 

The  Department  of  Ophthalmology  has  an  active 
staff  of  15  members,  all  of  whom  are  certified  by  the 


American  Board  of  Ophthalmology.  Four  of  the  staff 
members  are  half-time  and  the  others  devote  one  to 
three  mornings  a week  to  the  operation  of  the  Eye 
Out-Patient  Department  and  surgery. 

The  Eye  Out-Patient  Department  operates  a gen- 
eral clinic  on  Monday,  Wednesday,  and  Friday  morn- 
ings. This  is  for  the  care  of  indigent  patients.  Except 
in  the  case  of  emergencies,  appointments  are  to  be 
made  for  all  clinic  patients.  Insofar  as  possible  pri- 
vate patients  are  not  seen  at  the  Eye  Out-Patient  De- 
partment. They  are  asked  to  make  appointments  with 
physicians  directly  so  that  they  will  be  seen  in  private 
offices  away  from  the  Medical  Center.  This  arrange- 
ment is  desirable  in  order  to  allow  staff  members  to 
devote  all  their  time  at  the  hospital  to  the  training  of 
students  and  residents  as  well  as  the  care  of  clinic 
patients. 

All  new  clinic  patients  are  seen  in  the  General  Eye 
Clinic  on  Monday,  Wednesday,  or  Friday  morning 
and  are  then  referred  to  the  special  clinics  if  neces- 
sary. The  special  clinics  are:  Field  Clinic  Monday 
afternoon,  Refraction  Clinic  Tuesday  and  Thursday 
afternoon,  and  Glaucoma  Clinic  Thursday  morning. 
Eye  surgery  is  performed  on  Tuesday,  Thursday,  and 
Saturday  mornings.  Both  private  and  clinic  surgery 
is  performed  on  those  mornings.  All  clinical  surgery 
is  under  the  direct  supervision  of  the  attending  staff. 
No  patient  is  operated  upon  unless  the  resident  is  as- 
sisted by  a staff  member. 

The  Department  of  Ophthalmology  has  a section 
devoted  to  ophthalmic  pathology  which  is  operated 
in  cooperation  with  the  Department  of  Surgical  Pa- 
thology. It  is  interested  in  processing  all  the  eyes 
which  can  be  obtained.  Reports  and  slides  of  all  eyes 
studied  are  returned  to  the  referring  physicians. 

In  order  to  increase  the  collection  of  teaching 
slides,  the  Department  of  Ophthalmology  will  photo- 
graph all  external  and  fundus  lesions  on  private  or 
clinic  patients  at  no  cost  to  the  physician  or  patient. 
A copy  of  the  slide  will  be  sent  to  the  referring  physi- 
cian. Fundus  and  external  photographs  are  taken  on 
Monday,  Wednesday,  and  Friday  mornings  by  ap- 
pointment. 

A weekly  Eye  Clinicopathological  Conference  is 
held  in  the  Eye  Out-Patient  Department  at  8:30  A.M. 
During  the  months  of  September,  October,  and  No- 
vember the  conferences  are  on  Monday  mornings; 
December,  January,  and  February,  Wednesday  morn- 
ings; and  March,  April,  and  May,  Friday  mornings. 
These  conferences  are  open  to  all  physicians  who  wish 
to  attend,  and  both  private  and  clinic  patients  are 
seen. 

The  residency  program  is  being  changed  to  a three- 
year  period  starting  in  July,  1956,  because  of  the 
change  in  requirements  by  the  American  Board  of 
Ophthalmology.  After  July,  1956,  there  will  be  three 
residents  in  training  at  the  Medical  Center.  Prior  to 
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the  house  staff  training  there  is  a requirement  of  at 
least  three  months  basic  science  in  ophthalmology. 

The  Department  of  Ophthalmology  at  present  is 
interested  in  two  clinical  research  programs,  one  on 
the  diagnosis  and  treatment  of  uveitis  and  the  sec- 
ond on  diagnosis  and  treatment  of  retinal  separation. 

Department  of 
Otorhinolaryngology 

This  department  contributes  to  the  teaching  pro- 
gram in  three  areas.  At  the  undergraduate  level  12 
lectures  are  delivered  to  the  third  year  medical  stu- 
dents, and  during  the  academic  months  the  fourth 
year  students  attend  the  out-patient  clinic  and  oper- 
ating room  activities  in  groups  of  six.  Thirty  didactic 
lectures  are  given  to  the  fourth  year  students  in 
groups  of  30.  The  program  is  completed  by  small 
seminars  and  daily  rounds. 

The  postgraduate  program  for  house  officers  con- 
sists of  the  instruction  of  five  residents  who  are  in 
service  the  year  around.  Four  remain  at  the  university 
and  one  at  the  affiliate  institution,  the  Kansas  City 
General  Hospital.  Eight  visiting  otolaryngologists 
participate  in  an  approved  three-year  residency  in- 
struction program.  Basic  sciences  are  taught  along 
with  the  clinical  experience  but  are  supplemented  by 
formal  instruction  periods  in  pathology,  embryology, 
physiology,  and  anatomy.  In  the  early  spring  of  each 
year,  in  conjunction  with  the  Department  of  Oph- 
thalmology, a five-day  postgraduate  course  is  offered 
to  general  practitioners  as  well  as  specialists.  An  effort 
is  made  to  give  this  program  an  appeal  to  both 
groups.  During  the  last  four  days  in  June  a postgrad- 
uate course  in  anatomy  and  surgery  of  the  temporal 
bone  is  attended  by  specialists  in  otology.  Enrollment 
is  limited  to  seven  applicants. 

A 32 -hour  course  is  presented  to  graduates  of  the 
School  of  Hearing  and  Speech  each  autumn  and 
embraces  the  anatomical  and  physiological  principles 
involved  in  the  hearing  and  speech  mechanisms. 

Each  resident  physician  is  encouraged  to  engage 
in  and  complete  a research  problem  during  his  tour 
of  training.  The  following  areas  have  been  investi- 
gated by  this  department  or  in  cooperation  with  other 
departments:  the  role  of  adrenosem  in  the  control 
of  post  adenotonsillectomy  hemorrhage;  the  effect  of 
neural  collar ; speech  reception  by  bone  conduction ; 
surgical  management  of  stricture  of  the  external 
auditory  canal ; observations  on  the  labyrinthine  fluids 
of  the  dog,  and  rauwolfia  in  the  treatment  of 
atrophic  rhinitis.  Under  investigation  at  present  are 
these  additional  problems:  the  significance  of  recruit- 
ment in  presbycusis;  the  effect  of  dehydration  and 
hyperhydration  on  the  auditory  acuity  of  the  cat;  the 


prophylaxis  and  treatment  of  lye  stricture;  the  effect 
of  irradiation  on  lymphoid  tissue,  and  a new  method 
of  adenoidectomy. 

The  out-patient  clinic  functions  every  week  day 
afternoon,  but  private  patients  are  seen  only  by  ap- 
pointment and  must  be  referred  by  another  physician. 

Department  of 
Pathology  and  Oncology 

With  the  completion  of  the  Medical  Sciences  Build- 
ing in  1952,  the  former  Departments  of  Pathology 
and  Oncology  were  combined  into  one  department 
with  excellent  facilities  for  teaching,  research,  and 
pathology  service.  The  full-time  senior  staff  of  17 
pathologists  and  research  scientists  is  assisted  in  its 
activities  by  12  part-time  pathologists,  16  residents 
and  fellows,  and  approximately  50  other  staff  mem- 
bers, including  research  assistants,  secretaries,  and 
non-professional  assistants.  There  are  40,000  square 
feet  of  floor  space  devoted  to  departmental  activities. 

The  teaching  activities  of  this  department  are  con- 
cerned with  participation  in  a new  experimental  cor- 
related teaching  program  with  other  departments 
in  the  second  year,  cooperation  with  the  clinical  de- 
partments in  teaching  practical  applications  of  pa- 
thology in  the  third  and  fourth  years,  pathology 
courses  for  nurses,  physical  therapists,  and  occupa- 
tional therapists,  participating  in  the  training  of 
medical  technicians,  postgraduate  courses  in  subjects 
such  as  medical-legal  pathology  and  exfoliative  cyto- 
logical  diagnosis,  and  pathology  training  for  resi- 
dents and  other  physicians  desiring  to  meet  their 
requirements  for  specialization  in  pathology  and 
other  disciplines. 

Most  of  the  departments  concerned  with  teaching 
in  the  second  year  at  the  medical  school  participated 
in  the  development  of  an  exciting  experiment  in 
medical  education  which  is  drawing  increasing  na- 
tional and  international  interest.  An  attempt  has 
been  made  to  correlate  the  teaching  of  the  related  sub- 
ject matter  from  different  departments  by  juxtaposi- 
tion of  their  teaching  in  order  to  assist  the  student  in 
his  own  integration  of  the  subjects  as  they  relate  to  hu- 
man disease.  Integrated  seminars  are  held  each  week 
to  illustrate  the  clinical  applications  of  basic  science 
information  taught  during  the  second  year. 

Much  of  the  teaching  of  pathology  is  done  in  dis- 
cussion groups  of  12  students  and  one  instructor, 
and  the  emphasis  in  teaching  pathology  has  been 
shifted  to  consideration  of  all  aspects  of  the  disease 
processes  as  they  relate  to  the  individual  patient. 
Some  experiments  with  animals  have  been  introduced 
into  the  course  in  an  attempt  to  illustrate  the  dynamic 
concepts  of  disease  processes.  The  increase  in  teach- 
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ing  staff  in  pathology  has  permitted  wider  participa- 
tion by  pathologists  in  the  conference  teaching  of 
the  clinical  services  in  the  third  and  fourth  years. 
In  each  of  the  last  two  years,  20  to  30  medical  stu- 
dents have  worked  in  the  Department  of  Pathology 
as  students  assistants  or  student  fellows  in  connec- 
tion with  the  teaching,  research,  and  service  func- 
tions of  the  department.  Their  close  association  with 
individual  staff  members  in  such  work  has  been  an 
important  supplemental  teaching  mechanism. 

The  number  of  positions  for  residents  and  fellows 
in  the  Department  of  Pathology  and  Oncology  has 
been  increased  to  16,  utilizing  the  training  facilities 
at  the  Medical  Center  and  the  Veterans  Administra- 
tion Hospital.  In  recent  years  two  trainees  have  been 
supported  in  the  department  by  the  National  Cancer 
Institute  and  one  clinical  fellow  by  the  American 
Cancer  Society. 

The  cancer  teaching  program  at  the  Medical  School 
is  carried  on  by  each  of  the  various  departments  con- 
cerned with  the  subject  of  cancer.  The  Department 
of  Pathology  and  Oncology  has  liaison  staff  repre- 
sentation with  the  important  clinical  services  con- 
nected with  cancer  teaching.  They  participate  with 
other  members  of  the  Medical  Center  staff  in  weekly 
tumor  conferences,  reports  of  which  are  published 
every  other  month  in  the  Journal  of  the  Kansas 
Medical  Society.  The  cancer  teaching  activities  of 
the  department  are  assisted  by  grants  from  the  Na- 
tional Cancer  Institute  and  the  Kansas  Division  of 
the  American  Cancer  Society. 

The  principal  service  functions  of  the  department 
are  related  to  the  autopsy  service,  surgical  pathology, 
cytologic  diagnosis,  and  tumor  registry  and  follow- 
up service.  The  number  of  autopsies  performed  each 
year  has  remained  approximately  450.  The  number 
of  specimens  for  surgical  and  cytologic  diagnosis  has 
increased  to  approximately  8,700  per  year.  This  in- 
crease is  explained  on  the  basis  of  the  increase  in 
operative  surgery  within  the  institution,  the  fact  that 
all  specimens  from  the  operating  room  are  now  given 
surgical  pathology  numbers  regardless  of  whether 
they  are  examined  microscopically,  and  the  increas- 
ing utilization  of  exfoliative  cytology  as  a diagnostic 
aid. 

The  tumor  registry  and  follow-up  service  collects 
information  now  on  IBM  cards  on  all  patients  with 
cancer  admitted  to  the  hospital  or  clinic.  Regular 
follow-up  facilities  provide  up-to-date  information 
on  the  course  of  these  patients.  At  present  7,000  cases 
are  included  in  this  registry.  Because  of  the  good 
cooperation  of  physicians  and  patients  within  the 
past  five  years,  less  than  three  per  cent  of  the  cases 
have  been  lost  from  this  follow-up  service.  This  reg- 
istry and  follow-up  service  has  been  recommended  as 
a model  by  the  American  College  of  Surgeons  and 


copied  by  other  institutions  in  the  country.  Copies  of 
the  annual  report  of  the  tumor  registry  and  follow- 
up service  may  be  obtained  on  request.  In  recent  years 
the  tumor  registry  and  follow-up  service  has  been 
supported  by  the  Kansas  Division  of  the  American 
Cancer  Society.  With  the  aid  of  a grant  from  the 
National  Cancer  Institute,  the  department  has  been 
preparing  12  sets  of  pathology  material  on  tumor 
cases  which  are  being  distributed  to  pathologists  in 
this  four  state  area. 

The  Department  of  Pathology  and  Oncology  has 
one  of  the  largest  active  research  programs  of  aca- 
demic pathology  departments.  Productive  research 
has  been  completed  or  undertaken  in  the  fields  of 
histochemistry,  ultraviolet  cytochemistry,  biochemis- 
try, protein  and  physical  chemistry,  sero-diagnostic 
testing,  electron  microscopy,  audioradiography,  ra- 
dioactive tracers  and  pathologic  physiology,  endo- 
crinology, tissue  culture,  microbiology,  cancer  biology, 
exfoliative  cytologic  diagnosis,  and  cancer  statistics. 
Although  much  of  this  research  is  related  to  the 
structural,  chemical,  and  physical  changes  in  normal 
and  neoplastic  tissue  constituents,  there  has  been  an 
increasing  development  of  research  in  other  areas. 
The  results  of  these  research  activities  are  continuing 
to  be  presented  at  national  and  international  meetings 
and  published  in  scientific  periodicals.  In  the  ab- 
sence of  support  of  research  relating  to  the  pathol- 
ogy of  human  diseases  by  the  Kansas  legislature,  this 
research  has  been  made  possible  by  the  donations  and 
bequests  from  private  citizens  and  grants  from  the 
Kansas  Division  and  national  organization  of  the 
American  Cancer  Society,  the  National  Institutes  of 
Health,  the  Atomic  Energy  Commission,  and  the 
Damon  Runyon  Memorial  Fund  for  Cancer  Research. 
Six  research  fellows  have  been  supported  by  the  Na- 
tional Institutes  of  Health,  the  American  Cancer  So- 
ciety, the  Damon  Runyon  Memorial  Fund  for  Can- 
cer Research,  and  the  American  Heart  Association. 

Although  the  members  of  the  department  recog- 
nize that  our  first  responsibilities  are  in  the  area  of 
teaching,  service,  and  research  at  the  Medical  Center, 
we  also  feel  an  obligation  to  participate  in  the  better- 
ment of  our  discipline.  Members  of  the  staff  continue 
to  serve  as  consultants  to  various  state  agencies  and 
organizations,  to  national  organizations  of  pathol- 
ogists, and  to  national  groups  such  as  the  U.  S.  Public 
Health  Service,  the  Atomic  Energy  Commission,  and 
the  American  Cancer  Society. 

Department  of  Pediatrics 

The  Department  of  Pediatrics  believes  that  learn- 
ing is  more  important  than  teaching,  both  for  pro- 
fessors and  students.  Those  of  us  who  are  designated 
as  professors  are  concerned  with  providing  the  best 
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possible  learning  opportunities  for  students,  house 
staff,  and  ourselves.  The  following  paragraphs  de- 
scribe briefly  the  physical  plant  wherein  some  of  our 
learning  opportunities  are  located,  the  kind  of  learn- 
ing opportunities  that  have  been  developed  in  this 
department,  and  some  of  the  tangible  results  there- 
from. 

Physical  Plant.  The  Department  of  Pediatrics  has 
its  headquarters  in  the  Children’s  Pavilion,  built  in 
1936,  which  is  attached  to  the  main  hospital  at  the 
University  of  Kansas  Medical  Center.  There  are  73 
beds  for  children  in  the  pavilion;  through  affiliation 
with  the  General  Hospital  and  the  Children’s  Mercy 
Hospital  of  Kansas  City,  Missouri,  there  are  another 
30  and  120  beds,  respectively,  for  children.  There 
are  40  bassinets  at  K.U.M.C.  and  20  at  General  Hos- 
pital assigned  to  pediatrics.  All  three  hospitals  run 
large  out-patient  services  for  children,  totaling  some 
35,000  to  40,000  visits  a year.  These  facilities  are 
adequate  for  the  present  number  of  students.  Any 
increase  in  students  or  decrease  in  facilities  would 
seriously  restrict  the  program  of  the  Department  of 
Pediatrics. 

Medical  Service  to  Patients.  Children  are  admitted 
to  the  Pediatric  Service  at  K.U.M.C.  up  to  the  15th 
birthday.  This  age,  however,  is  not  rigidly  adhered 
to.  The  final  decision  is  based  on  the  maturity  of  the 
individual.  Infants  and  children  can  be  and  are  ad- 
mitted to  the  Pediatric  Service  without  regard  to  com- 
plaint, race,  creed,  social  or  economic  status.  The 
Pediatric  Service  is  cognizant  of  the  importance  of 
dealing  with  children  as  children  and  not  just  as 
problems  in  this  or  that  disease.  Consequently  it 
makes  every  effort  not  only  to  create  a friendly  atti- 
tude toward  children  and  their  parents  but  also  to 
administer  to  all  their  needs,  not  just  those  for  which 
they  might  have  come.  Particular  attention  is  paid  to 
the  adjustment  that  children  make  to  hospitalization 
and  the  adjustment  of  parents  to  their  sick  child  and 
his  problems. 

Medical  Students.  Junior  students  are  assigned  to 
this  department,  one-third  of  the  class  at  a time  for 
about  11  weeks  each.  Half  of  each  group  are  assigned 
to  Children’s  Mercy  Hospital  and  General  Hospital, 
the  other  half  to  K.U.M.C.  There  is  no  rotation  of 
students  among  the  three  hospitals.  The  program  for 
the  students  is  approximately  the  same  regardless  of 
their  hospital  assignment. 

During  their  1 1 weeks  on  pediatrics  at  the  Medical 
Center,  medical  students  work  on  the  wards  and  in 
the  clinics  and  nurseries,  taking  histories  and  exam- 
ining patients.  Besides  the  general  pediatric  clinic, 
they  work  in  the  special  clinics,  such  as  well-baby, 
allergy,  cardiology,  and  child  psychiatry.  The  students 
are  assigned  patients  in  rotation  on  wards  and  in 
clinics  and  do  simple  laboratory  procedures  on  their 


hospital  patients.  Their  histories,  physical  examina- 
tions, and  knowledge  of  their  patients  are  checked 
by  the  staff. 

The  students  are  part  of  the  Pediatric  Service  while 
they  are  clerks  and  attend  daily  ward  rounds  with 
the  staff  and  all  staff  meetings,  including  conferences 
held  jointly  with  the  Departments  of  Roentgenology, 
Surgery,  Pathology,  and  Obstetrics;  in  the  latter  all 
stillbirths  and  neonatal  deaths  are  covered.  In  addi- 
tion, they  attend,  along  with  the  rest  of  the  staff,  the 
weekly  staff  conference  covering  medical  problems 
in  pediatrics,  the  weekly  conference  conducted  by  the 
child  psychiatrists,  and  weekly  sessions  held  at  the 
Children’s  Convalescent  Center.  In  addition,  each 
senior  staff  member  holds  seminars  for  the  student 
clerks  on  pediatrics  in  the  field  of  his  specialty.  These 
last  one  hour  a day  throughout  the  week  until  the 
subject  matter  has  been  covered  and  include  the  fol- 
lowing: growth  and  development,  infectious  diseases, 
cardiology,  child  psychiatry,  nutrition  and  metabol- 
ism, allergy,  communicable  disease  and  public  health, 
newborn,  accident  prevention,  hemolytic  disease  of 
newborn,  renal  disease,  school  health. 

Certain  goals  are  set  for  the  student  while  he  is 
on  the  Pediatric  Service.  It  is  hoped  that  he  will:  ( 1 ) 
learn  how  to  recognize  the  highest  quality  of  pediat- 
ric practice;  (2)  learn  that  parents  of  sick  children 
are  almost  always  disturbed  people  during  the  child’s 
illness;  (3)  begin  to  learn  how  to  evaluate  informa- 
tion obtained  from  parents;  (4)  learn  that  there  are 
other  things  in  a child’s  environment  besides  viruses 
and  lack  of  calories,  vitamins,  and  minerals  that  pro- 
duce ill  health;  (5)  acquire  as  much  factual  infor- 
mation about  the  health  problems  of  children  as  he 
is  capable,  but  above  all,  learn  hoiv  to  obtain  infor- 
mation from  various  sources  that  can  help  him  in  his 
study  of  health  and  disease. 

Medical  students  are  assigned  in  groups  of  three 
or  four  to  one  of  the  full-time  staff  during  their  1 1 
weeks  on  the  Pediatric  Service,  in  order  that  the  stu- 
dent may  go  to  some  one  person  to  secure  help  with 
any  particular  problem  and  in  order  that  the  staff 
may  gain  more  first-hand  knowledge  of  the  progress 
being  made  by  each  student.  Evaluation  of  the  stu- 
dent’s progress  is  made  from  day  to  day  by  those 
with  whom  he  comes  in  contact.  At  the  end  of  the 
11  weeks  an  oral  examination  is  given.  There  is 
rarely  a significant  discrepancy  between  the  results  of 
the  oral  examination  and  the  day-by-day  evaluation. 

Research  Activities.  Research  is  a vital  part  of  the 
learning  process,  albeit  a special  type  of  learning, 
because  those  doing  it  are  hoping  to  extend  the  fron- 
tiers of  knowledge.  Many  things  can  be  described  as 
research.  The  following  paragraphs  list  some  of  the 
research  activities  going  on  in  this  department. 

The  laboratory  unit  for  research  in  viral  diseases 
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was  established  in  1946.  From  a modest  beginning 
in  a single  room  with  space  to  house  20  monkeys, 
and  with  the  assistance  of  a single  technician,  the 
unit  at  the  present  time  occupies  the  entire  fourth 
floor  of  the  Hixon  Laboratory.  At  work  within  the 
unit  are  24  individuals;  there  are  three  physicians, 
a geneticist,  a veterinarian,  a secretary,  10  research 
assistants,  and  eight  laboratory  assistants.  The  animal 
space,  occupying  approximately  one-third  of  the  fifth 
floor  of  the  laboratory,  has  facilities  to  care  for  132 
monkeys  and  several  hundred  small  animals.  In  addi- 
tion, there  are  well-equipped  rooms  for  washing  and 
preparing  glassware  for  inoculating,  and  for  per- 
forming postmortem  examinations  of  infected  ani- 
mals. 

From  its  beginning  the  laboratory  has  depended 
for  fully  90  per  cent  of  its  research  support  from 
grants-in-aid  from  private  and  government  sources. 
The  total  amount  received  in  grants-in-aid  during  the 
past  nine  years  is  somewhat  more  than  $750,000.  The 
salaries  for  personnel  necessary  to  the  conduct  of  the 
research  and  in  support  of  several  young  pediatri- 
cians associated  in  research  and  in  clinical  pediatrics 
have  come  from  these  sources.  Likewise,  the  salaries 
in  support  of  research  assistants  have  come  largely 
from  those  funds  obtained  outside  the  university. 
Large  expenditures  have  been  made  for  basic  equip- 
ment necessary  for  the  extension  of  the  research  ef- 
fort. The  laboratory  is  well  equipped  for  extended 
research  in  the  field  of  virology. 

One  of  the  major  interests  of  the  laboratory  has 
been  poliomyelitis.  The  laboratory  has  been  engaged 
in  a cooperative  effort  with  three  associated  labora- 
tories in  delineating  the  three  known  immunologic 
types  of  poliomyelitis  viruses.  In  1951  the  laboratory 
was  asked  to  prepare  a large  amount  (20  liters)  of 
standard  antisera  against  the  three  known  types  of 
poliomyelitis  viruses.  With  the  completion  of  this 
project  the  sera  were  stored  at  the  University  of 
Kansas.  Since  then,  portions  of  it  have  been  sent  to 
laboratories  located  in  many  parts  of  the  world. 
These  sera  were  an  essential  reagent  in  the  labora- 
tory phase  of  the  1954  poliomyelitis  vaccine  field 
trials. 

When  these  projects  were  finished,  the  laboratory 
began  a study  to  find  strains  of  poliomyelitis  viruses 
which  were  modified  in  their  pathogenicity  for  hu- 
man beings.  The  plan  was  to  feed  the  attenuated 
viruses  to  human  beings  in  an  effort  to  provide  en- 
during immunity.  At  the  beginning  these  studies 
were  interrupted  by  the  vaccine  field  trials.  For  the 
ensuing  18  months  our  technical  facilities  were  en- 
gaged in  studying  the  antibody  response  of  more 
than  11,000  children  participating  in  the  program. 
During  the  course  of  the  evaluation  study  this  labora- 
tory served  as  liaison  between  the  other  27  partici- 


pating laboratories  and  the  Poliomyelitis  Evaluation 
Center  under  the  direction  of  Dr.  Thomas  Francis 
at  the  University  of  Michigan.  During  this  period 
also  several  studies  on  the  development  and  persist- 
ence of  antibodies  in  clinical  cases  of  poliomyelitis 
were  carried  out.  At  present,  studies  are  being  con- 
ducted in  (a)  the  movements  of  poliomyelitis  virus 
in  the  body  milieu,  (b)  the  ways  whereby  virulence 
can  be  taken  away  from  poliomyelitis  virus. 

Dr.  Daniel  C.  Darrow,  Children’s  Mercy  Hospital 
professor  of  pediatrics,  has  been  here  for  little  more 
than  a year.  During  that  time  he  has  begun  two  proj- 
ects whose  solution  will  contribute  to  our  under- 
standing of  nutrition  in  children.  One  of  them  is 
technically  difficult  and  consists  in  measuring  the  spe- 
cific gravity  of  infants  and  children.  This  has  been 
done  in  adults  but  not  in  children  or  infants.  Once 
this  has  been  accomplished,  it  will  be  possible  to 
measure  the  amount  of  fat  and  other  non-fat  tissue 
in  the  child’s  body.  The  other  project  deals  with 
iron-deficiency  anemia,  of  which  there  is  a large 
amount  in  this  area,  some  of  it  serious.  Both  of  these 
projects  are  fully  supported  by  grants-in-aid  from 
private  and  federal  sources. 

A member  of  the  pediatrics  staff  who  also  serves 
as  medical  director  of  the  Children’s  Convalescent 
Center  has  carried  forward  a large  study  on  the  pre- 
vention of  rheumatic  fever  among  children  in  the 
center  who  have  had  at  least  one  previous  attack.  To 
date  he  has  accumulated  3,000  patient-months  of 
study,  using  long-acting  parenteral  penicillin  with- 
out a recurrence.  This  project  is  also  supported  by 
private  research  funds. 

Studies  on  neonatal  respiration  have  been  going 
on  here  for  the  past  five  years  and  are  continuing. 
Several  projects  are  now  under  way  concerning  (1) 
the  effect  of  hypoxia  on  somatic  and  respiratory  ac- 
tivity of  the  newborn,  (2)  measurements  of  minute 
and  tidal  volume  according  to  respiratory  rate,  (3) 
weight  loss  in  relation  to  respiratory  rate. 

All  residents  are  encouraged  to  undertake  research 
projects  if  they  so  desire.  One  resident  house  officer 
has  been  particularly  interested  in  the  differential 
diagnosis  of  jaundice  in  infants  and  has  reviewed 
our  experience  here  with  atresia  of  the  bile  ducts  and 
obtained  some  interesting  and  helpful  findings.  An- 
other is  working  on  a problem  in  the  newborn  as 
outlined  above.  Two  have  combined  their  efforts  to 
investigate  methods  for  prevention  of  crises  in  sickle- 
cell anemia. 

The  activities  described  above  may  seem  to  some 
like  an  over-extension  of  purpose  for  a single  depart- 
ment. If  so,  then  one  should  consider  the  alternative, 
which  would  be  to  reduce  activity.  A reduction  in 
activity  could  be  accomplished  by  (1)  a reduction  in 
personnel  or  (2)  by  requesting  the  present  personnel 
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to  change  their  interests.  A simple  reduction  in  per- 
sonnel would  necessitate  reverting  to  lecture-type 
teaching.  The  lecture  system  is  better  than  nothing, 
but  it  is  far  inferior  to  the  present  program  in 
pediatrics,  in  which  the  student  and  professor  meet 
at  the  patient’s  bedside.  The  second  alternative,  ask- 
ing the  present  personnel  to  change  their  interests 
from  learning,  including  research,  to  simply  teaching, 
is  untenable,  as  it  would  destroy  the  basic  philosophy 
by  which  the  department  lives  and  operates. 

Department  of  Pharmacology 

The  staff  of  the  department  has  recently  been  en- 
larged and  consists  of  six  full-time  and  five  part-time 
members.  The  major  formal  teaching  activities  of  the 
department  consist  of  a course  in  the  second  year  of 
the  medical  curriculum,  best  described  as  dealing  with 
the  pharmacological  basis  of  therapeutics,  and  a con- 
ference course  in  clinical  pharmacology  in  the  fourth 
year. 

The  second  year  course  involves  68  hours  of  didac- 
tic instruction,  40  hours  of  laboratory,  and  20  hours 
of  discussion  in  small  conference  groups.  Drugs  used 
in  the  chemotherapy  of  infectious  disease  are  con- 
sidered at  a time  which  permits  close  integration 
with  related  material  in  microbiology.  The  remainder 
of  the  course  is  concerned  with  drugs  used  in  the 
therapeutic  management  of  non-infectious  disease. 

Geographical  and  temporal  separation  prevents 
integration  of  this  latter  part  of  pharmacology  with 
material  taught  by  the  Departments  of  Physiology 
and  Biochemistry.  As  an  alternative,  it  is  presented 
late  in  the  second  year  to  provide  temporal  integra- 
tion with  introductory  clinical  subjects.  In  the  course 
every  attempt  is  made  to  present  the  proper  clinical 
uses  and  the  hazards  of  drugs  as  a logical  develop- 
ment from  existing  knowledge  concerning  their 
pharmacological  action  at  all  levels  of  biological  or- 
ganization, their  mechanism  of  action,  and  their  dis- 
position by  the  mammalian  host.  Laboratory  experi- 
ments are  designed  to  illustrate  the  actions  of  drugs 
and  their  mechanism.  The  teaching  laboratory  has 
been  re-equipped  and  its  facilities  modified  to  permit 
execution  of  experiments  by  the  students  themselves, 
rather  than  by  the  staff  as  demonstrations.  Results  of 
experiments  are  presented  by  the  students  and  are 
discussed  and  related  to  didactic  work  in  informal 
conferences  where  each  instructor  works  with  a rela- 
tively small  group  of  students. 

Weekly,  multi-disciplinary,  integrated  seminars  of 
the  second  year  curriculum  provide  an  additional 
opportunity  for  presentation  of  pharmacological 
material  as  it  relates  to  various  medical  problems. 

Conferences  are  conducted  in  clinical  pharmacol- 
ogy which  involve  one-eighth  of  the  fourth  year  class 


at  one  time.  These  deal  with  the  use  of  drugs  in 
individual  clinical  situations  and  place  emphasis  upon 
proper  selection  of  drugs,  drug  preparations,  and 
dosage  in  prescription  writing. 

The  Department  of  Pharmacology  also  partici- 
pates in  those  teaching  programs  of  the  Department 
of  Postgraduate  Medical  Education  which  are  con- 
cerned with  or  include  discussions  of  drugs  used  in 
therapeutic  management  of  disease  situations. 

A program  of  graduate  training  leading  to  the 
degree  of  Doctor  of  Philosophy  in  Pharmacology  has 
been  organized  with  the  graduate  school.  The  pro- 
gram is  open  to  qualified  college  graduates  and  to 
physicians  who  desire  an  academic  career  with  phar- 
macology as  a major  field  of  interest.  Advanced 
courses  in  pharmacology  are  being  formulated  for 
this  program  in  which  several  graduate  fellowships 
are  available,  and  in  which  the  conduct  of  an  original 
laboratory  investigation  is  a prime  requirement. 

A major  research  interest  of  the  department  is  in 
the  relatively  new  area  of  chemical  and  biochemical 
pharmacology,  which  deals  with  the  mechanism  of 
action  and  behavior  of  drugs  at  the  level  of  cellular 
metabolism,  and  with  the  basic  cellular  mechanisms 
responsible  for  the  dissipation  of  drug  action 
through  metabolic  alteration  and  excretion.  These 
basic  approaches  are  currently  being  applied  in  three 
research  programs  dealing  with  the  cellular  mechan- 
ism of  renal  tubular  transport  of  drugs  and  metabo- 
lites, particularly  organic  bases  and  monosaccharides. 

Since  the  renal  tubular  cell  serves  as  a relatively 
accessible  model,  information  derived  from  such 
studies  should  contribute  not  only  to  existing  knowl- 
edge concerning  mechanisms  of  renal  tubular  ex- 
cretion and  reabsorption,  but  also  concerning  mech- 
anisms whereby  drugs  are  transported  across  other 
cells,  to  sites  where  they  exert  beneficial  or  harmful 
pharmacological  effects.  Extension  of  the  approach 
to  other  drugs  and  other  physiological  processes  is 
contemplated. 

Physical  modification  of  research  laboratories,  in- 
cluding construction  of  a refrigerated  laboratory  for 
use  in  preparing  tissue  fractions  and  enzyme  prepa- 
rations, has  been  completed.  These  and  a re-equip- 
ment program  are  designed  to  provide  optimal  con- 
ditions for  research  in  chemical  and  biochemical 
pharmacology  and  for  the  training  of  graduate  stu- 
dents in  this  area  of  investigation. 

Department  of 
Physical  Medicine 

General  Organization.  The  Department  of  Physi- 
cal Medicine  is  composed  of  the  following  sections: 
medical,  physical  therapy,  occupational  therapy,  and 
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an  educational  section  responsible  for  the  training  of 
student  physical  therapists  and  student  occupational 
therapists. 

The  Medical  Section  consists  of  a director,  assist- 
ant director,  and  two  instructors  in  physical  medicine. 
Their  responsibilities  include  the  direction  and  su- 
pervision of  all  treatment  carried  out  in  the  depart- 
ment, the  care  of  the  in-patients  assigned  to  the 
Physical  Medicine  Service,  consultative  service  to  the 
other  clinical  departments,  and  active  participation 
in  the  teaching  program  of  physical  and  occupational 
therapists,  the  nursing  department,  and  medical  stu- 
dents, and  participation  in  the  postgraduate  medical 
education  program  for  the  training  of  resident  physi- 
cians in  the  specialty  of  physical  medicine  and  re- 
habilitation. 

The  Physical  Therapy  Section,  under  the  direction 
of  a chief  occupational  therapist  and  five  staff  ther- 
apists, provides  a service  facility  in  the  areas  of  gen- 
eral medicine  and  surgery,  physical  disabilities, 
pediatrics,  tuberculosis,  psychiatry,  and  cerebral  palsy. 

The  training  course  in  physical  therapy  is  con- 
ducted on  both  the  Lawrence  and  Kansas  City  cam- 
puses. Two  courses  are  offered:  one,  a four-year 
course  leading  to  the  degree  Bachelor  of  Science  in 
Physical  Therapy,  and  the  other  a 12-month  course 
leading  to  a Certificate  of  Physical  Therapy.  Pre- 
professional training  is  given  on  the  Lawrence  cam- 
pus and  professional  training  on  the  Kansas  City 
campus.  Affiliation  is  maintained  with  several  hos- 
pitals in  the  Kansas  City  area  and  with  the  local  Vet- 
erans Administration  Hospitals  where  adequate  fa- 
cilities are  provided  for  clinical  training  under  care- 
ful supervision. 

The  training  program  for  occupational  therapists  is 
also  carried  out  jointly  by  the  Lawrence  and  Kansas 
City  campuses.  Administratively,  the  five-year  course 
is  conducted  by  the  School  of  Fine  Arts  of  the  Uni- 
versity of  Kansas  and  leads  to  the  degree  Bachelor  of 
Arts.  One  semester  of  the  training  program  for  oc- 
cupational therapists  is  carried  out  on  the  Kansas 
City  campus.  Extensive  opportunities  are  available  at 
various  training  centers  over  the  United  States  for 
affiliate  training  in  tuberculosis,  psychiatry,  physical 
disabilities,  general  medicine,  surgery,  and  pediatrics. 
The  occupational  therapy  section  of  the  Medical  Cen- 
ter is  approved  for  affiliate  training  in  several  of 
these  areas. 

The  In-Patient  Service  of  the  department  has  seven 
beds.  Patients  who  present  problems  primarily  of 
rehabilitation  are  candidates  for  treatment  on  this 
service.  A limited  out-patient  facility  exists  for  the 
purpose  of  providing  a treatment  service  to  patients 
who  are  seen  in  the  out-patient  clinic  of  the  Medical 
Center  as  well  as  the  treatment  of  occasional  patients 
as  a convenience  to  physicians  in  private  practice  who 


do  not  have  facilities  for  treatment  enjoyed  by  this 
department.  In  connection  with  out-patient  activities, 
there  is  active  participation  in  the  Cerebral  Palsy 
Clinic  from  evaluation  as  well  as  treatment  aspects. 

SPECIFIC  AIMS  AND  PURPOSES  OF  THE 
DEPARTMENT 

Medical.  Each  of  the  physicians  on  the  staff  of  this 
department  has  received  special  training  in  this  medi- 
cal discipline.  The  director  and  assistant  director  are 
diplomates  of  the  American  Board  of  Physical  Medi- 
cine and  Rehabilitation.  The  purpose  of  medical  di- 
rection of  the  department  is  to  provide  other  staff 
physicians  with  as  much  aid  in  the  management  of 
their  cases  as  possible,  also  to  provide  a more  direct 
and  continuous  supervision  of  the  treatment  pro- 
cedures carried  out.  The  Physical  Medicine  In-Patient 
Service  provides  an  excellent  training  medium  for  the 
nursing  and  practical  nurse  programs  in  that  much 
of  the  care  of  those  individuals  afflicted  with  chronic 
disease  and  disability  must  necessarily  devolve  to 
these  individuals. 

The  correlation  of  medical  and  physical  manage- 
ment of  such  patients  is  another  important  part  of 
the  training  of  medical  students  and  resident  physi- 
cians for  future  responsibilities.  The  integration  of 
the  physical  problems  with  those  which  necessarily 
arise  at  the  community  and  social  levels  after  the  in- 
dividual has  been  dismissed  from  the  hospital  con- 
stitutes a real  challenge  for  the  development  of  this 
neglected  phase  of  medical  practice. 

Research  activities  of  this  section  have  been  di- 
rected into  several  channels:  the  effect  of  ultrasound 
on  the  threshold  of  perception  of  vibratory  stimuli, 
the  effect  of  ultrasound  on  reaction  time  to  a stand- 
ard neuromuscular  stimulus,  the  effect  of  ultrasound 
on  the  electrical  resistance  of  skin,  and  the  effect  of 
ultrasound  on  the  reflex  response  to  painful  stimuli; 
the  development  of  strength  as  a learning  process, 
the  five-second  exercise  bout;  the  rehabilitation  of 
the  hemiplegic  individual  by  procedures  which  can 
be  employed  in  the  home.  All  of  these  topics  repre- 
sent separate  areas  of  investigation  which  are  either 
in  process  at  present  or  have  been  recently  concluded. 

The  physical  therapy  section  has  treated  a total  of 
1,081  patients  who  made  12,325  total  visits  during 
the  past  year. 

To  the  occupational  therapy  section  702  patients 
have  been  referred  this  year  with  a total  of  6,711 
patient  visits. 

In  the  educational  section  two  classes  each  of  physi- 
cal and  occupational  therapy  students  are  enrolled 
during  the  academic  year.  An  average  of  15  students 
in  each  of  the  fields  of  physical  therapy  and  occu- 
pational therapy  is  enrolled  each  semester.  Even 
though  this  represents  a fair  number  of  students  who 
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are  being  trained  in  these  important  ancillary  fields, 
active  recruitment  efforts  must  necessarily  continue 
as  the  need  for  properly  trained  individuals  is  far  in 
excess  of  the  current  supply. 

The  Residency  Training  Program  in  physical  medi- 
cine and  rehabilitation  is  approved  for  a three-year 
training  period  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association 
and  the  American  Board  of  Physical  Medicine  and 
Rehabilitation.  This  involves  a training  program  of 
ascending  responsibilities.  A formal  training  course 
in  the  technical  aspects  of  this  field  is  given  during 
the  first  year  of  training.  Training  in  basic  sciences 
is  provided  through  affiliation  with  the  Departments 
of  Anatomy  and  Physiology.  Training  in  other  aspects 
of  rehabilitation  is  available  through  affiliations  with 
other  special  areas  of  training.  Clinical  training  cen- 
ters around  the  many  patients  seen  in  this  department 
for  diagnosis,  evaluation,  and  treatment.  Attendance 
and  active  participation  in  the  many  conferences  and 
meetings  conducted  by  other  departments  of  the 
Medical  Center  are  encouraged.  It  is  hoped  that  a 
type  of  reciprocal  training  of  physicians  in  the  other 
specialty  areas  can  be  equally  encouraged. 

The  number  of  physiatrists  who  can  be  trained  ade- 
quately is  necessarily  limited;  one  physician  in  each 
of  the  three  years  of  training  will  receive  good  train- 
ing and  a well  rounded  experience.  The  need  for 
physiatrists  in  the  many  areas  in  which  physical  medi- 
cine and  rehabilitation  can  function  is  acute,  and  the 
opportunities  for  physiatrists  far  exceed  the  supply. 

FUTURE  PLANS  FOR  THIS  DEPARTMENT 

Work  will  continue  in  the  three  primary  areas  of 
teaching,  research,  and  service.  Developments  in 
teaching  and  research  are  limited  only  by  the  amount 
of  time  available.  The  extensive  remodeling  program 
now  in  progress  will  facilitate  more  efficient  treat- 
ment under  working  circumstances  which  should  be 
more  pleasant  to  patients  and  personnel  alike.  It  is 
hoped  that  additional  facilities  can  be  developed  for 
the  management  of  those  individuals  who  have  been 
stricken  with  catastrophic  illness  or  physical  disabil- 
ity, since  the  numbers  of  such  individuals  are  increas- 
ing and  the  problem  of  chronic  disease  and  disability 
is  becoming  more  pressing. 

A better  program  of  rehabilitation  can  be  realized 
by  a closer  affiliation  with  other  special  agencies  and 
services  and  the  development  within  the  institution 
of  a more  practical  means  of  the  realization  of  the 
true  meaning  of  rehabilitation — to  restore  or  to  give 
back.  The  greater  the  extent  of  the  physical  disability, 
the  more  difficult  it  is  to  provide  for  the  needs  of  the 
patient  by  the  usual  medical  procedures. 

Our  hopes  are  for  the  development  at  this  center 
of  a program  for  the  more  effective  solution  of  re- 


habilitation problems  to  the  end  that  those  individu- 
als, currently  being  trained,  will  be  able  to  develop 
additional  programs,  in  whole  or  in  part,  in  the  com- 
munities in  which  patients  reside.  The  development 
of  such  a pilot  program  is  initially  expensive,  and 
additional  funds  must  be  sought  if  this  aim  is  to  be 
realized.  These  problems  will  not  be  resolved  with- 
in the  next  year  or  next  few  years,  but  steady  prog- 
ress should  result  if  this  goal  is  kept  in  mind. 

Department  of  Physiology 

The  activities  of  the  Department  of  Physiology  on 
the  Lawrence  campus  are  concerned  with  the  teach- 
ing of  first  year  medical  students,  of  college  students 
at  all  levels,  and  of  graduate  students  in  physiology 
and  other  areas.  An  active  research  program  is 
progressing  through  the  combined  efforts  of  the  six 
full-time  staff  members  and  the  graduate  students. 

One  of  the  faculty  has  recently  received  a three- 
year  Lederle  Medical  Faculty  Award,  and  another 
holds  a Watkins  Faculty  Scholarship  for  the  summer 
of  1956.  In  addition,  two  graduate  students  are  on 
fellowship  appointments;  one  is  a Rockefeller  Fellow 
from  India,  and  another  is  a United  States  Public 
Health  Service  Pre-Doctoral  Research  Fellow. 

All  members  of  the  department  play  a major  role 
in  participating,  along  with  the  Departments  of 
Anatomy,  Biochemistry,  and  Psychiatry,  in  teaching 
the  first  year  of  medicine.  Freshman  medical  students 
are  taught,  in  the  first  year,  the  structure  and  function 
of  the  normal  human  organism,  not  in  a series  of 
separate  courses  divided  among  the  departments,  but, 
insofar  as  possible,  as  a single  full  year’s  integrated 
program.  Particularly  close  is  the  correlation  between 
the  structure  and  function  of  the  nervous  system  and 
between  the  biochemical  and  physiological  aspects  of 
body  function. 

A variety  of  college  level  courses  in  physiology  is 
taught  in  order  to  serve  the  needs  of  students  in 
pharmacy,  physical  education,  physical  therapy,  oc- 
cupational therapy,  and  majors  in  other  related  de- 
partments, as  well  as  those  students  who  are  inter- 
ested in  human  physiology  as  part  of  a broad  liberal 
education.  In  addition,  the  department  participates, 
along  with  the  Departments  of  Anatomy  and  Bio- 
chemistry, in  an  integrated  course  in  the  Foundations 
of  Human  Biology  for  third  year  nursing  students. 

A graduate  training  program  is  offered  which  leads 
to  M.A.  and  Ph.D.  degrees.  Along  with  the  more 
general  graduate  courses,  there  are  available  more 
specialized  courses  at  the  graduate  level,  such  as  the 
advanced  physiology  of  the  cardiovascular  system, 
advanced  neurophysiology,  special  physiology  of  the 
gastrointestinal  tract,  and  physiology  of  the  special 
senses. 
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The  diversity  of  research  interests  among  the  staff 
members  is  illustrated  by  the  nature  of  some  of  the 
current  projects,  including  a study  of  the  hemody- 
namics of  the  cardiovascular  system  and  the  effects 
of  drugs  upon  them  in  the  normal  animal  and  in 
animals  with  experimentally  produced  atherosclerosis. 
This  project  is  aimed  at  furthering  basic  understand- 
ing of  cardiovascular  function  and  studying  dynamic 
changes  produced  by  the  progressively  developing 
atherosclerotic  process.  Results  indicate  that  charac- 
teristic changes  in  the  function  of  the  vascular  system 
may  be  diagnostic  in  early  stages  of  atherosclerosis. 

Another  area  of  study  concerns  the  mechanisms  of 
anaphylactic  shock.  This  project  involves  a study  of 
the  release  of  heparin  or  heparin-like  substances  into 
the  blood  during  shock,  the  similarities  and  differ- 
ences between  anaphylactic  shock  end  histamine 
shock,  and  the  role  played  by  various  plasma  protein 
fractions  in  the  sensitization  of  animals  to  whole 
blood  plasma. 

In  neuromuscular  physiology,  two  specific  prob- 
lems are  the  mechanism  of  action  of  anti-convulsant 
drugs  and  the  control  of  activity  of  the  tracheal  mus- 
culature. 

In  the  field  of  metabolism,  the  effects  of  various 
fatty  acids  upon  carbohydrate  metabolism  and  their 
pharmacological  effects  upon  the  central  nervous  sys- 
tem are  being  studied.  In  addition,  plans  are  formu- 
lated for  a future  study  of  the  effects  of  trypsin  on 
bone  metabolism  and  on  calcareous  secretion  in  gen- 
eral. 

Two  long-unsolved  problems  in  physiology  are 
being  attacked.  The  first  concerns  detailed  mechan- 
isms involved  in  visual  accommodation,  and  the  sec- 
ond is  a study  of  the  mechanisms  which  control  hun- 
ger and  appetite. 

One  departmental  member  is  particularly  interest- 
ed in  the  general  field  of  biophysics  with  special 
emphasis  on  the  application  of  electronics  to  bio- 
physical research.  He  is  at  present  working  on  the 
development  of  a method  for  electronically  record- 
ing the  instantaneous  output  from  either  ventricle  of 
the  heart.  Such  a method  would  make  available  in- 
formation about  cardiac  output  and  its  control  which 
presently  available  methods  do  not  afford. 

Much  of  the  progress  in  medical  research  today 
depends  upon  the  use  of  biophysical  methods  and 
upon  an  understanding  of  the  biophysical  properties 
of  the  living  organism.  Biophysics  as  a field  of  en- 
deavor is  far  less  well-defined  than  is  biochemistry; 
like  biochemistry,  however,  it  stems  from  and  is 
closely  related  to  physiology.  Much  of  the  research 
being  done  in  the  department  at  present  is  oriented 
along  biophysical  lines.  It  is  planned  to  further  ex- 
tend the  work  of  the  department  in  this  direction. 
There  is  no  unanimity  of  opinion  as  to  what  con- 


stitutes adequate  training  in  biophysics,  nor  indeed 
as  to  the  content  and  limits  of  this  field.  It  is  be- 
lieved that  a Department  of  Physiology  can  and 
should  contribute  strongly  to  the  training  of  people 
interested  in  this  area. 

Department  of  Postgraduate 
Medical  Education 

OBJECTIVES  AND  NATURE  OF  THE  PROGRAM 

Medicine  has  become  so  complex  that  it  is  ob- 
viously not  possible  to  present  a completely  detailed 
and  sustaining  knowledge  concerning  every  medical 
and  related  discipline  within  a four-year  period.  In 
addition,  new  discoveries  of  value  to  the  practicing 
clinician  continually  are  being  made.  Consequently, 
the  four-year  medical  course,  internship,  and  even 
residency  supplies  merely  the  foundation  for  a life- 
long study  of  medicine.  Such  study,  aimed  at  acquir- 
ing new  knowledge  and  skills,  as  well  as  refreshing 
former  ones,  is  postgraduate  medical  education. 

Postgraduate  instruction  at  the  University  of  Kan- 
sas School  of  Medicine  was  at  first  directed  largely 
to  general  physicians.  Now,  teaching  is  directed  to 
physicians  interested  in  general  medicine  and  surgery 
as  well  as  those  interested  in  specialties  and  subspe- 
cialties, such  as  anesthesiology,  cardiology,  chest  dis- 
eases, gastroenterology,  hematology,  obstetrics,  etc. 

Refresher  courses,  continuation  courses,  corre- 
spondence courses,  and  in-residence  training  are  avail- 
able. Refresher  courses  are  one-  to  five-day  courses, 
given  at  the  Medical  Center  by  the  School  of  Medi- 
cine faculty  and  distinguished  teachers  from  other 
medical  schools.  About  60  per  cent  of  the  instruction 
is  by  lecture  and  seminar ; 40  per  cent  is  given  in 
ward  walks,  small  discussion  groups,  live  clinics,  and 
actual  laboratory  experience.  Each  day  of  instruction 
comprises  seven  clock  hours,  making  an  average  of 
21  hours  in  session  per  course.  All  appropriate  teach- 
ing methods  are  used,  including  the  comparatively 
new  audiovisual  teaching  aid — closed-circuit  televi- 
sion. Refresher  courses  are  offered  also  to  such  para- 
medical groups  as  medical  technologists  and  nurses. 
Eighteen  courses  of  this  type  were  presented  last 
year. 

Continuation  courses  are  those  offered  in  sessions 
lasting  one-half  day  to  one  day  each  week  or  each 
month  over  a period  of  time.  Such  a schedule  makes 
it  practical  for  physicians  in  active  practice  to  attend 
without  absenting  themselves  from  their  practice  for 
several  days.  Continuation  courses  of  the  circuit  type 
offer  six  hours  of  instruction  at  afternoon  and  evening 
sessions,  one  day  each  month,  November  through 
April,  at  centers  throughout  Kansas.  The  Kress  Foun- 
dation grant  has  made  it  possible  to  expand  the  num- 
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ber  of  centers  from  eight  in  1950-51  to  eleven  in 
1954-55,  thus  reaching  many  doctors  who  had  not 
been  able  to  attend  previously.  The  programs  for 
each  center  are  presented  on  the  same  day  of  the  week 
each  month.  They  are  conducted  by  a team  of  three 
faculty  members,  including  clinicians  and  basic 
science  teachers.  In  addition  to  didactic  instruction, 
there  are  clinicopathological  conferences  and  live 
clinics. 

For  the  past  two  years,  correspondence  study 
courses  in  basic  and  advanced  electrocardiographic 
interpretation  have  been  offered.  They  give  the  physi- 
cian an  opportunity  for  practice  in  the  interpretation 
of  electrocardiograms.  More  correspondence  study 
courses  in  appropriate  subjects  are  being  developed. 
Possibly  in  some  instances,  such  courses  will  either 
begin  or  conclude  with  a one-day  session  at  the  Medi- 
cal Center  in  order  to  increase  their  usefulness. 

In-residence  training  is  offered  by  special  arrange- 
ment with  the  chairman  of  the  department  concerned 
and  with  the  Department  of  Postgraduate  Medical 
Education.  Physicians  may  spend  varying  periods  of 
time,  for  example  from  one  week  to  nine  months,  on 
the  wards,  in  the  laboratories,  and  in  conferences  and 
seminars  in  order  to  increase  their  competence  in 
various  aspects  of  medical  practice.  There  has  been 
an  average  of  ten  enrollments  each  of  the  past  five 
years  in  this  training. 

Summary  of  Activities — July  1,  1955  to 
January  1,  1956 


Enrollment:  Doctors  1,059 

Nurses  286 

Lay  Persons  292 

Total  1,637 


Courses:  There  are  20  courses  of  the  refresher  type, 
three  of  the  continuation  type,  three  conferences  and 
seminars,  and  four  correspondence  study  courses 
scheduled  for  1955-56.  The  six-months  circuit  course 
is  being  presented  this  year  at  11  centers  throughout 
Kansas. 

Enrollment  for  refresher  courses  this  year  has 
shown  a substantial  increase.  The  internal  medicine 
course  recorded  an  increase  of  more  than  100  per 
cent,  when  compared  with  registration  last  year.  En- 
rollment has  decreased  somewhat  in  the  six-months 
circuit  course. 

Summary  of  Activities — July  1,  1954  to 


June  30,  1955 

Enrollment:  Doctors  In-State  . . 1,042 

Out-of-State  ....  894 

Technicians  157 

Nurses  310 

Lay  Persons 515 

Total  2,918 


Courses:  There  were  18  courses  of  the  refresher 
type,  three  of  the  continuation  type,  five  seminars 
and  conferences,  and  three  correspondence  study 
courses ; the  six-months  circuit  course  was  offered  at 
11  centers  throughout  Kansas  and  Missouri.  The 
schedule  of  courses  included  three  that  represent  a 
new  type  of  program  or  fields  in  which  training  had 
not  been  offered  previously.  These  were:  surgery — - 
operative  clinics,  a full-day  program  offered  one  day 
each  month  for  a term  of  four  months ; the  pathology 
of  crime,  a two-day  course  for  the  medical  profession 
and  the  law  enforcement  officer;  and  industrial  and 
occupational  medicine,  a three-day  course  for  the  doc- 
tor in  general  practice  and  the  industrial  physician  or 
surgeon.  Four  different  programs  were  provided  for 
the  lay  public  during  the  1954-55  year. 

DEPARTMENT  ORGANIZATION 

The  work  of  the  Department  of  Postgraduate 
Medical  Education  at  the  University  of  Kansas  School 
of  Medicine  is  directed  by  Dr.  Mahlon  Delp,  who  is 
assisted  by  Dr.  Jesse  D.  Rising.  The  full-time  staff, 
charged  with  the  responsibility  of  the  promotion  and 
administration  of  the  program,  includes  an  executive 
director,  two  field  representatives,  a secretary,  and  a 
registrar-bookkeeper. 

CONSIDERATIONS  FOR  THE  FUTURE 

During  three  of  the  past  four  years,  this  depart- 
ment has  had  the  largest  enrollment  of  physicians  in 
refresher,  circuit,  and  continuation  courses  of  any 
school  in  the  United  States  and  Canada.  During  the 
school  year  1954-55,  one  physician  enrollment  in 
every  nine  in  the  92  schools  of  North  America  was 
in  the  Postgraduate  Department  at  the  University  of 
Kansas  School  of  Medicine. 

Assuming  that  the  foundation  has  been  laid  for  a 
sound  and  well-balanced  program  of  postgraduate 
medical  education,  it  is  appropriate  to  give  attention 
to:  (1)  an  evaluation  of  the  effectiveness  of  our 
present  program,  and  (2)  new  teaching  ventures  and 
techniques. 

EVALUATION  OF  PRESENT  PROGRAM 

A beginning  has  been  made  in  the  establishment 
of  certain  standards  or  a base  line  in  regard  to  post- 
graduate medical  education  for  physicians  of  the 
midwest  region.  One  of  the  methods  is  a statistical 
report  from  each  doctor  in  a given  area.  A statistical 
questionnaire  has  been  used  as  one  method  of  gath- 
ering needed  information  for  doctors  in  general  prac- 
tice, in  specialty  practice,  or  in  group  practice.  Plans 
are  being  made  to  evaluate  each  program  offered  by 
this  department  during  the  coming  year. 
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NEW  TEACHING  VENTURES  AND  TECHNIQUES 

General  practice  residencies  throughout  the  coun- 
try are  in  constant  change  due  to  the  fact  that  few 
medical  schools  have  a Department  of  General  Prac- 
tice. With  the  cooperation  of  the  other  departments 
of  the  University  of  Kansas  School  of  Medicine,  a 
realistic  attempt  can  now  be  made  to  promote  and 
foster  a residency  in  general  practice. 

Numerous  hospitals  in  this  region  are  now  quali- 
fied for  internships  if  their  programs  are  built  upon 
a foundation  of  affiliation  with  an  accredited  teach- 
ing institution.  We  want  to  explore  this  area  further. 

The  headquarters  office  for  the  American  Academy 
of  General  Practice  is  located  in  Kansas  City,  Mis- 
souri. This  office  represents  the  heart  of  this  large 
medical  organization,  a group  which  has  had  an  ef- 
fective influence  in  the  promotion  and  growth  of 
postgraduate  medical  education  throughout  the  coun- 
try. It  is  desirable  that  the  department  cooperate  close- 
ly with  this  organization  on  any  sound  postgraduate 
program. 

Educational  programs  in  medicine  for  lay  persons 
have  been  explored  by  this  department  in  past  years, 
and  the  need  is  great.  The  university  has  a definite 
obligation  to  foster  such  teaching. 

Our  programs  to  date  have  been  arranged  and 
presented  to  a regional  group  for  the  most  part.  An 
examination  of  registration  statistics  during  the  past 
two  years  shows  an  enrollment  which  has  expanded 
to  beyond  what  normally  would  be  expected  from  a 
regional  coverage.  Departments  within  the  structure 
of  the  medical  school  have  such  exceptional  talents 
for  teaching  that  it  seems  only  logical  to  develop  cer- 
tain programs  on  a national  basis.  The  Department 
of  Pathology  and  Oncology,  for  example,  has  an 
exceptionally  strong  faculty  capable  of  presenting  a 
course  in  histochemistry.  By  so  doing,  this  department 
can  offer  training  in  fundamental  research  which  is 
difficult  to  secure  in  this  country.  Just  such  a program 
is  being  planned  for  June  of  1956.  A similar  venture 
in  cardiovascular  disease  could  easily  be  carried  out 
by  the  Department  of  Medicine. 

In  the  past  an  occasional  one-day  symposium  has 
met  with  good  acceptance.  This  type  of  program  is 
popular  and,  although  expensive,  should  be  ex- 
panded. 

Innumerable  requests  for  speakers  have  come  from 
county  medical  societies  to  the  administration  and  to 
the  Department  of  Postgraduate  Medical  Education. 
These  requests  regularly  come  from  Oklahoma,  Kan- 
sas, Nebraska,  Iowa,  and  Missouri.  The  organization 
of  a speakers’  bureau  by  this  department  seems  neces- 
sary in  order  to  more  effectively  carry  out  this  func- 
tion. 

In  recent  years,  it  has  become  increasingly  appar- 
ent that  a medical  school,  if  it  is  properly  to  fulfill  its 


obligations  to  the  medical  profession  and  to  the  pub- 
lic, must  offer  not  only  the  basic  four  years  of  under- 
graduate medical  training  but  must  also  accept  re- 
sponsibility for  providing  physicians  with  oppor- 
tunities for  high  quality  postgraduate  education.  The 
people  of  Kansas  can  take  pride  in  their  medical 
school  for  the  manner  in  which  it  has  accepted  this 
responsibility  and  become  a leader  in  the  field  of 
postgraduate  medical  education. 

Department  of  Psychiatry 

In  1948  the  beginning  of  a modern  psychiatric 
program  at  the  University  of  Kansas  was  described 
in  the  Journal  of  the  Kansas  Medical  Society.* 
Since  then  considerable  progress  has  been  made  in 
some  areas,  although  the  program  has  lagged  in 
others.  Staff  development  and  the  undergraduate 
teaching  of  psychiatry  have  proceeded  quite  well. 
Beginning  with  only  one  full-time  teacher  of  psychia- 
try in  1948,  there  have  been  added  five  full-time 
teaching  positions  for  psychiatrists,  plus  two  for 
psychologists  and  two  for  psychiatric  social  workers, 
all  of  whom  participate  in  the  teaching  program.  In 
addition,  there  are  two  part-time**  psychiatrists  and 
30  voluntary  attending  or  consulting  staff  members. 

Since  July  1,  1953,  when  the  division  of  neurology 
was  separated  from  psychiatry  to  become  a division 
of  the  Department  of  Medicine,  the  department  has 
been  designated  simply  as  the  Department  of  Psy- 
chiatry. Its  clinical  and  teaching  functions  are  now 
carried  out  through  four  sections,  the  In-patient  Sec- 
tion, the  Out-patient  Section,  the  Psychosomatic  Sec- 
tion, and  the  Child  Psychiatry  Section,  each  headed 
by  a full-time  faculty  member.  The  growth  of  the 
teaching  staff  has  been  paralleled  by  an  increase  in 
the  number  of  teaching  hours  and  by  improvement 
of  the  teaching  in  all  four  years  of  the  undergradu- 
ate curriculum. 

Development  of  the  physical  facilities  of  the  de- 
partment, of  postgraduate  training  in  psychiatry,  and 
of  research  work  has  not  kept  pace  with  progress  in 
other  areas.  Planning  for  a new  building,  to  provide 
adequate  facilities  for  the  in-patient  and  out-patient 
care  of  psychiatric  patients,  has  been  under  way  since 
the  1949  session  of  the  state  legislature  appropriated 
funds  to  be  used,  together  with  Hill-Burton  funds, 

* Roth,  W.  F.,  Jr.:  The  Psychiatric  Program  of  the  Uni- 
versity of  Kansas  Medical  Center,  J.  Kan.  Med.  Soc.  49: 
241-243,  (June)  1948. 

**  The  term  "part-time”  designates  a staff  member 
whose  principal  office  and  work  is  not  at  the  Medical  Cen- 
ter but  who  devotes  a considerable  percentage  (10  per 
cent  or  more)  of  his  working  time  to  the  teaching  pro- 
gram. The  amount  of  time  spent  in  teaching  is  the  chief 
point  of  differentiation  between  a "part-time”  and  an 
"attending”  staff  member. 
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for  the  construction  of  such  a building.  Unavoid- 
able delays  have  postponed  the  fruition  of  these 
plans.  However,  construction  of  the  new  building 
for  psychiatry  was  finally  started  in  September,  1954, 
and  is  nearing  completion  at  this  time.  Its  availability 
for  use  during  the  current  year  is  regarded  as  a cer- 
tainty. When  it  is  in  full  operation  it  will  provide 
facilities  for  the  care  of  40  additional  bed  patients 
(total  of  65),  for  30  to  40  "day  hospital”  patients, 
and  for  a much  larger  and  more  efficient  out-patient 
service.  Moreover,  the  additional  space  and  modern 
facilities  will  greatly  assist  the  teaching  program  and 
will  make  possible  a satisfactory  development  of  the 
postgraduate  training  program  and  research. 

THE  UNDERGRADUATE  TEACHING  PROGRAM 

The  general  objective  of  the  psychiatric  curriculum 
is  to  teach  psychiatric  principles  universally  applica- 
ble to  medical  practice.  Relatively  little  emphasis  is 
placed  upon  the  problems  of  psychiatry  as  a special- 
ty. Some  specific  goals  of  the  teaching  program  are 
to  help  the  student  learn : 

1.  The  essential  facts  of  normal  personality  de- 
velopment, structure,  and  function. 

2.  The  basic  principles  of  psychopathology,  per- 
sonality reactions  to  internal  (somatic)  and  external 
(environmental)  pathological  or  stress  situations, 
and  the  various  special  types  of  psychopathologic 
reactions. 


3.  How  to  recognize  a psychiatric  problem  when 
he  sees  it  (even  though  the  presenting  feature  may 
be  an  emotional  reaction  masquerading  in  a cloak 
of  somatic  symptomatology),  and  what  to  do  about 
it,  which  requires  familiarity  with  Item  4. 

4.  How  to  talk  to  a patient,  to  take  a meaningful 
life  history,  and  to  appraise  the  present  status  of  the 
patient’s  mental  functioning,  his  personality  assets 
and  liabilities,  his  treatment  needs,  and  his  poten- 
tialities for  response  to  therapeutic  measures. 

5.  Some  practical  skills  in  simple,  supportive  psy- 
chotherapy; how  to  treat  patients  with  emotional 
problems  and  anxiety-based  symptoms,  for  whom  this 
type  of  treatment  is  appropriate. 

6.  To  know  how  he  may  and  when  he  must  uti- 
lize specialist  personnel  and  community  agency  re- 
sources to  assist  him  in  dealing  with  the  more  com- 
plex and  difficult  diagnostic  and  treatment  problems. 

A summary  outline  of  the  undergraduate  teaching 
by  the  Department  of  Psychiatry  is  given  in  Table  I. 
This  shows  the  total  number  of  hours  of  psychiatric 
teaching  in  the  regular,  required  course  of  the  medi- 
cal school.  It  indicates  all  teaching  done  by  members 
of  the  Department  of  Psychiatry,  both  in  time  as- 
signed specifically  to  the  department  and  in  courses 
and  clerkships  of  other  departments.  In  addition  to 
the  regular  curriculum,  there  is  a psychiatric  film 
(movie)  course  of  approximately  20  hours  (open  to 
all  students  in  the  second,  third,  and  fourth  years)  ; 


Table  I.  Summary  of  Undergraduate  Psychiatry  Curriculum,  Showing  All  Peaching  Hours 


1st  Year — Dept,  of  Psychiatry:  (a)  Lectures  63 

(b)  Conferences  20  83  83 

2nd  Year — Dept,  of  Psychiatry:  (a)  Lectures 15 

(b)  Group  Discussions  15  30 

Physical  Diagnosis:  (a)  Lectures 2 

(b)  Clinical  10  12 

Integrated  Seminars  2 44 

3rd  Year — Dept,  of  Psychiatry:  (a)  Lectures  36 

(b)  Clinical  ("clerkship”)  36  72 

Dept,  of  Pediatrics:  (a)  Lectures 10 

(b)  Clinical  work  with  patients  26 

(c)  Case  conferences  and  seminars  24  60 

Dept,  of  Medicine  Psychosomatic  Rounds  12  1 44 

4th  Year — Dept,  of  Psychiatry:  (a)  Treatment  Seminars  16 

(Out-Patient  Clinic)  (b)  Clinical  work  with  patients  24 

(c)  Diagnosis  and  Disposition  seminars  20  60  60 

Total  Hours  in  Regular  Curriculum,  All  Four  Years  331  hours 
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and  elective  clerkships  are  offered  in  all  of  the  sec- 
tions of  the  department.  Some  details  regarding  the 
teaching  in  each  of  the  four  years  are  given  in  the 
following  paragraphs: 

First  Year.  A series  of  lectures  throughout  the  "In- 
tegrated Freshman  Year”  course  are  given  by  mem- 
bers of  the  Department  of  Psychiatry.  The  lectures 
are  supplemented  by  discussion  periods,  for  which 
the  class  is  subdivided  into  groups  of  20  to  25  stu- 
dents, each  led  by  an  instructor.  Normal  personality 
development  and  structure,  the  anatomy  and  physiol- 
ogy of  intellect  and  emotion,  and  the  interrelation- 
ships of  mind  and  body  in  the  functioning  of  the 
several  organ  systems  constitute  the  subject  matter 
of  this  phase  of  the  teaching  in  the  first  year. 

Second  Year.  In  the  course  on  physical  diagnosis 
two  lectures  are  devoted  to  the  subject  of  interview- 
ing, while  practical  methods  of  dealing  with  patients 
are  discussed  and  demonstrated  in  the  "laboratory” 
sessions,  in  the  out-patient  clinic.  A few  weeks  after 
the  instruction  in  general  pathology  has  gotten  un- 
der way,  and  at  about  the  time  the  course  in  physical 
diagnosis  starts,  weekly  sessions  of  the  course  in 
psychopathology  are  begun.  This  course  comprises 
15  two-hour  sessions,  each  consisting  of  a one-hour 
lecture  to  the  entire  class  followed  by  a discussion 
period  during  which  the  class  is  divided  into  10  equal 
groups,  each  meeting  in  a separate  room  with  its 
own  instructor.  Building  upon  the  foundation  of  the 
previous  teaching  concerning  normal  personality 
structure  and  function,  the  lectures  describe  the  evo- 
lution of  maladaptive  mechanisms  and  the  part  played 
by  environmental  pathology  in  personality  maladjust- 
ment. Special  attention  is  given  to  life  situations  in 
infancy  and  childhood  which  produce  or  lay  the 
groundwork  for  later  frank  psychopathology. 

In  the  discussion  groups,  where  each  student  has 
an  opportunity  to  express  his  reactions  to  the  ma- 
terial presented  in  the  preceding  lecture,  there  is  free 
discussion  and  interchange  of  ideas.  The  student  may 
learn  that  emotional  experiences,  which  he  previously 
had  regarded  as  peculiar  to  himself,  are  commonly 
(if  not  universally)  experienced  by  others.  Such  an 
experience  appears  to  lessen  emotional  resistance  to 
new  (to  the  student)  concepts  of  mental  functioning 
and  to  allow  the  material  of  the  lecture  to  become  a 
usable  part  of  the  student’s  knowledge  and  experi- 
ence. In  other  words,  the  discussion  groups  lead  to 
a better  understanding  and  assimilation  of  the  sub- 
ject matter,  and  to  consequent  increased  ability  to 
use  it  in  clinical  practice. 

Third  Year.  Now  that  the  student  is  fully  em- 
barked in  clinical  work,  his  psychiatric  instruction  is 
centered  about  the  clinical  material  he  sees  in  the 
course  of  his  medical  and  pediatric  clerkships  as  well 
as  during  the  week  he  is  assigned  to  the  psychiatry 


ward.  During  his  time  on  the  pediatrics  service  he  is 
introduced  to  psychiatric  problems  commonly  en- 
countered among  children.  In  the  course  of  his  medi- 
cal clerkship  he  gets  instruction  in  psychosomatic 
medicine.  On  the  psychiatry  ward  he  gets  an  overall 
view  of  the  functioning  of  an  intensive  treatment 
unit  and  experience  in  taking  psychiatric  histories 
and  in  making  psychiatric  examinations.  Throughout 
the  year,  at  weekly  lectures,  the  entire  range  of  psy- 
chiatric problems  encountered  in  practice  is  dis- 
cussed, with  case  demonstrations  when  appropriate. 

Fourth  Year.  During  the  quarter  of  the  year  when 
he  is  assigned  to  the  Medicine  Clinic  the  student 
spends  three  half-days  per  week  in  psychiatry.  Here 
he  interviews  patients  in  the  diagnostic  clinic  and 
also  in  the  treatment  clinic  (on  a different  afternoon) . 
He  is  assigned  a selected  patient  for  weekly  thera- 
peutic interviews,  which  he  conducts  throughout  the 
quarter,  with  regular  supervision  by  a staff  psychia- 
trist. He  attends  a treatment  seminar  each  week  and 
also  a case  conference  at  which  diagnosis  and  dis- 
position recommendations  are  made  on  cases  from 
the  diagnostic  clinic,  which  are  presented  by  him  or 
by  members  of  his  group.  Through  this  experience 
in  the  out-patient  clinic  where  he  is  given  a con- 
siderable amount  of  responsibility  for  the  handling 
of  patients,  the  student  has  the  opportunity  of  learn- 
ing, under  competent  psychiatric  supervision,  how  to 
use  the  doctor-patient  relationship  and  how  to  treat, 
confidently  and  effectively,  the  minor  psychiatric 
problems  that  he  will  encounter  in  his  future  practice. 

POSTGRADUATE  TRAINING  IN  PSYCHIATRY 

In  1949,  the  residency  training  program  of  the 
Department  of  Psychiatry  was  first  approved  (for 
two  years’  training)  by  the  American  Medical  Asso- 
ciation’s Council  on  Medical  Education  and  Hospitals 
and  the  American  Board  of  Psychiatry  and  Neurol- 
ogy. In  1951  the  full  three-year  program  was  ap- 
proved, preparing  the  resident  for  board  certification. 
A wide  variety  of  clinical  services  is  available  to  the 
trainee,  at  the  Medical  Center,  at  the  Kansas  City 
Veterans  Administration  Hospital,  and  at  other  affil- 
iated institutions. 

Each  resident’s  sequence  of  clinical  services  is 
planned  to  suit  his  individual  interests  and  needs,  in 
accordance  with  the  type  of  psychiatric  work  that  is 
his  ultimate  goal.  However,  the  basic  course  includes 
a period  of  12  to  15  months  on  the  In-Patient  Service, 
a three-month  assignment  on  neurology,  and  assign- 
ments to  the  Out-Patient  Section,  the  Child  Psychia- 
try Section,  and  the  Psychosomatic  Section.  If  the 
resident  is  planning  to  enter  the  special  field  of  child 
psychiatry,  he  may  be  assigned  for  a period  to  the 
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Child  Study  Unit  (an  affiliated  institution  for  post- 
graduate training  and  research  in  child  psychiatry, 
which  is  located  at  the  Medical  Center),  or  he  may 
elect  to  take  a fourth  year  of  training  there.  In  con- 
junction with  the  clinical  training  there  are  didactic 
courses  and  seminars,  plus  clinical  and  teaching  con- 
ferences of  other  departments  on  various  subjects 
in  areas  related  to  psychiatry  (e.g.,  neuropathology). 

In  some  respects,  the  progress  and  results  of  the 
residency  training  program  have  been  gratifying. 
Starting  from  scratch  during  the  post-war  period, 
when  teaching  personnel  was  difficult  to  obtain,  a 
residency  program  has  been  developed  that  affords  its 
trainees  a thorough  and  comprehensive  training  in 
psychiatry.  Moreover,  a small  beginning  has  been 
made  in  meeting  the  critical  need  for  trained  psy- 
chiatrists in  this  area;  four  residents  trained  in  the 
program  have  taken  important  clinical  and  teaching 
positions  in  the  medical  school  and  affiliated  institu- 
tions. However,  the  number  of  physicians  seeking 
residency  training,  particularly  the  number  of  native 
Kansans,  is  far  too  small.  In  relation  to  the  great 
need  for  trained  psychiatrists  that  exists  in  public 
and  private  institutions  and  in  practice  in  communi- 
ties throughout  the  state,  the  number  of  trainees  is 
grossly  inadequate.  It  is  urgently  requested  that  physi- 
cians of  Kansas  concern  themselves  with  this  problem 
and  do  all  they  can  to  interest  native  sons  and  daugh- 
ters in  the  field  of  psychiatry  and  to  encourage  young 
colleagues  to  take  advantage  of  opportunities  for 
psychiatric  training. 

In  addition  to  the  regular  three-year  program  for 
the  training  of  psychiatrists,  the  department  offers 
individualized  postgraduate  educational  opportuni- 
ties for  physicians  desirous  of  psychiatric  instruction 
and  supervised  experience  to  improve  their  effec- 
tiveness in  the  practice  of  medicine.  The  Bulletin 
of  the  Department  of  Postgraduate  Medical  Educa- 
tion may  be  consulted  for  further  information  on 
this  subject. 

CLINICAL  FACILITIES 

Inasmuch  as  the  psychiatric  clinical  facilities  at 
the  Medical  Center  have  undergone  some  change  in 
recent  years  and  are  due  for  a significant  increase  in 
the  near  future,  it  may  be  well  to  describe  the  facili- 
ties and  medical  services  that  are  available.  To  sim- 
plify the  description,  adult  and  child  psychiatric  serv- 
ices will  be  discussed  under  each  of  these  headings. 
Attention  is  called  especially  to  the  fact  that  the  pro- 
cedures for  referring  various  categories  of  patients 
are  necessarily  quite  different. 

Adult  In-Patient  Service.  The  physical  facility  for 
the  care  of  psychiatric  in-patients  is  the  Psychiatric 
Receiving  Ward.  As  has  been  mentioned,  this  will 
soon  be  moved  to  a new  psychiatric  unit,  on  the  main 


campus  of  the  Medical  Center,  connecting  with  other 
wards  of  the  general  hospital.  The  capacity  of  this 
new  unit  will  be  roughly  three  times  that  of  the  pres- 
ent facility,  or  more  if  the  factors  of  increased  operat- 
ing efficiency  and  the  added  capacity  of  the  "day  hos- 
pital’’ are  taken  into  consideration.  The  function  of 
the  day  hospital  will  be  to  provide,  through  the  day- 
time hours,  all  the  treatment  modalities  available  to 
bed  patients.  Patients  who  are  convalescent  and  suf- 
ficiently recovered  that  they  may  be  discharged  from 
in-patient  status  may  live  outside  the  hospital  and 
return  to  spend  a certain  number  of  days  or  parts  of 
days  per  week  within  the  hospital. 

It  is  a policy  of  the  service  that  all  patients  referred 
for  admission  should  be  seen  by  a member  of  the 
staff  before  actually  being  admitted.  This  results  in 
a better  relationship  between  patient  and  staff  and 
usually  facilitates  subsequent  treatment.  Therefore,  if 
in-patient  care  is  unquestionably  necessary  or  is 
thought  to  be  probably  indicated,  the  referral  pro- 
cedure begins  with  the  setting  up  of  a consultation 
appointment  for  the  patient  to  be  seen  by  a member 
of  the  staff.  Requests  for  such  consultation  appoint- 
ment or  for  any  desired  information  regarding  ad- 
mission of  patients  should  be  addressed  to  Admis- 
sions Secretary,  Psychiatric  Ward.  In  cases  where  it 
is  definitely  known  that  private  consultation  and/or 
private  patient  hospital  care  by  a particular  staff 
member  who  accepts  private  patients  is  desired,  the 
case  may,  of  course,  be  referred  in  the  usual  manner 
to  the  psychiatrist  in  question. 

Adult  Out-Patient  Facilities.  The  psychiatric  Out- 
Patient  Clinic  offers  diagnostic  and  consultation  serv- 
ices for  indigent  patients.  The  patients  are  seen  at 
the  "screening”  or  diagnostic  clinic,  which  meets  two 
afternoons  each  week. 

A large  proportion  of  referrals  to  this  clinic  are 
from  other  clinics  of  the  Out-Patient  Department  of 
the  Medical  Center,  but  direct  referrals  may  be  made 
by  outside  physicians.  The  capacity  of  the  clinic  is 
usually  adequate  to  meet  the  needs,  without  the  accu- 
mulation of  a large  waiting  list,  but  the  clinic  neces- 
sarily operates  on  an  appointment  basis.  Referrals  to 
the  clinic  or  requests  for  information  should  be  ad- 
dressed simply  to  the  Psychiatric  Out-Patient  Clinic 
at  the  Medical  Center.  Facilities  for  out-patient  psy- 
chiatric treatment,  especially  for  cases  requiring  long- 
term individual  psychotherapy,  are,  unfortunately, 
quite  limited. 

Selection  of  cases  for  the  treatment  clinic  is  han- 
dled by  the  screening  clinic.  While  a certain  num- 
ber of  minor  psychiatric  problems  can  be  handled 
satisfactorily  in  the  "student  treatment  clinic,”  where 
senior  medical  students  carry  cases  under  staff  super- 
vision, the  treatment  of  more  difficult  psychiatric 
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problems  in  the  clinic  is  carried  out  by  psychiatric 
residents,  treatment  of  selected  cases  under  staff 
supervision  being  an  important  part  of  their  train- 
ing in  psychotherapy.  Thus,  the  capacity  of  the  clinic 
to  handle  long-term  treatment  cases  is  closely  linked 
to  the  size  of  the  residency  program.  It  is  hoped  and 
anticipated  that  this  will  increase  as  time  goes  on. 
There  are  also  limited  facilities  for  psychiatric  diag- 
nosis and  treatment  of  private  out-patients,  since 
most  of  the  members  of  the  teaching  staff  have  a 
certain  amount  of  time  for  work  of  this  sort. 

Psychiatric  Services  for  Children.  There  is,  at 
present,  no  special  psychiatric  in-patient  facility  for 
children.  However,  children  who  are  suitable  for 
hospitalization  on  an  open  pediatric  ward  may  be 
admitted  for  observation  and  treatment.  Ample  fa- 
cilities are  available  for  the  out-patient  examination 
and  treatment  of  children  presenting  psychiatric 
problems.  A Child  Psychiatry  Clinic  functions  as  a 
unit  of  the  general  Pediatrics  Out-Patient  Clinic  two 
mornings  each  week.  All  patients  referred  to  the 
Child  Psychiatry  Clinic  are  first  seen  in  the  general 
Pediatric  Clinic.  Patients  not  eligible  for  clinic  care 
may  be  referred  by  special  arrangement  to  an  attend- 
ing psychiatrist. 

The  Child  Study  Unit.  In  addition  to  the  above- 
described  facilities  an  important  treatment  asset  of 
the  Medical  Center  is  embodied  in  the  Child  Study 
Unit.  Although  affiliated,  and  cooperating,  it  func- 
tions as  an  independent  organization  or  branch  of 
the  Medical  Center.  The  Child  Study  Unit  is  pri- 
marily a research  and  training  center  for  postgradu- 
ate training  of  workers  in  all  disciplines  involved  in 
the  psychiatric  treatment  of  children.  Although  not 
organized  for  the  purpose  of  providing  clinical  serv- 
ices, the  Child  Study  Unit  accepts  selected  out-patient 
cases  for  diagnostic  study  and  treatment. 

Department  of  Public  Health 
And  Preventive  Medicine 

Objectives  of  Instruction.  The  objectives  of  in- 
struction in  the  Department  of  Public  Health  and 
Preventive  Medicine,  as  offered  in  the  entire  course, 
may  be  summarized  as  follows: 

1.  To  help  bring  to  the  student  physician  under- 
standing and  acceptance  of  the  role  of  medicine  in 
society  and  of  the  preventive  concept  in  a broad 
sense  as  a guiding  philosophy  in  medical  practice. 
To  encourage  the  student  to  live  by  the  principle 
that  his  vocation  as  a physician  above  all  else  is  that 
of  service  to  his  community  and  that  preventive  med- 
icine is  basic  to  complete  fulfillment  of  his  role  as 
a true  physician. 

2.  To  teach  health  as  well  as  disease  in  develop- 


ing better  understanding  of  human  biology  in  terms 
of  the  reaction  and  adaptation  of  man  to  his  physical, 
biological,  and  social  environment  as  a frame  of 
reference  for  the  physician  in  dealing  with  individual 
and  community  problems. 

Department  of  Radiology 

The  Department  of  Radiology  has  grown  from 
the  one  room  occupied  30  years  ago  in  the  basement 
of  the  Administration  Building  to  our  present  quar- 
ters. When  we  moved  upstairs  in  1940  Dean  Wahl 
remarked  that  we  would  "rattle  around  a bit.”  Since 
that  time  the  floor  space  has  been  expanded,  and 
waiting  patients  are  still  required  to  sit  in  the  hall. 
The  situation  merely  reflects  the  growth  of  the  Medi- 
cal Center  over  30  years. 

Three  radiologists  function  in  the  department. 
There  has  been  a systematic  effort  to  divide  the 
activities  of  the  radiologists  into:  (1)  administration 
and  supervision  of  radium  and  x-ray  therapy;  (2) 
the  isotope  program,  and  (3)  special  procedure  ac- 
tivity. The  latter  includes  angiocardiographs,  cere- 
bral angiograms,  bronchograms,  myelograms,  and  the 
development  of  a research  program.  Routine  diag- 
nostic work  including  gastrointestinal  study  is  di- 
vided among  the  three  radiologists.  Each  individual 
is  expected  to  assist,  as  the  work  load  shifts,  in  that 
area  where  help  is  needed. 

The  department  has  a place  for  four  residents  in 
training  in  radiology.  A well  balanced  training  pro- 
gram with  experience  in  all  of  the  facets  of  the  field 
of  radiology  is  offered.  An  attempt  is  made  to  super- 
vise closely  the  first  two  years  of  training.  In  the 
third  year  the  resident  is  encouraged  to  make  his 
own  decisions  with  consultation  available  as  re- 
quested. 

The  department  accepts  all  work  requested,  and 
this  work  is  done  on  the  day  that  it  is  ordered.  A 
backlog  of  work  is  not  permitted  to  accumulate.  The 
average  work  load  is  approximately  25  therapy  cases 
per  day  and  95  diagnostic  cases  per  day.  The  num- 
ber of  cases  listed  does  not  give  the  entire  picture. 
One  of  these  cases  may  be  a simple  x-ray  of  a hand 
while  another  may  be  a complicated  laminograph  or 
arteriogram,  procedures  requiring  considerable  time 
and  special  apparatus. 

The  teaching  program  in  the  medical  school  is 
not  as  elaborate  as  it  is  felt  that  the  field  of  radiology 
merits.  It  is  not  at  all  as  inclusive  as  was  the  program 
offered  as  recently  as  two  years  ago.  The  program 
consists  largely  of  consultation  periods  with  small 
groups  of  students.  It  is  possible  for  the  student  to 
go  through  medical  school  without  having  had  ac- 
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cess  to  some  of  the  fundamental  principles  of  radiol- 
ogy that  many  of  the  men  now  in  practice  learned 
while  in  medical  school. 

The  teaching  obligation  also  includes  a few  ses- 
sions with  nurses.  In  this  program  the  residents  are 
encouraged  to  participate. 

A two-year  training  program  leading  to  the  status 
of  a registered  x-ray  technician  has  been  developed. 
This  program  is  largely  one  of  practical  experience 
in  various  activities  of  the  x-ray  department  and  is 
augmented  by  a series  of  lectures  by  an  instructor 
and  the  physicians  in  the  department. 

The  management  of  the  university  has  been  gen- 
erous to  the  department  in  accepting  recommenda- 
tions for  new  and  replacement  equipment  during 
the  last  few  years.  It  is  felt  that  the  department  is  as 
well  or  even  better  equipped  than  is  the  radiological 
department  of  many  medical  schools.  Plans  are  be- 
ing formulated  to  increase  the  efficiency  of  the  radia- 
tion therapy  department.  It  is  hoped  that  these  plans 
may  be  completed  within  the  next  year. 

True  research  including  animal  experimentation 
was  an  impossibility  during  the  period  prior  to  July 
1,  1953,  because  of  the  work  load  and  limited  pro- 
fessional help.  Any  time  spent  in  research  would 
have  deprived  patients  of  adequate  care  by  the  de- 
partment. It  is  the  hope  that  now  with  three  staff  men 
available  there  will  be  time  for  this  important  aspect 
of  radiology.  Despite  the  work  load,  a rather  elab- 
orate follow-up  record  of  all  cancer  cases  treated  in 
the  department  of  radiology  has  been  kept.  From 
every  three  months  to  a year  a personal  letter  goes  to 
a patient  who  has  received  care  in  the  department, 
suggesting  that  the  patient  return  for  a check-up 
examination.  If  that  is  not  possible  a note  is  re- 
quested relative  to  the  patient’s  condition.  Periodical- 
ly over  the  years  cases  of  special  interest  have  been 
re-evaluated,  summarized,  and  described  in  the  lit- 
erature. A constant  effort  is  made  to  assess  the  value 
of  any  new  method  of  treating  cancer  by  radiation, 
and  where  justified  the  new  method  is  adopted  by 
the  department. 

ISOTOPE  SECTION 

The  department  of  radiology  first  started  using 
radioactive  substances  in  May  of  1950.  At  this  time 
both  radioactive  iodine  and  radioactive  phosphorus 
were  made  available.  Since  that  time  the  use  of  ra- 
dioactive material  has  steadily  increased.  This  section 
of  the  radiology  department  functions  in  the  same 
manner  as  the  rest  of  the  department.  Requests  for 
various  isotope  studies  desired  are  initiated  by  the 
referring  physician. 

The  greatest  volume  of  work  is  in  the  use  of  ra- 
dioactive iodine.  Approximately  3,000  radioactive 
uptake  determinations  for  thyroid  gland  function  are 


done  per  year.  In  the  past  year  a tracer-scanner  has 
been  added  to  our  armamentarium.  This  permits  ac- 
curate mapping  of  the  gland  and  actually  makes  it 
possible  to  draw  an  outline  of  the  thyroid  gland. 
This  is  of  value  in  studying  nodules  in  the  neck, 
particularly  those  related  to  the  thyroid  gland.  Ap- 
proximately 300  of  these  studies  are  being  done  each 
year. 

In  addition  to  diagnostic  work  done  with  radio- 
active iodine,  more  and  more  patients  are  being 
treated  with  radioactive  iodine  for  hyperthyroidism. 
One  hundred  fifty  such  patients  were  treated  in  the 
past  year.  Results  have  consistently  been  compara- 
ble to  surgical  results. 

Radioactive  phosphorus  is  used  principally  in  treat- 
ment of  polycythemia  and  leukemia.  This  work  is 
done  in  conjunction  with  other  forms  of  therapy.  It 
seems  to  be  an  efficient  method  of  delivering  total 
body  radiation.  Approximately  75  patients  are  treated 
a year. 

Radioactive  gold  is  being  used  in  the  treatment  of 
malignant  effusions  both  in  the  chest  and  in  the 
abdomen.  This  is  a potent  radio  isotope  and  requires 
considerable  care  in  its  handling.  The  volume  in  this 
form  of  treatment  is  not  comparable  to  those  forms 
mentioned  above.  Approximately  40  patients  have 
been  treated  with  good  results  in  50  per  cent  of  the 
cases. 

The  latest  additions  to  the  isotope  sections  have 
been  the  use  of  cobalt  tagged  Vitamin  B 12  in  a test 
for  pernicious  anemia.  This  procedure  is  just  start- 
ing. Experience  is  therefore  limited.  However,  re- 
ports on  this  test  elsewhere  are  exceedingly  encour- 
aging ; at  the  moment  this  appears  to  be  an  accurate 
and  simple  test. 

Additional  services  are  being  contemplated  for  the 
near  future ; these  include  the  determination  of  blood 
volume  and  red  cell  mass. 

RESEARCH  AND  DEVELOPMENT 

The  x-ray  therapy  section  has  cooperated  with  the 
investigations  of  numerous  members  of  other  de- 
partments engaged  in  the  study  of  effects  of  x-rays, 
by  scheduling  a regular  period  of  time  twice  a week 
when  the  therapy  machines  are  made  available  for 
experimental  work.  This  system  seems  to  be  work- 
ing satisfactorily  and  no  separate  equipment  for 
x-ray  therapy  experiments  is  contemplated,  at  least 
for  the  immediate  future. 

The  development  of  a plastic  ruler  for  roent- 
genology has  been  progressing  slowly  due  to  efforts 
to  synthesize  design  suggestions  from  the  showing 
of  the  preliminary  drawing  last  year.  This  ruler 
should  be  completed  within  the  next  few  months 
and  will  have  utility  for  anyone  reading  x-ray  films, 
especially  orthopedic  surgeons. 
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The  students  for  whom  Dr.  Youngstrom  has  served 
as  advisor  have  been  initiated  into  the  techniques  of 
clinical  research.  One  has  done  a case  study  of  the 
treatment  of  carcinoma  of  the  urinary  bladder,  and 
another  has  investigated  the  range  of  size  of  the 
upper  mediastinal  shadow  in  newborn  and  young 
children.  The  project  is  planned  as  a preliminary 
to  a study  of  what  happens  to  children  who  have 
large  upper  mediastinal  shadows.  The  study  is  neces- 
sary to  evaluate  recent  work  indicating  that  cancer 
of  the  thyroid  is  ten  times  more  common  in  children 
who  have  had  radiation  to  the  thymus  in  infancy, 
than  it  is  in  the  general  population. 

The  study  of  the  effects  of  ionizing  radiation  of 
the  hypersensitive  state  is  being  investigated  in  col- 
laboration with  the  Department  of  Microbiology. 
This  project  is  progressing  according  to  plan,  and 
significant  results  have  already  been  obtained  which 
will  be  reported  in  the  near  future. 

A grant  has  been  requested  from  the  U.  S.  Public 
Health  Department  to  cover  cost  of  equipment  in  the 
amount  of  $10,016  for  the  investigation  of  "corre- 
lated speech  studies  of  the  pre-  and  postoperative 
cleft  palate  by  use  of  a new  rapid  cine  radiographic 
technique."  This  is  a group  endeavor  with  several 
departments  participating.  Action  on  the  grant  re- 
quest is  scheduled  for  March  of  1956. 

Plans  are  being  formulated  for  a cooperative  in- 
vestigation of  effects  of  x-ray  on  lymphoid  tissue  as 
it  can  be  studied  in  dogs’  tonsils. 

An  investigation  of  the  pulmonary  circulation  in 
emphysema,  pre-  and  postoperative,  is  in  the  plan- 
ning stage  in  collaboration  with  members  of  the 
Departments  of  Surgery  and  Medicine.  Some  special 
equipment  for  rapid  serial  radiography  of  the  chest 
must  be  developed. 

Department  of  Surgery 

The  Department  of  Surgery  has  considered  its  pri- 
mary purposes  to  be  three  in  number:  first,  teaching 
at  undergraduate,  graduate  and  postgraduate  levels ; 
second,  furthering  medical  knowledge  through  in- 
vestigation in  both  experimental  and  clinical  fields, 
and  third,  provision  of  medical  service  in  its  finest 
form.  Each  of  these  functions  is  totally  dependent 
upon  the  other,  and  it  is  impossible  for  one  to  exist 
without  the  other.  Each  has  been  thought  equally 
desirable,  and  comparable  effort  has  been  exerted  in 
the  pursuit  of  each  of  the  purposes. 

The  following  report  indicates  the  present  plan 
of  operation  and  the  activities  of  the  department  for 
the  year  1954-1955. 

It  would  be  unrealistic  to  assume  the  year  could 
pass  without  losses.  The  greatest  of  these  for  the 


department  was  the  death  of  Dr.  Thomas  G.  Orr, 
Sr.,  who  died  unexpectedly  November  19,  1955.  Dr. 
Orr  had  served  as  the  professor  of  surgery  in  this 
department  for  25  years  preceding  his  retirement  to 
emeritus  status.  Dr.  Orr  held  the  esteem  and  affec- 
tion of  the  great  number  of  students  and  patients 
who  had  been  under  his  guidance  and  care  through- 
out the  many  years  of  his  teaching  career.  His  death 
represents  an  irreparable  loss  to  the  department. 

A consideration  of  the  primary  purposes  of  the 
Department  of  Surgery  places  teaching  as  the  first 
function.  The  Surgical  Department  participates  in 
each  of  the  four  years  of  the  medical  school  curricu- 
lum. The  effort  in  the  first  and  second  years  is  limited 
to  participation  in  integrated  seminars,  correlation 
courses,  and  instruction  in  physical  diagnosis.  This 
effort  is  a cooperative  one  with  other  clinical  and 
basic  science  departments  in  the  school. 

The  teaching  opportunities  in  the  third  year  cur- 
riculum become  greatly  increased.  Each  of  the  third 
year  medical  students  is  assigned  for  one-third  of  the 
year  to  the  Surgical  Department.  During  this  period 
of  time  a closely  organized  teaching  program  is 
followed,  covering  the  field  of  general  surgery ; no 
intense  effort  is  directed  toward  the  specialty  fields 
of  surgery  during  this  year.  Time  is  divided  between 
scheduled  seminars  and  discussions,  ward  rounds,  op- 
erative room  work,  direct  contact  with  all  surgical 
patients,  surgical  pathology,  and  seminars.  One-half 
of  the  assigned  time  is  spent  at  the  University  of 
Kansas  Medical  Center  and  the  other  half  of  the 
assigned  time  is  spent  at  the  Kansas  City  Veterans 
Administration  Hospital  or  at  Menorah  Hospital. 
The  work  at  these  affiliated  institutions  chronologi- 
cally correlates  with  that  given  at  the  university. 

No  work  is  repeated  throughout  the  trimester, 
and  each  student  has  access  to  instruction  in  all  of 
the  facets  of  general  surgery.  No  time  or  effort  is 
devoted  toward  the  teaching  or  development  of  sur- 
gical technique,  but  emphasis  is  placed  upon  diag- 
nosis, the  early  recognition  of  those  diseases  amen- 
able to  surgical  treatment,  the  indications  for  surgi- 
cal treatment,  pre-  and  postoperative  care,  and  what 
can  be  expected  from  surgical  treatment.  At  the  ter- 
mination of  the  surgical  trimester,  oral  and  written 
examinations  are  given  to  each  student.  The  written 
examination  is  of  the  type  used  by  the  National  Bo.ard 
of  Medical  Examiners.  This  year,  for  the  first  time, 
the  department  used  the  actual  examination  which 
had  been  given  by  the  National  Board  of  Medical 
Examiners  for  examination  of  the  medical  student 
following  the  completion  of  his  fourth  year.  Although 
this  has  been  used  for  only  one-third  of  the  class  at 
present,  the  chairman  of  the  National  Board  of 
Medical  Examiners  termed  the  performance  "very 
creditable.”  The  estimate  of  the  performance  of  the 
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student  for  the  surgery  course  is  based  upon  the 
work  of  the  student  throughout  his  period  of  clinical 
clerkship,  by  the  instructors  under  whom  he  has  had 
his  direct  assignments,  and  by  marks  achieved  in  the 
various  examinations. 

The  fourth  year  student  is  assigned  to  the  surgical 
service  for  one  quarter  of  the  year.  During  this  year 
he  rotates  through  the  specialty  surgical  services  and 
works  in  the  general  surgical  out-patient  department. 
Assignment  to  hospital  patients  for  complete  evalu- 
ation, operative  room  work  and  observation,  and 
assigned  seminars  and  discussions  are  used  by  each 
of  the  sections  for  teaching  purposes.  Final  evalua- 
tion of  the  student  is  arrived  at  by  the  correlation 
of  the  estimate  of  each  of  his  instructors  and  by  final 
examination  of  the  material  covered  by  the  specialty 
surgical  sections  as  well  as  by  general  surgical  exam- 
ination. The  rather  rigid  correlation  of  the  work  in 
the  two  years  offers  an  unexcelled  opportunity  for 
carefully  supervised  instruction  in  general  and  spe- 
cialty surgery  in  undergraduate  training. 

The  graduate  teaching  program  in  surgery  starts 
with  the  intern  or  first  year  following  the  comple- 
tion of  medical  school  work  and  continues  through 
the  residency  program  in  general  surgery  or  one  of 
the  surgical  specialties. 

Not  infrequently  a fourth-year  medical  student 
desires  to  plan  a graduate  program  in  surgery.  If  his 
decision  is  firm  regarding  entering  surgery  as  his 
chosen  field  of  medicine,  he  is  generally  advised  to 
use  the  first  year  of  graduate  training  to  gain  addi- 
tional insight  into  fields  of  medicine  other  than  sur- 
gery. The  specialty  board  requirements  are  such  that 
an  adequate  opportunity  is  afforded  him  in  subsequent 
years  to  achieve  fundamental  knowledge  in  surgical 
fields.  The  first  year  of  his  graduate  education  can  be 
more  profitably  spent  gaining  a fuller  realization  of 
the  possibilities  and  limitations  of  other  areas  of 
medicine. 

On  the  other  hand,  the  fourth-year  student  who 
has  not  yet  decided  upon  surgery  as  a choice  for  his 
field  of  medicine  is  urged  to  spend  at  least  a portion 
of  the  first  year  of  his  graduate  training  program  on 
the  surgical  services  so  that  more  insight  may  be 
gained  into  its  functions,  limitations,  and  possibili- 
ties. During  the  training  of  this  year  an  increased 
responsibility  is  given  the  man  by  the  direct  applica- 
tion of  factual  information  achieved  through  the  un- 
dergraduate years,  but  no  effort  is  directed  toward 
teaching  operative  technic. 

Following  the  first  year  of  graduate  training,  gen- 
eral surgery  and  surgery  specialties  at  the  University 
of  Kansas  offer  unexcelled  opportunities  for  resi- 
dency training.  It  is  appropriate  to  describe  in  some 
detail  the  residency  training  program  on  the  general 


surgical  service  which,  in  large  measure,  is  duplicated 
in  each  of  the  specialty  training  programs. 

The  general  surgery  program  is  closely  integrated 
with  that  of  the  Veterans  Administration  Hospital  in 
Kansas  City  and  the  Veterans  Administration  Hos- 
pital in  Wichita.  Residents  are  simultaneously  chosen 
for  the  three  institutions ; the  work  of  each  comple- 
ments and  augments  the  entire  training  program. 
Six  men  are  chosen  for  each  of  the  first  two  years, 
four  of  whom  will  be  carried  through  the  third  and 
fourth  years  of  the  general  surgery  training  pro- 
gram if  their  work  proves  to  be  satisfactory.  Two  of 
the  six  men  are  chosen  with  the  intent  and  under- 
standing that  they  are  receiving  general  surgery 
training  in  preparation  for  entrance  into  a specialty 
surgical  field.  Thus  a total  of  20  men  are  in  the 
residency  training  program  at  the  three  institutions 
at  any  given  time. 

Each  of  the  men  who  are  receiving  general  sur- 
gery training  in  preparation  for  specialty  surgery  re- 
ceives six  months  of  specialty  surgery  training  and 
18  months  of  general  surgery  training  during  two 
years  as  a resident  on  the  general  surgery  service. 
The  general  surgery  resident  spends  six  months  of 
the  first  year  in  specialty  surgery  training  and  six 
months  on  general  surgery  services.  During  the  sec- 
ond year  he  spends  six  months  on  a problem  in  the 
laboratory  or  in  a clinical  field,  and  it  is  the  intent 
of  the  program  that  an  original  contribution  to  surgi- 
cal literature  be  made  by  the  resident  during  this 
time.  The  remaining  six  months  of  the  second  year 
are  spent  on  private  surgical  services  at  the  University 
of  Kansas  Medical  Center. 

During  the  third  year  nine  months  are  spent  in 
clinical  surgery  and  three  months  in  surgical  pathol- 
ogy. The  entire  fourth  year  is  spent  in  clinical  sur- 
gery with  senior  resident  responsibility.  An  increasing 
amount  of  responsibility  is  given  to  the  resident 
throughout  the  entire  program,  and  at  the  comple- 
tion of  the  program  he  has  developed  the  skill  and 
judgment  required  for  eligibility  for  American  Board 
of  Surgery  examinations.  It  will  be  noted  this  repre- 
sents a columnar  system  of  surgical  training  as  op- 
posed to  the  pyramidal  system.  By  the  adoption  of 
the  columnar  system  it  is  possible  to  assure  each  man 
taken  into  the  program  that  his  training  will  be  com- 
plete and  that  he  will  be  retained  as  long  as  his  work 
proves  to  be  entirely  satisfactory.  Appointments  are 
made  on  a yearly  basis;  in  the  event  work  is  unsatis- 
factory or  the  desire  and  enthusiasm  of  the  resident 
wane,  the  program  can  be  discontinued. 

With  the  increase  in  the  number  of  people  covered 
by  medical  insurance,  adequate  material  for  resident 
physician  training  in  surgery  is  becoming  increasing- 
ly scarce.  The  demand  that  each  patient  who  has 
insurance  coverage  be  regarded  as  a private  patient 
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widely  prescribed  because  of  these 

important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 

3)  true  broad-spectrum  activity  (proved 
effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa) 

4)  negligible  side  effects 

5)  every  gram  produced  in  Lederle’s  own 
laboratories  under  rigid  quality  control, 
and  offered  only  under  the  Lederle  label 

6)  a complete  line  of  dosage  forms 


in  prolonged  illness,  prescribe 

ACHROMYCIN  SF 

TETRACYCLINE  with  STRESS  FORMULA  VITAMINS 

Attacks  the  infection,  bolsters  the  body’s  natural 
defense.  Stress  vitamin  formula  suggested  by 
the  National  Research  Council  in  dry-filled, 
sealed  capsules  with  Achromycin,  250  mg. 

Also  available:  Achromycin  SF  Oral 
Suspension  (Cherry  Flavor),  125  mg.  per  5 cc. 
plus  vitamins. 


(a  Lederle  exclusive!)  for  more  rapid 
and  complete  absorption.  No  oils, 
no  paste,  tamperproof! 


LEDERLE  LABORATORIES  DIVISION 

REG . U.  S.  PAT.  OFF. 


American  Gjanamid company  PEARL  RIVER,  NEW  YORK 
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of  the  staff  physician  is  unrealistic  from  the  stand- 
point of  the  best  training  of  surgeons  for  future  years. 
The  University  of  Kansas  is  more  fortunate  in  this 
regard  than  most  institutions  for,  by  comparison  with 
private  hospitals,  our  indigent  patient  load  remains 
relatively  high,  and  the  affiliation  with  the  two  Vet- 
erans Administration  hospitals  provides  excellent  ma- 
terial for  training  purposes.  Supervision  of  all  work 
done  is  carefully  controlled  without  interfering  with 
the  increasing  responsibility  delegated  to  the  resident 
and  the  prerequisite  for  eligibility  for  examination 
by  the  American  Board  of  Surgery. 

The  postgraduate  teaching  effort  is  centered  in 
two  formal  courses  in  which  all  sections  of  the  de- 
partment participate.  The  first  of  these  is  the  course 
in  operative  technique,  held  for  one  day  at  monthly 
intervals  for  four  months.  On  each  of  these  days 
a well  recognized  authority  in  surgery  is  invited  to 
act  as  guest  instructor.  The  operative  sessions  are 
televised.  Appropriate  slides,  moving  pictures,  and 
other  visual  aids  are  used  during  periods  of  instruc- 
tion. 

The  second  formal  program  is  the  four-day  post- 
graduate course  in  surgery  which  is  held  during  the 
month  of  January.  Nationally  known  faculty  mem- 
bers are  regularly  invited  to  act  as  instructors  during 
this  course.  The  Kansas  Division  of  the  American 
Cancer  Society  makes  it  possible  to  devote  one  day 
of  the  course  to  the  study  of  neoplastic  disease  by  a 
contribution  which  in  part  defrays  the  expense  of  this 
day’s  instruction.  The  course  is  designed  to  give 
practical  instruction  in  basic  and  fundamental  con- 
cepts of  surgery. 

The  increasing  scope  of  the  teaching  function  of 
the  Department  of  Surgery  each  year  places  increas- 
ing demands  upon  the  time  of  the  surgical  staff  and 
indicates  the  necessity  of  increasing  the  personnel. 
This  has  been  initiated  by  appointing  surgeons  in  the 
locality  who  are  interested  in  teaching  in  the  out- 
patient clinic,  and  it  is  planned  that  such  appoint- 
ments be  extended. 

The  second  primary  function  of  the  Surgical  De- 
partment is  considered  to  be  in  the  field  of  investiga- 
tive work.  Funds  for  this  program  are  not  available 
from  the  school  budget  at  present,  and  it  is  necessary 
that  support  for  this  work  come  from  contributions 
made  by  the  surgical  staff  and  by  special  grants  from 
public  and  private  sources.  The  most  productive  of 
these  sources  has  been  the  surgical  staff,  whose  con- 
tributions are  incorporated  in  the  Surgical  Develop- 
mental Fund.  A fixed  percentage  of  the  gross  income 
of  each  member  of  the  surgical  staff  is  contributed  to 
the  fund,  used  for  any  purposes  concerned  with  devel- 
opment of  the  department.  This  is  felt  to  be  funda- 
mentally the  support  of  investigative  work  for  which 
other  funds  are  not  readily  available. 


A notable  project  of  the  developmental  fund  for 
the  current  year  has  been  the  establishment  of  two 
research  laboratories.  One  of  these  is  housed  in  the 
Medical  Science  Building  and  is  equipped  with  the 
finest  instruments  and  devices  required  for  the  more 
common  laboratory  determinations.  The  second  lab- 
oratory is  immediately  adjacent  to  the  operating  room 
in  an  area  formerly  occupied  by  an  observation  gal- 
lery which  had  served  no  useful  purpose.  This  lab- 
oratory is  equipped  primarily  for  obtaining  objective 
evidence  of  changes  occurring  in  patients  during  sur- 
gical operations. 

The  Surgical  Biophysics  Laboratory  continues  to 
be  an  active  project  of  the  Developmental  Fund.  In 
addition  to  supplying  technical  support  to  the  De- 
partment of  Audio  Visual  Education,  facilities  and 
personnel  are  available  in  a consultative  capacity  for 
the  school.  The  laboratory  has  been  of  great  assist- 
ance in  providing  solutions  to  the  technical  and  en- 
gineering problems  frequently  arising  in  every  re- 
search project. 

There  have  been  a number  of  investigative  proj- 
ects supported  by  the  Surgical  Developmental  Fund 
during  the  current  year.  These  include  (1)  study  of 
pulmonary  ventilation  and  lung  compliance  during 
surgical  operations,  (2)  factors  affecting  the  efficien- 
cy of  ventilation  during  surgical  operations,  (3) 
study  of  the  pathogenesis  of  esophagitis,  (4)  study 
of  pyloric  ganglion  cells  in  hypertrophic  pyloric 
stenosis,  (5)  development  of  a pumping  mechanism 
for  application  in  extra  corporeal  circulation,  (6) 
development  and  fabrication  of  a unique  apparatus 
for  cardiac  defibrillation,  stimulation,  and  for  the 
measurement  of  the  electrical  impedance  of  the  heart 
in  the  surgical  patient,  (7)  development  of  a method 
for  enterodialysis  for  regulation  of  total  body  elec- 
trolytes, (8)  development  of  a more  satisfactory 
method  for  extra  corporeal  oxygenation  of  blood, 
and  (9)  studies  on  the  mechanism  of  cardiac  fibril- 
lation and  defibrillation  under  hypothermia  in  the 
experimental  animals. 

These  various  activities  have  represented  a consid- 
erable monetary  effort,  but  they  have  established  the- 
investigative  program  of  the  department  on  a sound 
footing.  In  addition  to  these  studies  a grant  has 
been  obtained  from  a pharmaceutical  company  for 
the  study  of  materials  used  in  the  preparation  of  the 
bowel  for  surgical  procedures.  Funds  have  been  ob- 
tained from  the  Public  Health  Service  for  studies  in 
blood  transfusion  reactions  and  for  studies  on  the 
repair  of  intracardiac  septal  defects.  Additional  funds 
from  the  United  States  Public  Health  Service  and 
from  other  sources  are  being  sought  to  further  the 
investigative  program  of  the  department. 

The  Out-Patient  Department  of  the  Surgical  Serv- 
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ices  has  continued  to  increase  its  activity.  General 
surgery  and  specialty  surgery  conduct  scheduled  out- 
patient clinics  which,  in  addition  to  being  a useful 
service  function,  provide  the  finest  source  of  ma- 
terial for  clinical  teaching.  Clinic  facilities  are  used 
for  the  follow-up  of  patients.  This  provides  the  best 
method  of  evaluation  of  surgical  therapy  and  gives 
information  upon  which  clinical  reports  may  be 
based. 

New  patients  seen  in  the  surgical  out-patient  clin- 
ics numbered  3,218  in  a total  of  19,669  patient  vis- 
its, which  represents  an  increase  of  approximately 
18  per  cent  over  the  preceding  year. 

The  last  fundamental  effort  of  the  Surgical  De- 
partment is  directed  toward  medical  service.  It  is  our 
firm  conviction  that  this  is  inseparably  related  to  the 
other  efforts  for,  in  reality,  superior  patient  care  is 
the  final  purpose  of  the  functions  previously  con- 
sidered. Here  the  medical  student  should  see  medical 
service  at  its  best.  This  implies  that  there  be  no  dis- 
tinction between  the  quality  of  medical  care  offered 
the  private  patient  or  the  indigent  patient. 

Clinical  facilities  for  the  surgical  service  are  some- 
what limited  at  present.  A total  of  182  beds  is  now 
allotted  to  the  entire  department.  This  is  somewhat 
below  the  eventual  capacity  due  to  current  recon- 
struction within  the  hospital  building.  During  the 
year  3,27 6 patients  were  admitted  to  the  department 
and  5,585  operations  were  completed. 

GENERAL  SURGERY  SECTION 

A deliberate  effort  has  been  made  to  avoid  the 
splintering  away  of  special  sections  from  general 
surgery.  This  is  in  deference  to  the  undergraduate 
and  graduate  teaching  requirements  established  ac- 
cording to  board  concepts.  Teaching  and  research  in- 
terests of  the  section  have  already  been  indicated. 

SECTION  OF  ANESTHESIOLOGY 

Teaching  by  the  anesthesiology  section  spans  the 
third  and  fourth  years  of  the  medical  school  curricu- 
lum. Concomitant  with  assignment  of  clinical  clerks 
to  patients  admitted  to  the  hospital  in  these  years, 
there  is  an  assignment  of  a clinical  clerk  to  assist  and 
observe  the  administration  of  an  anesthetic  if  a surgical 
operation  is  required.  During  the  total  period  of  stu- 
dent assignment  to  the  surgical  services,  considerable 
experience  is  gained.  In  addition  to  clinical  teaching, 
formal  discussions  and  seminars  are  regularly  sched- 
uled. 

The  graduate  level  teaching  is  approved  by  the 
American  Board  of  Anesthesiology,  and  at  present 
eight  resident  physicians  are  being  trained  for  board 
accreditation.  The  postgraduate  course  in  anesthesiol- 


ogy is  the  major  project  in  teaching  at  the  postgradu- 
ate level. 

Laboratory  research  supported  by  United  States 
Public  Health  Service  funds  has  been  concerned  with 
determinations  of  the  effect  of  anesthetic  agents  on 
coronary  blood  flow.  The  effects  of  several  drugs  of 
potential  value  in  anesthesia  are  currently  subject  to 
clinical  investigation. 

SECTION  OF  NEUROLOGICAL  SURGERY 

This  specialty  section  of  the  Department  of  Surgery 
is  presently  composed  of  two  full-time  members  of 
the  attending  staff  certified  by  the  American  Board 
of  Neurological  Surgery.  They  are  assisted  by  three 
resident  physicians  in  various  stages  of  training  in 
neurosurgery. 

The  interests  of  the  section  continue  along  three 
main  lines:  teaching  at  the  student  and  graduate  resi- 
dent level,  patient  care,  and  investigation. 

During  the  first  year  of  medical  training,  in  co- 
operation with  the  Department  of  Anatomy,  students 
in  neuroanatomy  participate  in  a two-hour  live  pa- 
tient conference  designed  to  illustrate  the  clinical  ap- 
plication of  the  principles  of  neuroanatomy.  Fourth 
year  students  receive  a series  of  ten  lectures  present- 
ing factual  material  relating  to  clinical  neurosurgery 
of  importance  to  the  physician  in  practice.  During 
the  fourth  year,  students  are  assigned  to  the  section 
in  groups  of  six  for  a 12-day  period.  During  this 
time  the  students  function  as  a part  of  the  section, 
working  up  all  patients  in  rotation  and  participating 
in  floor  care. 

Opportunity  for  discussion  is  given  during  daily 
ward  rounds,  regularly  scheduled  conferences  in 
neurosurgery,  neuroradiology,  and  neuropathology, 
as  well  as  through  individual  discussion  with  the  resi- 
dent and  attending  staff.  All  out-patients  are  similar- 
ly observed  with  attending  or  resident  staff.  In  addi- 
tion, conferences  are  held  with  each  group  empha- 
si2ing  factual  material  relating  to  neurological  sur- 
gery and  of  importance  to  the  physician  in  general 
practice.  In  all  of  these  student  contacts,  emphasis  is 
placed  on  matters  pertaining  to  diagnostic  neurology, 
patient-physician  relationship,  and  patient  care,  rather 
than  technical  aspects  of  neurological  surgery. 

At  the  resident  level,  the  section  offers  a board- 
approved,  three-year  residency  in  neurological  sur- 
gery. This  program,  still  evolving,  is  designed  to  give 
a graded  experience  in  applied  basic  science,  diag- 
nostic neurology,  and  operative  neurosurgery.  In  ad- 
dition to  previously  mentioned  service  activities,  four 
weekly  conferences  at  the  exclusively  resident  level 
implement  this  postgraduate  program.  Clinical  re- 
search has  centered  on  the  behavior  and  surgical 
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treatment  of  intracranial  aneurysms.  Research  con- 
tinues in  methods  applicable  to  the  study  of  the  inti- 
mate circulation  of  the  brain.  This  involves  better 
methods  of  observation  and  the  development  of 
quantitative  methods  for  measurement  of  regional 
blood  flow. 

During  the  past  year  the  service  has  enjoyed  a bet- 
ter than  12  per  cent  growth  in  opportunity  for  pa- 
tient care.  The  service  is  additionally  responsible  for 
neurosurgical  care  at  the  Kansas  City,  Missouri,  Vet- 
erans Administration  Hospital  on  a consulting  basis. 
This  has  provided  a welcome  opportunity  for  exten- 
sion of  our  training  program. 

ORTHOPEDIC  SURGERY  SECTION 

Teaching  of  the  undergraduate  medical  student 
remains  the  prime  purpose  of  the  orthopedic  section. 
Instruction  in  orthopedic  surgery  spans  the  third  and 
fourth  year  of  medical  school,  but  an  intensive  in- 
struction period  is  delegated  to  the  fourth  year. 

Fourth-year  students  are  assigned  to  the  orthopedic 
section  for  12  days.  During  this  time  they  see  and 
work  up  all  house  patients,  clinic  patients,  and  emer- 
gency patients  requiring  orthopedic  treatment.  The 
students  have  daily  ward  rounds  and  lectures  on 
fundamental  orthopedic  subjects.  Grand  rounds  are 
held  once  a week.  Fracture  conferences  and  lectures 
are  given  to  all  students  on  the  surgery  services  at 
weekly  intervals  throughout  the  academic  year. 

Current  research  projects  concern  bone  growth 
following  peripheral  denervation  and  factors  con- 
cerned in  dislocation  of  the  hip. 

Graduate  teaching  efforts  are  primarily  directed 
toward  resident  training  though  there  is  regular 
participation  in  postgraduate  courses  of  the  Surgical 
Department.  The  orthopedic  residency  program  pro- 
vides full  qualification  for  examination  by  the  board 
for  certification. 

PLASTIC  SURGERY  SECTION 

Teaching  activities  of  the  service  at  the  fourth- 
year  student  level  include  daily  ward  rounds,  daily 
conference  with  the  students,  daily  instruction  in  the 
operating  room,  wards,  and  clinic,  plus  attendance  at 
numerous  conferences.  Students  assigned  to  the  Plas- 
tic Surgery  Section  are  on  duty  in  the  emergency  room 
at  all  times,  one  as  first  assistant  to  the  house  staff 
and  one  as  second  assistant.  There  is  provision  for 
three  resident  physician  staff  appointments  which  are 
approved  by  the  American  Board  of  Plastic  Surgery. 
Residents  are  selected  for  a three-year  training  ex- 
perience after  two  years  in  general  surgery.  Teaching 
at  the  house  staff  level  consists  of  various  daily  im- 
promptu case  problem  conferences  on  the  wards  and 
in  the  clinic,  often  illustrated  by  slide  material  and 
motion  pictures.  A motion  picture  relating  to  plastic 
surgery  is  shown  every  week. 


Graduated  responsibility  is  given  the  resident  dur- 
ing his  training  experience.  Resident  travel,  supported 
by  the  Padgett  Fund,  has  been  instituted.  This  per- 
mits the  senior  resident  to  complete  his  training 
program  by  a tour  through  the  outstanding  plastic 
surgery  services  in  the  country. 

Research  activities  carried  out  during  the  year  con- 
cerned further  studies  in  keloid  (hypertrophied  scar) 
production.  This  was  done  in  the  Earl  Padgett  Me- 
morial Laboratory,  a laboratory  founded  by  funds 
left  by  Dr.  Padgett  and  equipped  and  maintained  by 
additional  funds  from  other  sources  going  to  the 
same  endowment  fund. 

UROLOGY  SURGERY  SECTION 

The  Section  of  Urology  is  composed  of  the  Uni- 
versity of  Kansas  Medical  Center  Service  and  the 
Urology  Service  at  the  Kansas  City,  Missouri,  Vet- 
erans Administration  Hospital. 

The  Section  of  Urology  participates  in  the  under- 
graduate teaching  program  for  a short  but  intensive 
ten-day  period  during  the  student’s  fourth  year.  The 
entire  day  is  spent  with  the  staff  in  the  out-patient 
department,  on  the  hospital  wards,  and  in  the  oper- 
ating areas.  Obviously,  only  a few  special  technics 
can  be  taught,  and  emphasis  is  placed  on  diagnosis 
and  basic  fundamentals  of  urology. 

The  training  of  the  graduate  student  at  the  resi- 
dent physician  level  has  assumed  increasing  impor- 
tance. This  obligation  has  become  more  important  in 
medical  centers  because  of  the  steady  decrease  in 
training  facilities  in  other  hospitals.  During  the  past 
ten  years  the  number  of  urology  residents  has  in- 
creased in  this  section  from  an  occasional  one  to  a 
total  of  six  men  at  present.  After  internship  each 
man  has  two  or  three  years  of  general  surgery  train- 
ing and  then  three  years  in  urologic  surgery.  Resi- 
dents spend  equal  time  on  the  University  of  Kansas 
Medical  Center  service  and  on  the  Veterans  Adminis- 
tration service. 

A Urology  Research  Laboratory  has  been  main- 
tained at  the  Medical  Center  by  generous  gifts  from 
the  United  States  Public  Health  Service,  various 
foundations,  and  by  friends  of  the  school.  Research 
projects  of  current  interest  are:  (1)  the  effect  of 
various  gonadotropic  agents  on  olegospermia,  (2) 
inhibition  of  acid  phosphatase  in  cancer  of  the  pros- 
tate, and  (3)  change  of  renal  function  preceding 
and  following  aortic  coarctation  repair.  The  labora- 
tory staff  performs  special  technical  determinations 
for  physicians  in  the  state  which  cannot  be  done  in 
general  hospital  laboratories. 

The  Urology  Service  offers  physicians  in  the  state 
postgraduate  instruction  in  diagnostic  urology  on  an 
informal  basis  for  a period  of  one  to  two  weeks. 
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One  of  the  comforts  that  carries  us  through 
the  trials  of  any  period  is  the  belief  that  nobody 
else  ever  had  it  so  bad.  This  is  a time  when  the 
medical  profession  is  fair  game  for  any  writer, 
and  the  apologists  for  our  group  are  hard  put 
to  keep  up  with  the  accusers.  One  of  the  con- 
tinuing irritations  for  the  average  physician  is 
the  problem  of  the  cults  and  the  practitioners 
of  the  weird  and  occult  healing  arts.  Perusal  of 
some  of  the  old  medical  journals,  however, 
would  indicate  that  our  grandfathers  contended 
with  more  rather  than  fewer  schools  of  thought 
and  if  anything  the  identification  in  the  pa- 
tient’s mind  with  all  of  these  under  the  head- 
ing of  "doctor”  was  even  more  troublesome 
than  today. 

For  example,  the  Medical  Examiner  pub- 
lished in  Philadelphia  on  December  19,  1838, 
quotes  from  one  of  its  companion  publications, 
The  Medical-Chirurgical  Review,  an  article 
concerning  animal  magnetism.  With  acknowl- 
edgment to  the  editors,  J.  B.  Biddle,  M.D., 
M.  Clymer,  M.D.,  and  W.  W.  Gerhard,  M.D., 
wherever  they  may  be,  we  submit  the  following 
from  this  journal  with  the  suggestion  that  the 
same  attitude  of  good  humor  may  serve  us  well 
in  meeting  the  competition  of  these  individuals: 

"If  the  following  report  prove  to  be  cor- 
rect, (and  it  is  said  to  be  authentic,)  we  must, 
however  humiliating  it  may  be  to  our  pride, 
withdraw  all  opposition  to  Mesmerism,  and 
acknowledge  ourselves  to  have  been  unreason- 
ably skeptical  on  the  occasion. 

"A  young  and  hysterical  female  had  suffered 
much  from  most  painful  menstruation,  for 
some  years.  It  was  proposed  to  try  the  new 
agent  to  lull  the  pain  of  back  and  hypogastric 
region,  during  the  first  day  of  the  dysmenor- 
rhea. For  this  purpose  magnetized  water  was 
injected  into  the  vagina,  and  a piece  of  nickel 
applied  to  the  loins.  The  effect  was  almost 
magical.  The  whole  of  the  uterine  system  fell 
into  profound  Mesmeric  coma,  which  lasted  12 
hours,  after  which  menstruation  went  on  calm- 


ly and  free  from  pain.  The  same  process  was 
employed  at  the  next  catamenial  period,  and 
with  equal  success.  The  third  period  passed, 
without  pain,  and  without  any  menstruation  at 
all. 

"This  was  considered  to  be  accidental,  and 
that,  at  the  fourth  epoch,  all  would  come  right. 
The  fourth  passed,  however,  in  the  same  way 
as  the  third,  and  the  consequence  of  this  ob- 
struction was  morning  sickness,  and  some 
qualms  and  caprices  as  to  certain  articles  of 
diet.  Soon  after  this,  the  mammae  enlarged  a 
little,  and  the  areola  around  the  nipples  became 
of  a darker  hue.  Still  later  the  young  female 
became  plumper  about  the  abdomen  than  she 
used  to  be — and,  finally  there  was  no  doubt 
left  as  to  the  powers  of  the  magnetized  water. 
The  MAGNATES  MAGNETICI  were  now  in 
rapture,  and  became  satisfied  that  the  advent  of 
a young  Mesmeric  Shiloah  was  at  hand  and 
that  he  would  exhibit  the  zoo-magnetic  powers 
in  the  highest  degree  of  perfection.  They  con- 
fidently predicted  he  will  not  only  have  clair- 
voyance at  his  finger  ends,  but  that  he  will  be 
able  to  magnetize  and  somnalize  every  living 
creature  at  the  distance  of  the  antipodes,  if 
desirable.  . . . 

"Let  us  come  a little  closer  to  the  question. 
Animal  magnetism  must  either  be  true  or  false 
— a fact  or  fiction.  Suppose  it  be  true — and  see 
the  consequences.  By  a single  wave  of  the  hand, 
we  deprive  a female  of  all  sense,  and  throw  her 
into  such  a profound  sleep  that  the  teeth  may 
be  pulled  out  of  her  head,  without  the  slightest 
consciousness  on  her  part.  Should  such  a power 
on  the  one  side  and  such  a susceptibility  on  the 
other,  be  once  established,  no  female  in  the 
realm,  however  high  or  low  her  station,  would 
be  one  day  safe  from  the  machinations  of  the 
wicked  and  licentious ! In  short,  the  whole 
foundations  of  society  would  be  broken  up, 
and  every  fence  of  virtue  and  honor  would  be 
leveled  in  the  dust!” — D.E.G. 
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PRESIDENT’S  PAGE 


Dear  Doctor: 

We  Kansas  doctors  have  much  of  interest  which  will  transpire  during  the  coming 
month.  Be  alert  about  the  schedule  and  the  participation  of  your  office  assistants 
in  the  training  program  which  begins  on  March  11  and  ends  on  March  31.  This 
OFFICE  ASSISTANTS  TRAINING  PROGRAM  is  another  Kansas  first. 

The  Annual  Kansas  Medical  Society  Day  at  the  Medical  Center  will  be  a 
luncheon  and  afternoon  program  for  the  junior  and  senior  medical  students.  The 
program  this  year  will  feature  "Expanding  Horizons,”  Blue  Shield,  The  Art  of  the 
Practice  of  Medicine,  The  Doctor  and  the  Community,  and  a panel  consisting  of  a 
minister,  a young  housewife  and  mother,  a city  doctor,  and  a country  doctor.  The 
title  of  the  panel  discussion  will  be  "What  I Want  and  Expect  of  the  New  Doctor 
in  My  Community.” 

At  long  last,  through  the  voted  decision  of  those  present  at  the  University  of 
Kansas  Medical  Alumni  dinner,  we  will  have  a realistic,  active,  and  progressive 
organization.  This  will  necessitate  a dues  increase,  but  the  rewards  to  our  state, 
doctors,  and  medical  school  will  be  very  heartening. 

Dr.  Berger  and  Dr.  Voldeng  of  the  Kansas  Division  of  the  American  Cancer 
Society  have  specifically  suggested  and  requested  that  our  county  medical  societies 
might  credit  attendance  at  the  Mid-West  Cancer  Conference,  March  22  and  23,  1956, 
to  their  own  regular  monthly  meeting,  thus  increasing  attendance  at  our  cancer 
conference.  This  meeting  is  to  be  held  in  Wichita.  Let’s  go! 

Legislating  medicine  and  "cultism”  to  be  equal  can  only  bring  chaos.  Surely 
the  armed  forces  should  not  be  the  forum  to  find  the  answer  to  the  cult  problem. 
We  doctors  of  medicine  stand  united  and  firm  in  opposing  H.R.  483.  Dr.  James  R. 
McVay,  AMA  trustee,  has  made  an  excellent  presentation  in  opposition  to  this 
bill  which  would  authorize  the  armed  forces  to  commission  osteopaths.  Stuart 
Symington  of  Missouri  is  chairman  of  the  Senate  Armed  Forces  Subcommittee 
which  is  now  studying  this  problem.  Let  us  not  be  complacent ! 

Sincerely,  in  the  Practice  of  the  Art, 


Conrad  M.  Barnes,  M.D.,  President 
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EDITORIAL  COMMENT 


School  of  Medicine  Issue 

For  the  tenth  consecutive  year  the  March  issue 
of  the  Journal  is  a special  number  devoted  to  the 
University  of  Kansas  School  of  Medicine.  As  in  the 
past,  the  Editorial  Board  is  indebted  to  those  at  the 
school  who  contributed  in  the  planning,  organiza- 
tion, and  preparation  of  the  material  included. 

All  former  University  of  Kansas  School  of  Med- 
icine issues  of  the  Journal  contained  scientific 
papers  written  by  members  of  the  faculty  and  staff. 
There  was  no  dissatisfaction  with  that  plan,  but  a 
suggestion  was  made  that  it  would  also  be  appropri- 
ate to  publish  descriptive  material  about  the  school, 
its  physical  plant,  progress  being  made,  research 
being  conducted,  and  programs  and  objectives  of 
its  different  departments. 

A meeting  of  the  Editorial  Board  to  discuss  this 
suggestion  was  held  last  September,  and  Dr. 
W.  Clarke  Wescoe,  dean  of  the  school,  and  Dr. 
Vernon  E.  Wilson,  assistant  dean  in  charge  of  stu- 
dent affairs,  were  present.  They  graciously  agreed 
to  assume  responsibility  for  assembling  material,  and 
the  data  presented  in  this  issue  resulted.  Scientific 
papers  from  the  university  which  would  have  ap- 
peared in  March  under  the  former  plan  will  be 
published  in  future  issues  of  the  Journal  through- 
out the  year. 


The  Preceptor  Program 

Editor’s  Note.  The  following  word  picture  of  the 
preceptor  program  now  in  existence  in  Kansas  was 
prepared  by  Dr.  Conrad  M.  Barnes,  Seneca,  president 
of  the  Kansas  Medical  Society.  He  is  well  qualified 
to  write  on  the  subject  since  he  has  been  intimately 
associated  with  the  program  since  its  inception. 

Enthusiasm  is  the  result  when  you  work  your  very 
best  for  something  in  which  you  believe.  We  Kansans 
have  enthusiasm  for  our  preceptor  program.  This 
program  is  the  outgrowth  of  the  work  of  the  Rural 
Health  Committee,  which  nine  years  ago  was  inspired 
by  the  proceedings  of  the  National  Rural  Health 
Conference.  This  program,  the  result  of  cooperative 
enthusiasm  between  the  Kansas  Medical  Society  and 
the  University  of  Kansas  School  of  Medicine,  is  pay- 
ing dividends  in  emphasizing  rural  general  practice. 

The  people  of  Kansas  are  now  being  blessed  with 
a more  personal  kind  of  medical  care  because  of  this 
wise  program  which  welds  practice,  postgraduate 
medical  training,  and  the  student  life  into  one  har- 


monious union.  While  participating  in  this  program, 
the  student,  professor,  and  practitioner  live,  work, 
and  learn  together.  The  program  completes  the  pre- 
viously unfinished  cycle  of  medical  training  and  helps 
make  the  progress  of  medical  learning  a continuous 
thing. 

Dr.  Maldon  Delp,  professor  of  medicine  and 
chairman  of  postgraduate  medical  study,  feels  that 
our  program  gives  the  medical  student  a real  experi- 
ence in  "A  Medical  Way  of  Life.”  This  he  greatly 
needs,  for  the  highly  specialized  and  organized  form 
of  group  practice  he  experiences  in  the  Medical  Cen- 
ter often  makes  him  feel  that  he  is  a small  unit  in  a 
synthetic,  impersonal  machine  which  grinds  out  diag- 
noses and  treatments.  He  needs  to  have  the  "real” 
feeling  of  living  with  and  helping  patients  on  a per- 
sonal basis.  He  learns  that  patients  want  help,  not  a 
diagnosis ! 

The  program  in  Kansas  is  operated  by  the  Pre- 
ceptorship  Committee  of  the  medical  school.  This 
committee  is  composed  of  faculty  members  and  one 
participating  physician  preceptor  who  is  or  has  been 
a member  of  the  Kansas  Medical  Society’s  Committee 
on  Rural  Health.  To  be  a preceptor  in  our  program, 
a physician  must  be  a medical  society  member  and  he 
must  live  in  a town  of  less  than  2,500  population. 
He  must  be  in  private  practice  and  not  a member  of  a 
clinic  or  group.  He  is  appointed  by  the  medical  school 
after  having  been  nominated  for  this  position  by 
either  the  medical  school  faculty  or  the  medical  so- 
ciety. He  must  be  approved  by  both  of  these  institu- 
tions. 

When  Dr.  Jesse  D.  Rising,  chairman  of  the  Pre- 
ceptorship  Committee,  called  an  all  day  meeting  of 
the  committee  and  a panel  of  physicians  on  Novem- 
ber 7,  1954,  a good  representation  of  the  60  precep- 
tors was  present.  The  proceedings  of  this  meeting 
concerned  nearly  every  phase  of  the  actual  everyday 
problems  and  adjustments  needed  to  properly  ad- 
minister and  execute  the  program. 

Presently,  the  length  of  time  the  student  spends 
with  the  preceptor  is  six  weeks.  Various  time  intervals 
have  been  utilized  since  the  inception  of  the  pro- 
gram, but  six  weeks  appears  to  be  the  most  satisfac- 
tory. Both  junior  and  senior  students  participate,  and 
each  preceptee  must  "serve  his  time”  and  be  evalu- 
ated by  his  preceptor  before  he  can  qualify  for  the 
degree  of  Doctor  of  Medicine.  When  he  returns  to 
the  medical  school  after  completing  his  preceptorship, 
the  student  reports  on  the  qualitative  and  quantitative 
aspects  of  his  experience  and  gives  the  dean  of  the 
medical  school,  Dr.  W.  Clarke  Wescoe,  an  evalua- 
tion of  the  preceptor’s  ability  and  willingness  to  be 
a teacher. 

This  "Medical  Way  of  Life” — the  preceptorship — 
introduces  medical  students  to  rural  practice.  It  gives 
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students  an  opportunity  to  see  patients  in  their  home 
environment.  It  encourages  young  men  to  consider 
entering  rural  practice.  It  will  improve  rural  medical 
care. 

While  working  under  the  supervision  of  the  gen- 
eral practitioner,  the  student  is  given  responsibility 
for  patient  care  in  the  office,  on  house  calls,  and  in 
the  rural  hospital.  The  student  assists  in  obstetrical 
work  and  surgery,  and  he  participates  in  the  civic  and 
social  life  of  the  preceptor  as  well.  He  participates  in 
and  experiences  the  recreational  facilities  of  rural 
life,  attends  church  and  service  clubs.  The  preceptor 
and  student  have  consultations  on  medical  and  medi- 
cal-economic problems  and  attend  local  county  medi- 
cal society  and  hospital  staff  meetings  together. 

The  student  receives  maintenance  from  the  pre- 
ceptor, but  he  is  paid  no  salary.  The  preceptor  cost 
of  providing  this  maintenance  for  the  perceptee  is 
estimated  by  our  preceptor  group  to  be  between  $200 
and  $300.  It  is  not  mandatory,  but  most  of  the  pre- 
ceptees  live  in  the  home  of  the  preceptor  as  an 
"adopted”  member  of  the  family  during  the  six  weeks 
period.  This  is  an  enriching  experience  for  all  con- 
cerned and,  for  the  student,  it  gives  an  opportunity 
to  project  himself  forward  for  three  to  30  years. 
Does  he  want  his  family  to  live  as  this  "adopted” 
family?  If  not,  what  will  he  do  differently? 

I have  been  a preceptor  since  the  beginning  of  the 
program  in  Kansas.  My  wife  has  been  a great  help 
in  the  program  for,  aside  from  making  a "home”  for 
the  preceptee,  she  has  told  him  her  attitudes  as  a doc- 
tor’s wife. 

It  is  our  custom  to  invite  the  wife  or  sweetheart 
of  the  preceptee  for  a visit  in  our  home  during  the 
last  few  days  of  the  preceptee’s  stay  with  us.  The 
pride  and  confidence  with  which  the  young  student 
doctor  shows  her  our  home  and  our  town  and  coun- 
tryside are  proof  enough  of  the  favorable  attitude 
that  is  being  established.  A wise  philosopher  has 
said,  "Attitudes  are  even  more  important  than  facts.” 

An  important  end  result  of  the  preceptorship  pro- 
gram should  be  to  encourage  those  men  who  feel  an 
inclination  toward  rural  practice  and  general  practice 
into  these  fields  and  to  prevent  those  who  do  not  feel 
so  inclined  from  attempting  it.  By  the  presently 
avowed,  necessary  nature  of  our  medical  schools,  the 
student  is  in  contact  only  with  the  specialist  and 
group  practice.  In  this  program  he  gets  a look  at  the 
other  side  of  medicine  whether  he  chooses  to  practice 
it  or  not. 

Everyone  profits  from  the  preceptorship  program. 
The  "people,”  called  patients  by  doctors,  have  better 
individual  care.  Six  hundred  doctor  weeks  are  added 
to  community  health  service.  This  is  good  public  re- 
lations. There  is  a removal  of  pressure  on  the  part  of 
state  and  local  authorities  for  more  adequate  medical 


care.  The  general  practitioner  and  the  medical  school 
realize  that  each  patient  is  a potential  vote  against 
socialized  medicine.  Because  of  increased  community 
benefits,  there  is  better  understanding  between  medi- 
cal schools  and  their  state  legislatures. 

The  medical  student  profits  from  the  preceptorship 
program,  for  he  not  only  lives  "a  medical  way  of 
life,”  but  he  is  given  an  opportunity  to  make  a better 
choice  as  to  the  type  of  practice  he  chooses  to  follow. 
He  can  make  a financial  and  professional  evaluation 
in  making  a practice  choice  while  he  is  being  stimu- 
lated to  embrace  general  practice  in  a rural  area. 

There  is  improved  inter-professional  relations  as  a 
result  of  the  preceptorship  program.  The  preceptor  is 
included  in  the  medical  school  program.  He  is  a mem- 
ber of  the  faculty.  He  becomes  a more  perfect  physi- 
cian. He  now  works  with  the  specialist.  There  is  mu- 
tually more  respect  for  the  general  practitioner  and 
the  medical  school.  The  integrated  postgraduate  pro- 
gram creates  wide  attendance  and  is  another  step  in 
better  understanding.  A student  who  elects  specialty 
work,  after  being  exposed  to  the  work  of  the  rural 
general  practitioner,  is  more  aware  of  the  patient's 
home  environment  and  respects  him  as  a person. 

Personally,  the  physician  feels  honored  by  his 
medical  brothers  to  be  selected  to  participate  in  such 
a program.  On  the  basis  of  the  Golden  Rule,  he  is 
paying  back  a teaching  debt.  There  is  no  financial  pay 
equivalent  to  the  honor  bestowed  upon  the  preceptor 
by  the  preceptee  who  in  true  Hippocratean  reverence, 
"honors  as  his  father,  the  man  that  teaches  him  the 
art.” 

The  preceptor  program  is  not  designed  to  depre- 
ciate the  specialist,  but  to  get  the  right  man  in  the 
right  place  and  to  help  both  practitioner  and  special- 
ist to  help  each  other.  The  preceptorship  program 
will  help  to  cure  the  medical  sickness  which  now 
exists  because  of  a maldistribution  of  physicians. 
This  maldistribution  is  due  to  the  confusion  that 
exists  in  the  minds  of  many  patients.  About  40  per 
cent  of  all  physicians  are  specialists,  but  90  per  cent 
of  illness  could  be  taken  care  of  by  a general  prac- 
titioner. ' 

There  is  a real  need  for  general  practitioners  in 
many  rural  areas.  More  general  practitioners  will 
cure  the  "sickness”  of  the  medical  profession.  But 
we  physicians  must  heal  ourselves.  We  believe  that 
the  augmentation  and  coordination  of  our  preceptor 
and  postgraduate  programs  will  cure  the  "sickness” 
in  Kansas.  At  present,  80  to  90  per  cent  of  our  pre- 
ceptees  are  becoming  practitioners  in  rural  communi- 
ties. These  are  good  results.  Our  belief  in  our  pre- 
ceptorship program  is  justified.  Our  enthusiasm  is 
increasing. 

Vacant  areas,  where  physicians  were  sadly  needed, 
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MICTINE*  - ORAL  NON-MERCURIAL  DIURETIC 


New  Orally  Effective  Diuretic 
for  Congestive  Edema 


Best  results  are  obtained  when  Mictine  is  administered  with  meals 
on  an  interrupted  dosage  schedule. 


WITHOUT  MICTINE  — Prior  to  diuretic  therapy 
excessive  sodium  and  water  are  characteristically  re- 
tained in  the  edematous  patient. 


WITH  MICTINE  — Inhibition  of  the  reabsorption  of 
sodium  ion  leads  to  ait  increased  excretion  of  sodium 
ion,  water  and  chloride. 


An  effective  diuretic  has  been  described  as 
one  which  causes  excretion  of  water,  so- 
dium and  chloride  in  amounts  sufficient  to 
reduce  the  edema  but  not  to  result  in  salt 
depletion. 

Mictine  (brand  of  aminometradine) 
introduces  to  clinical  practice  an  improved 
diuretic  which  not  only  meets  the  standard 
qualifications  but  has  these  seven  addi- 
tional advantages: 

Mictine  is  orally  effective;  it  is  not  a 
mercurial;  it  has  no  known  contra- 
indications; it  does  not  upset  the  acid-base 
balance;  it  exerts  no  significant  influence 
on  electrolyte  balance;  it  may  be  given  in 
the  presence  of  renal  or  hepatic  diseases; 
it  is  well  tolerated. 

As  with  most  effective  therapeutic 
agents,  in  high  dosage  Mictine  may  cause 
some  side  effects  in  some  patients;  how- 
ever, on  three  tablets  daily  side  effects 
(anorexia  and  nausea,  rarely  vomiting, 

*Trademark  of  G.  D.  Searle  & Co. 


diarrhea  or  headache)  are  minimal  or 
absent. 

Clinically,  Mictine  is  useful  in  the  main- 
tenance of  an  edema-free  state  in  all  pa- 
tients and  for  initial  and  continuing  diuresis 
in  mild  or  moderate  congestive  failure.  It 
is  not  intended  for  initial  diuresis  in  severe 
congestive  failure  unless  either  sensitivity 
or  tolerance  to  other  diuretics  has  devel- 
oped in  the  patient. 

The  maintenance  dosage  of  Mictine,  as 
well  as  for  initial  diuresis  in  mild  or  mod- 
erate congestive  heart  failure,  is  one  to  four 
200-mg.  tablets  daily  in  divided  doses;  the 
dosage  for  initial  diuresis  in  severe  conges- 
tive failure,  under  the  conditions  already 
described,  is  four  to  six  tablets  daily.  For 
either  use,  it  is  recommended  that  Mictine 
be  prescribed  with  meals  on  interrupted 
dosage  schedules;  that  is,  prescribing  Mic- 
tine on  alternate  days  or  for  three  consecu- 
tive days  and  omitting  it  the  next  four  days. 


Descriptive  literature  and  clinical  trial 
packages  are  available  on  request  to  . . . 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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are  being  filled.  Our  doctors  are  better  informed.  We 
are  enjoying  improved  public  relations.  We  are  en- 
joying improved  inter-professional  relations. 

What  prophecy  can  we  make  for  the  future  of  the 
preceptor  program?  Well,  do  you  think  it  could  ever 
happen  that  our  city  brothers  and  cousins  might  learn 
something  from  us  country  folks?  I think  so!  I be- 
lieve that  an  urban  health  committee  with  a program 
patterned  after  our  rural  preceptor  program  would 
be  a wonderful  help  in  solving  the  needs  of  city  pa- 
tients for  more  general  practitioners.*  No  doubt  this 
will  be  the  next  step  forward  in  our  continuing  pro- 
gram of  a lifetime  of  medical  training  for  the  doctor 
and  a personal  physician  for  every  patient.  Perhaps 
this  will  be  the  last  phase  of  curing  our  existing  but 
improving  medical  sickness. 

* Since  this  article  was  prepared,  a program  of  intra- 
mural or  urban  preceptorships  has  been  started,  and  there 
are  22  preceptors  in  this  category  at  present. 


THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

All  too  frequently  overlooked  in  Congressional 
activity  on  health  and  related  bills  each  year  are  the 
little-publicized  but  highly  important  appropriations 
measures — without  which  no  program  of  the  federal 
government  could  move  forward.  The  appropriations 
hearings  in  the  House  (where  all  money  bills  must 
originate)  rarely  get  headlines  as  they  are  conducted 
behind  closed  doors.  Weeks  and  sometimes  months 
later,  the  hearings  are  published,  but  by  then  the  bill 
supplying  money  for  an  agency  has  been  reported  to 
the  House. 

It’s  only  when  the  measure  gets  to  the  Senate  that 
private  groups  and  individuals  are  heard — by  then 
in  open  sessions.  Closed  House  sessions  are  not  new. 
That  is  the  way  it  has  been  done  ever  since  Congress 
set  up  a separate  committee  on  appropriations  back  in 
1£65. 

The  importance  of  appropriations  in  running  the 
federal  government  was  clearly  illustrated  when  the 
President  submitted  to  Congress  his  1,272-page 
budget  message  in  which  he  sought  $6 5.9  billion  for 
all  federal  programs  for  the  fiscal  year  beginning 
July  1. 

While  there  was  no  overall  total  of  projected 
spending  by  all  the  agencies  in  the  health  field,  the 
budget  requests  for  the  Department  of  Health,  Edu- 


cation, and  Welfare  showed  a sharp  upward  trend. 
And  if  certain  new  legislation  is  voted  on  this  session 
— like  the  projected  five-year  program  of  construction 
grants  for  medical  schools  and  private  laboratory  fa- 
cilities— the  total  figure  for  subsequent  years  is  likely 
to  be  even  higher. 

On  the  medical  school-laboratory  construction  bill, 
the  President  asked  Congress  for  $40  million  for  the 
first  year  (estimated  cost  over  five  years  is  $250 
million).  Construction  grants,  which  would  have  to 
be  matched  on  a 50-50  basis,  would  be  available  for 
private  medical  schools  as  well  as  non-federal  lab- 
oratories conducting  research  into  a wide  range  of 
crippling  diseases. 

The  budget  message  also  calls  for  another  $30 
million  in  outright  grants  to  the  states  to  help  them 
in  financing  poliomyelitis  vaccination  programs,  the 
same  amount  appropriated  by  Congress  last  session. 
The  administration  in  a separate  request  asked  for  ex- 
tension of  the  polio  law,  from  February  15,  1956,  to 
June  30,  1957,  and  both  the  House  and  Senate  with 
only  brief  debate  voted  the  17-month  extension.  Since 
only  half  of  last  year’s  $30  million  was  spent  up  to 
the  February  15  expiration  date  of  the  original  act, 
there  was  no  rush  for  Congress  to  act  on  the  new 
account. 

Other  new  spending  asked  by  the  administration, 
contingent,  of  course,  on  enabling  legislation,  in- 
cludes $10  million  for  initial  capitalization  of  mort- 
gage loan  guarantees  for  health  facilities;  $5  mil- 
lion for  graduate  and  practical  nurse  and  profes- 
sional health  personnel  training,  $3  million  for  wa- 
ter pollution  grants;  $1.5  million  for  mental  health 
expansion  programs;  and  $1  million  for  sickness  and 
disability  surveys  in  the  U.  S. 

If  Congress  approves  the  requests,  virtually  all 
segments  of  the  Department  of  HEW  will  have  more 
money  to  spend  than  in  this  fiscal  year.  None  would 
benefit  more,  however,  than  the  medical  research 
arm  of  government,  the  National  Institutes  of  Health. 
The  total  sought  for  the  seven  institutes  is  28  per  cent 
more  than  estimated  spending  this  year.  Here  are 
some  examples:  National  Cancer  Institute,  $32,437,- 
000,  up  29  per  cent;  National  Heart  Institute,  $22,- 
106,000,  up  17  per  cent,  and  the  National  Institute 
of  Allergy  and  Infectious  Diseases  (formerly  the  Na- 
tional Microbiological  Institute),  $9,799,000,  a 26 
per  cent  increase. 

The  President  requested  $130  million  for  the 
Hill-Burton  hospital-clinic  construction  program 
which  will  be  10  years  old  this  August.  In  this  con- 
nection Congress  has  been  asked  to  extend  the  act  for 
two  years  beyond  next  year,  and  action  is  expected 
this  session. 
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HYPERTENSION 


Synergistic  Therapy 
with  New 

® 


THEOMINAL  R.S 


Now  you  can  give  your  hypertension  patients 
the  compound  therapeutic  advantages 
of  two  successful  hypotensive  agents: 

Theominal  (theobromine  with  Luminal^) 
and  purified  Rauwolfia  serpentina  alkaloids. 

THEOMINAL  R.  S.  gives 

Better  Control  of  Cardiovascular 

and  Subjective  Symptoms 

Theominal  R.  S.  offers  both  the  vasodilator  and 
myocardial  stimulant  actions  of  theobromine  with 
Luminal  and  the  moderate  central  hypotensive  effect  of 
Rauwolfia  serpentina.  Gentle  sedation  calms  the  patient 
and  a feeling  of  "relaxed  well-being’’  is  established. 

With  Theominal  R.  S.  the  therapeutic  potency  of  each 
of  the  components  is  enhanced  and  the  chance  of  a 
patient’s  sensitivity  to  any  one  drug  is  lessened. 


Each  Theominal  R.  S.  tablet  contains: 

Theobromine 0.32  Gm.  (5  grains) 

Luminal  10  mg.  (g  grain) 

Purified  extract  of  Rauwolfia 

serpentina  alkaloids  1.5  mg. 

DOSE:  1 tablet  two  or  three  times  daily. 

SUPPLIED:  bottles  of  100  and  500  tablets. 
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Tumor  Conference 


Edited  by  F.  Q.  WINGFIELD,  JR.,  M.D. 

Dr.  Helwig:  The  case  to  be  considered  is  that  of  a 
seminoma  which  shows  some  unusual  manifestations. 

Dr.  Proctor:  This  patient  is  a 40-year-old  white 
man.  His  presenting  complaint  was  pain  in  the  right 
flank  and  chills  and  fever  and  pain  in  the  right  hip. 
The  patient  had  been  studied  in  May  of  this  year  in 
another  hospital  because  of  the  same  symptoms. 
Roentgenologic  studies  of  the  gastrointestinal  tract 
and  gall  bladder  and  an  intravenous  pyelogram  were 
negative.  He  was  given  cortisone,  since  the  pain  was 
thought  to  be  due  to  arthritis.  The  patient  did  well 
until  a week  prior  to  admission  to  this  hospital,  when 
he  developed  chills  and  fever  and  a marked  exacer- 
bation in  his  pain.  The  physical  examination  was 
essentially  negative  except  for  a mass  that  was  palpa- 
ble in  his  right  flank.  The  mass  was  tender  and  palpa- 
ble by  rectal  examination.  The  results  of  blood  and 
urine  studies  were  normal.  The  admission  diagnosis 
was  psoas  abscess. 

At  operation  an  incision  was  made  in  the  right 
flank.  The  tumor  mass  was  exposed  and  was  found 
to  be  much  larger  than  was  anticipated.  It  involved 
the  right  ureter,  vena  cava,  and  aorta  and  extended 
across  the  midline  between  the  third  lumbar  verte- 
brae and  the  sacrum.  Attempts  to  remove  the  tumor 
were  stopped  because  of  the  patient’s  condition. 

Seven  days  later  the  tumor  mass  was  excised  en 
bloc.  Dr.  Hardin  will  tell  more  about  that. 

Dr.  Helwig:  Would  you  discuss  the  x-rays,  Dr. 
Todd? 

Dr.  Todd:  These  x-rays  are  of  interest  because 
they  show  the  psoas  muscle  shadow  to  be  well  delin- 
eated. This  is  one  of  the  unusual  instances  in  which 
the  psoas  muscle  shadow  is  seen  to  bulge  quite  defi- 
nitely far  to  the  right.  Since  the  muscle  was  so  sharp- 
ly demarcated,  we  do  know  that  there  was  some- 
thing behind  the  muscle  instead  of  in  front  of  it.  A 
perinephritic  abscess  simply  wipes  out  the  psoas 
muscle  shadow.  Thus  that  diagnosis  is  easily  ex- 
cluded. The  urogram  shows  that  the  right  kidney  has 
poor  excretory  function.  The  kidney  shadow  is  not 
visualized  in  this  study.  The  left  kidney  is  normal. 
The  retrograde  urogram  shows  hydronephrosis  on  the 
right.  The  right  ureter  is  widely  displaced  laterally 

Cancer  teaching  activities  at  the  University  of  Kansas 
Medical  Center  are  aided  by  grants  from  the  National  Can- 
cer Institute,  U.  S.  Public  Health  Service,  and  the  Kansas 
Division  of  the  American  Cancer  Society.  Dr.  Wingfield  is 
a Trainee  of  the  National  Cancer  Institute. 


Retroperitoneal  Seminoma 


to  the  right,  and  the  kidney  is  displaced  upward  and 
tilted  laterally  by  this  bulging  mass.  The  radiographic 
diagnosis  is  between  a psoas  abscess  and  a retro- 
psoas  tumor.  Because  of  the  lack  of  other  evidence  of 
infection,  such  as  destruction  of  bone  in  the  area  of 
the  abscess,  which  one  usually  finds  in  a cold  abscess, 
this  was  considered  most  likely  to  be  a neoplasm.  The 
first  choice  would  be  a lymphoma.  A chest  x-ray  was 
normal. 

Dr.  Helwig:  Do  you  think  the  mass  had  grown  to 
that  size  in  five  months? 

Dr.  Todd:  I believe  it  had.  His  previous  x-rays 
showed  a normal  intravenous  pyelogram  and  a 
slight  bulge  in  the  muscle,  which  had  increased  about 
three  to  four  times. 

Dr.  Helwig:  Dr.  Boley,  will  you  discuss  the  surgi- 
cal specimens? 

Dr.  Boley:  The  surgical  specimen  containing  the 
tumor  weighed  450  grams  and  was  16  by  10  by  12 
cm.  Three  centimeters  from  the  pelvis  there  was  an 
inflammatory  lesion  which  constricted  the  ureter  and 
caused  the  hydronephrosis.  In  some  areas  the  histo- 
logic picture  resembled  a renal  cell  carcinoma  and  in 
others  it  resembled  a sarcoma,  but  most  of  the  tumor 
presented  a classical  picture  of  seminoma  and  this 
was  the  final  diagnosis. 

Dr.  Helwig:  What  were  the  findings  in  the  testi- 
cles ? 

Dr.  Proctor:  They  were  examined  repeatedly  and 
were  found  to  be  normal  to  palpation. 

Dr.  Helwig:  Were  there  any  tubular  elements  seen 
microscopically  that  might  favor  a diagnosis  of  a 
teratoid  tumor  with  predominantly  a seminomatous 
pattern  ? 

Dr.  Boley:  No. 

Dr.  Helwig:  Dr.  Hardin,  would  you  please  discuss 
this  case? 

Dr.  Hardin:  This  patient  is  40  years  of  age  and 
had  no  signs  of  metastases  in  the  abdomen,  chest,  or 
testis.  The  extensive  necrosis  at  the  superior  pole  of 
this  tumor  probably  accounts  for  the  chills  and  fever. 
Because  of  the  likelihood  of  death  of  this  patient 
by  hemorrhage  from  the  tumor,  the  likelihood  of 
venous  spread  of  the  tumor,  and  because  the  very 
nature  of  the  tumor  was  in  doubt,  we  decided  that 
perhaps  the  best  chance  for  this  patient  would  be  to 
radically  extirpate  the  tumor  and  give  postoperative 
irradiation.  The  kidney  was  removed  because  of  the 
hydronephrosis.  The  growth  of  this  tumor  had 
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Maintaining  Lean  Body  Mass 
in  the  Edentulous  Geriatric  Patient 


Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 

Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Department  No.  SJ-15. 
Johnstown,  N.  Y. 

Indicate  number  of  special  diet  booklets  desired 
for  your  patients  opposite  title: 
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caused  compression  of  the  vena  cava  with  complete 
thrombosis.  The  patient  has  had  no  swelling  of  the 
extremities  because  of  the  chronic  nature  of  the 
venous  obstruction.  The  vena  cava  was  ligated  above 
the  tumor  and  the  iliacs  below  it.  The  left  renal 
artery  had  its  origin  above  the  tumor.  The  patient 
was  operated  on  under  hypothermia,  and  an  occlud- 
ing clamp  was  placed  proximal  to  the  renal  artery, 
occluding  the  main  renal  circulation  for  a half  hour. 
A block  resection  of  the  entire  tumor  and  involved 
aorta  and  vena  cava  was  done,  and  a prosthetic  aortic- 
iliac  graft  was  substituted.  The  patient  withstood  the 
operation  satisfactorily.  The  urinary  function  is  ade- 
quate, and  it  was  480  cc.  two  days  after  operation. 

Dr.  Fink:  Will  you  remove  the  testicle  for  the 
possible  primary  tumor? 

Dr.  Hardin:  This  poses  a challenging  problem. 
Which  testicle  are  we  going  to  remove? 

Dr.  Helwig:  Dr.  Mantz,  would  you  like  to  com- 
ment on  the  presence  of  hidden  or  occult  seminomas 
producing  such  bulky  retroperitoneal  metastasis? 

Dr.  Mantz:  Examples  of  teratomas  and  chorio- 
carcinomas in  the  gonads  which  regress  to  leave 
only  a scar  or  are  too  small  to  be  recognized  except 
by  study  of  serial  miscroscopic  sections,  yet  have 
massive  metastases  elsewhere,  are  occasionally  seen.1 
Some,  but  not  all,  of  these  patients  show  evidences 
of  endocrine  imbalance.  Most  such  tumors  have  been 
classified  as  choriocarcinomas. 

Extragonadal  tumors,  again  principally  teratomas 
and  choriocarcinomas,  have  been  reported,1  princi- 
pally in  the  retroperitoneal  areas,  the  mediastinum, 
and  pineal  region.  Tumors  of  this  type  may  arise 
from  embryonic  rests  of  the  urogenital  ridge  capable 
of  differentiating  toward  the  germinal  tissue  from 
which  such  tumors  may  arise.  These  tumors  may 
represent  a mixture  of  cellular  types  and  could  be 
principally  of  a seminomatous  variety.  The  extra- 
genital choriocarcinomas  of  the  pineal  and  mediasti- 
num are  thought  to  arise  from  teratomatous  tissues 
in  these  sites.  No  diagnosis  of  extragenital  tumor  of 
this  type  can  be  established  in  the  absence  of  careful 
microscopic  study  of  serial  sections  of  the  gonads. 
This  is  especially  true  if  the  tumor  occurs  in  a feasible 
site  of  metastases  of  a gonadal  tumor,  as  in  this  case. 

Dr.  Helwig:  Did  hormonal  assays  reveal  any  ab- 
normal endocrine  secretion,  Dr.  Hardin  ? 

Dr.  Hardin:  Hormonal  assays  showed  that  the  17- 
ketosteroids  were  3.6  mg./24  hour  (normal  8-22) 
and  the  1 1-oxycorticosteroids  were  2.2  mg./24  hour 
(normal  1-3) . 

Dr.  Helwig:  Dr.  Todd,  how  sensitive  is  this  tumor 
to  irradiation? 

Dr.  Todd:  Seminoma  is  the  most  radiosensitive 
tumor  of  the  testicle,  and  there  has  been  as  high  as 
80  per  cent  five-year  arrests  reported  with  a combina- 
tion of  surgery  and  radiation  when  the  tumor  is  con- 


fined to  the  testicle.  There  have  been  a number  of 
cases  apparently  cured  by  irradiation  alone.  When 
retroperitoneal  metastases  are  present  five-year  sur- 
vival is  about  40  per  cent.2 

ADDENDUM 

Following  the  operation  x-ray  therapy  was  started 
and  continued  on  an  out-patient  basis.  He  received 
2470  r to  the  pelvis  and  3920  r to  the  right  para- 
vertebral area.  The  patient  gained  15  pounds  and 
returned  to  work  on  a half-day  basis.  Four  months 
after  operation,  he  suddenly  developed  hematemesis 
and  melena.  He  was  readmitted,  and  a total  gastrec- 
tomy was  done  for  multiple  benign  gastric  ulcers. 
Thirteen  days  later  he  expired.  Autopsy  revealed 
that  a small  aortic  aneurysmal  dilatation  just  proximal 
to  the  aortic  graft  had  perforated  into  the  duodenum. 
No  viable  residual  tumor  was  found.  Careful  exam- 
ination of  the  testes  revealed  a 5 mm.  focus  in  the 
right  testis  which  microscopically  consisted  of  necrotic 
cells  resembling  seminoma  surrounded  by  a rim  of 
fibrous  tissue.  It  was  thought  that  the  irradiation  to 
the  pelvis  or  conceivably  spontaneous  regression  ac- 
counted for  the  necrotic  appearance  of  the  cells. 
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DEATH  NOTICES 

Robert  Campbell  McIlhenny,  M.D. 

Dr.  R.  C.  McIlhenny,  61,  Conway  Springs, 
a member  of  the  Tri-County  Medical  Society, 
died  on  February  9 at  Tucson,  Arizona,  where 
he  was  vacationing.  Death  followed  a stroke. 
Dr.  McIlhenny  was  graduated  from  the  Univer- 
sity of  Kansas  School  of  Medicine  in  1923  and 
had  been  in  practice  in  Kansas  since  that  time. 


Marlin  Samuel  McCreight,  M.D. 

A physician  who  had  practiced  in  Oskaloosa 
for  60  years,  Dr.  M.  S.  McCreight,  85,  died  at 
a Topeka  hospital  on  February  10.  After  re- 
ceiving a degree  in  pharmacy,  Dr.  McCreight 
entered  Rush  Medical  College,  Chicago,  and 
completed  his  work  there  in  1894.  He  was  an 
honorary  member  of  the  Jefferson  County  Med- 
ical Society. 
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PHYSICIANS’  ACTIVITIES 


Dr.  John  B.  Dixon,  Parsons,  has  announced  plans 
to  move  to  Wichita  on  April  15  to  begin  practice  in 
ophthalmology  at  the  Wichita  Clinic. 


Dr.  Frederick  E.  Totten,  Wathena,  went  to  Mc- 
Dowell, Kentucky,  last  month  to  serve  as  a staff 
member  of  a new  hospital  for  coal  miners.  His  prac- 
tice in  Wathena  will  be  taken  over  by  Dr.  Evan 
Peterson,  Jr.,  a graduate  of  the  State  University  of 
Iowa  College  of  Medicine. 


Dr.  A.  M.  Pederson,  Plainville,  was  recently 
named  coroner  of  Rooks  County  to  succeed  the  late 
Dr.  E.  C.  Petterson.  Dr.  Vale  Page  was  appointed 
county  health  officer. 


The  Hertzler  Clinic,  Halstead,  announces  that  Dr. 
Emmet  McCusker,  a radiologist,  is  now  a member 
of  its  staff.  Dr.  McCusker,  a graduate  of  the  New 
York  Medical  School,  has  been  in  private  practice  in 
California  during  the  past  five  years. 


Dr.  Warren  McDougal,  who  has  been  practicing 
in  Colby  since  his  return  from  military  service  in 
Korea,  moved  to  Atwood  last  month  and  has  opened 
an  office  there. 


Three  Wichita  physicians,  Dr.  Arthur  H.  Bacon, 
Dr.  William  R.  Miller,  and  Dr.  John  G.  Shellito, 

were  speakers  at  a recent  meeting  of  District  Six  of 
the  Kansas  State  Nurses’  Association. 


Dr.  Charles  K.  Wier,  Wichita,  announces  that 
Dr.  Ward  A.  McClanahan  is  now  associated  with 
him  in  the  practice  of  orthopedic  surgery. 


Dr,  Richard  Conard,  Emporia  radiologist,  ad- 
dressed the  Rotary  Club  of  Emporia  recently  on  the 
subject  of  isotopes  in  medicine. 


A physician  who  has  delivered  more  than  5,000 
babies  during  his  50  years  of  practice,  Dr.  J.  A. 
Simpson,  Salina,  was  the  subject  of  a feature  story 
in  the  Salina  Journal  recently. 


Dr.  R.  Dale  Dickson,  Topeka,  was  elected  to 
membership  in  the  American  Academy  of  Allergy 
last  month. 


Dr.  Charles  O.  Hoover,  Quinter,  was  guest  of 
honor  at  a banquet  given  on  February  3 by  the  Quin- 
ter Chamber  of  Commerce.  He  has  practiced  in  that 
community  for  31  years,  and  in  recognition  of  his 
service  was  given  a lifetime  honorary  membership  in 
the  organization. 


Dr.  and  Mrs.  E.  N.  Robertson,  Concordia,  re- 
turned last  month  from  South  America  where  Dr. 
Robertson  attended  the  Pan-American  Congress  of 
Ophthalmology  at  Santiago,  Chile.  Their  son.  Dr. 
Norris  Robertson  of  Oklahoma  City,  presented  a 
paper,  "Congenital  Glaucoma,”  at  the  congress. 


Dr.  Larry  L.  Calkins,  of  the  University  of  Kan- 
sas Medical  Center,  presented  a paper  on  the  phy- 
logeny  and  ontogeny  of  the  placental  mammalian  eye 
at  a meeting  of  the  Oklahoma  City  EENT  Society  in 
January  and  later  presented  the  same  paper  before 
the  Colorado  Ophthalmological  Society  in  Denver. 


The  Nelson  Clinic,  Manhattan,  announces  that 
Dr.  Elbert  D.  McNeil,  formerly  of  Satanta,  is  now 
a member  of  its  staff.  Dr.  McNeil,  a graduate  of  the 
University  of  Colorado  School  of  Medicine,  recently 
completed  a residency  in  pediatrics  at  the  Mayo 
Clinic. 


Dr.  William  H.  Fritzemeier,  Wichita,  has  been 
installed  as  chairman  of  the  Sedgwick  County  Medi- 
cal Service  Bureau  Board,  a Red  Feather  agency.  Dr. 
D.  Cramer  Reed  is  also  a member  of  the  board. 


Recent  developments  in  psychiatry  were  discussed 
by  Dr.  DeMerle  Eckart,  Hutchinson,  at  a meeting 
of  the  Reno  County  Mental  Health  Association  on 
February  14. 


A pathologist,  Dr.  W.  P.  L.  McBride,  formerly 
of  McFarland,  Wisconsin,  has  joined  the  staff  of  the 
St.  Joseph  Hospital  in  Concordia.  Dr.  McBride  is-a 
diplomate  of  the  American  Board  of  Pathology. 


Mental  illnesses  and  emotional  disturbances  in 
children  were  discussed  by  Dr.  Paul  C.  Laybourne, 
of  the  University  of  Kansas  Medical  Center,  at  a 
meeting  of  the  Arkansas  City  Mental  Health  Asso- 
ciation last  month. 


Dr.  Max  S.  Lake,  mayor  of  Salina,  was  speaker  at 
capping  ceremonies  for  student  nurses  at  Marymount 
College  in  Salina  recently.  He  discussed  the  history 
of  nursing  and  the  responsibilities  of  nurses. 
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Magnesium 


Its  Role  in  Metabolism 


ROBERT  W.  BROWN,  M.D.,  Kansas  City 


INTRODUCTION 

Magnesium  salts  have  been  used  for  many  years 
in  the  treatment  of  delirium  tremens,15’  27  toxemia 
of  pregnancy,  certain  cardiac  arrhythmias,64  as  a muscle 
relaxant  in  various  hyperactive  states,  and  as  an  aid 
in  anesthesiology.54’  62  Its  use  in  these  conditions  has 
been  largely  predicated  on  its  known  action  of  su- 
pression  of  nerve  and  muscle  irritability.8’  54’  61-  62’  64 

Hirschfelder  reported  relief  of  muscular  twitching 
in  four  patients  treated  with  magnesium  sulfate  who 
were  known  to  have  low  serum  magnesium  levels. 
Miller52  reported  a case  of  a six-year-old  child  with 
tetany  and  convulsions  associated  with  normal  cal- 
cium, phosphate,  and  carbon-dioxide  levels,  but  with 
a low  serum  magnesium  who  responded  dramatically 
to  magnesium  therapy.  A few  other  reports  of  clinical 
symptoms  as  a result  of  magnesium  deficit  are  in  the 
literature,27’  28’  37’  47  but  precise  clinical  information 
concerning  magnesium  metabolism  has  lagged  behind 
recent  studies  on  other  important  cations  in  the  body. 

MAGNESIUM  DEFICIENCY  IN  ANIMALS 

A fairly  definite  syndrome  has  been  demonstrated 
in  various  animals  on  a magnesium  deficient  diet. 
Kruse,  Orent,  and  McCollum  in  1932  found  that 
weaned  rats  on  an  essentially  magnesium  free  diet 
developed  vasodilatation  and  hyperemia  in  the 
peripheral  vascular  bed  in  from  three  to  five  days. 
This  was  followed  by  peripheral  pallor  and  cyanosis 
in  12  to  14  days,  with  increasing  hyperirritability  of 
the  nervous  system  including  tetany.  Beginning  on 
about  the  18th  day,  the  animals  developed  tonic  and 
clonic  convulsions  which  were  followed  by  death. 
Animals  in  the  later  stages  showed  cardiac  arrhyth- 
mias and  died  of  respiratory  arrest.42 

Other  workers  confirmed  these  findings  in  rats,3’  41> 
re,  it,  57  Jogs,56  rabbits,3  cattle,1’  23’  59  and  chicks,6 
with  some  species  variation.  A disease  in  cattle  called 
"grass  staggers"  has  been  reported  by  Sjollema,  in 
which  cows  become  restless  and  nervous,  have  an 
unsteady  gait,  muscle  twitching,  gnashing  of  teeth, 
and  tonic  and  clonic  convulsions.  He  was  able  to  show 
this  was  associated  with  low  serum  magnesium  levels 

This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected 
for  publication  by  the  Editorial  Board  from  a group 
judged  to  be  the  best  by  the  faculty  at  the  school.  Dr. 
Brown  is  now  serving  his  internship  at  the  University 
of  Kansas  Medical  Center. 


and  responded  to  magnesium  therapy.  Duncan,  Huff- 
man, and  Robinson  demonstrated  magnesium  tetany 
in  calves  on  a ration  of  milk  with  various  supple- 
ments. 

Magnesium  deficiency  in  animals  is  made  worse 
by  certain  variations  in  diet.  Tufts  and  Greenberg 
found  that  high  calcium  intake  caused  increased  se- 
verity and  rapidity  of  onset  of  symptoms  in  mag- 
nesium deficiency.  Adult  protein  depleted  rats  on  a 
high  protein  and  low  magnesium  diet  gained  about 
one-tenth  as  much  as  similar  animals  on  a high  pro- 
tein and  high  mineral  diet.50  It  was  found  that  the 
weight  gain  presumably  due  to  protein  synthesis  was 


Recent  investigations  into  the  varia- 
tions in  serum  magnesium  in  certain  dis- 
ease conditions  point  to  the  possibility 
that  magnesium  deficiency  may  compli- 
cate these  states  more  than  is  generally 
appreciated.  Hypomagnesemia  occurs  in 
several  disease  states,  hut  studies  are 
necessary  to  further  elucidate  the  sig- 
nificance of  low  serum  magnesium  per 
se  and  alterations  in  tissue  magnesium 
which  occur  concomitantly. 

Many  important  enzymatic  reactions 
in  human  cells  depend  on  the  presence 
of  magnesium,  and  there  is  some  evi- 
dence to  indicate  that  critically  low  mag- 
nesium levels  may  play  an  important 
part  in  producing  clinical  symptoms  in 
cirrhosis  of  the  liver,  diabetes,  and  cer- 
tain types  of  renal  disease. 


inversely  proportional  to  protein  intake.51  A high 
protein  diet  and  magnesium  deficit  resulted  in  mini- 
mal weight  gain  and  produced  symptoms  of  mag- 
nesium deficiency,  whereas  low  protein  and  low 
magnesium  produced  no  symptoms  and  good  weight 
gain.  This  suggests  that  magnesium  requirement  in- 
creases with  increased  protein  intake,  and  the  require- 
ment is  more  than  that  necessary  for  inclusion  in 
the  tissue  formed.  Colby  and  Frye  found  that  a large 
intake  of  potassium,  calcium,  and  potassium,  or  of 
protein,  enhanced  magnesium  deficiency. 

Total  magnesium  increases  in  muscle,  heart,  and 
kidney  during  the  first  stages  of  magnesium  deficien- 
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cy,  then  decreases  to  about  one-third  of  normal  by 
15  days.20’ 30  Brain  and  muscle  magnesium  content 
decrease  sharply  during  the  second  phase  (hyper- 
irritability and  convulsions).  The  serum  magnesium 
levels  fall  the  first  six  days  and  then  stabilize  at  about 
one-half  normal,  finally  rising  just  prior  to  the  stage 
of  convulsions,  but  do  not  return  to  normal  levels.43 
Hevesy  has  shown  that  skeletal  magnesium  is  highly 
labile  and  forms  a reserve  easily  drawn  on  by  soft 
tissues,  which  appear  to  have  a priority.36  Whether 
the  onset  of  hyperirritability  and  convulsions  occurs 
as  bone  magnesium  reserves  are  exhausted  has  not 
been  determined.  The  return  of  magnesium  to  bone 
after  depletion  is,  however,  a slower  process  than  its 
removal.36 


INTRACELLULAR  AND  EXTRACELLULAR 
DISTRIBUTION  OF  MAGNESIUM 

Next  to  potassium,  magnesium  is  the  most  plenti- 
ful intracellular  cation.  The  distribution  of  mag- 
nesium throughout  the  body  compartments  has  been 
estimated  by  Eichelberger  to  be  about  30  mEq./L. 
per  kilogram  of  intracellular  water  as  compared  with 
1.5  mEq./L.  per  kilogram  of  extracellular  water. 
According  to  Martin,  body  magnesium  is  distributed 
as  shown  in  Table  I. 

TABLE  I 


Magnesium  in  Normal  Human  Body 


Vol.  mEq./L.  Tot.  mEq. 


Plasma  3.5 

Interstitial  fluid.  . . . 10.5 
Intracellular  fluid  . 35.0 
Total  49.0 


1.83  6.4 

1.83  19.2 

45.00  1575.0 

1600.6  (19.0  grams) 


Factors  which  cause  magnesium  to  move  from  one 
compartment  to  another  have  not  been  completely 
worked  out,  but  it  apparently  reacts  similarly  to  the 
potassium  ion.10’  24’  48’  67  Terkildsen  showed  that  in- 
tercellular magnesium  was  increased  about  15  per  cent 
during  the  first  six  hours  of  shock  states  due  to 
hemorrhage,  operation,  anaphylaxis,  and  anoxia.  It 
then  decreased  to  5 per  cent  below  normal  and,  after 
two  to  three  days,  again  rose  to  normal  levels.  Serum 
magnesium  levels  rise  after  extirpation  of  the  adrenal 
glands,4  in  diabetic  acidosis  and  coma,2’ 10’ 14  and 
.fter  administering  parathormone.60  High  serum 
magnesium  levels  have  been  reported  in  oxalic  acid 
poisoning,71  following  the  use  of  oral  epsom  salt 
in  congenital  megacolon,  in  severe  renal  disease,12’  25, 
34’  37  and  hyperthyroidism60  as  well  as  the  above. 

Haury  and  Cantarow  found  low  serum  magnesium 
levels  in  some  patients  with  diabetes,  toxemia  of 
pregnancy,  neoplasms,  chronic  arthritis,  and  epilep- 
sy. Low  levels  have  also  been  reported  in  patients 
with  asthma,  lupus  erythematosis,  hypothyroidism, 


pancreatitis,  after  prolonged  use  of  magnesium  free 
intravenous  fluids,  and  in  cirrhosis.27*  35>  48’  47’  48 

PATHOLOGICAL  LESIONS  RESULTING  FROM 
MAGNESIUM  DEFICIENCY 

No  pathological  lesions  secondary  to  magnesium 
deficiency  have  been  reported  in  man.22  In  the  rat 
lesions  consisting  of  deposition  of  calcium  salts  in 
the  yellow  elastic  fibers  of  the  endocardium,  aorta, 
jugular  vein,  and  larger  arteries  are  produced.  Similar 
deposits  were  found  on  the  surfaces  of  the  diaphragm 
and  in  the  trabeculae  and  capsule  of  the  spleen.  The 
Purkinje  fibers  in  the  heart  showed  calcification  and 
degeneration.11’  31>  53 

Schrader57  described  the  liver  grossly  as  appearing 
pale,  mottled,  and  flabby  with  some  areas  of  severe 
necrosis.  Microscopically  there  was  congestion,  vas- 
cular proliferation,  and  perivascular  round  cell  infil- 
tration, with  numerous  areas  of  scar  tissue  with 
marked  lymphocytic  and  phagocytic  infiltration.  He 
described  the  massive  necrosis  as  predominantly 
periportal,  the  degenerated  areas  being  practically 
acellular  except  for  a few  pyknotic  nuclei  and  nu- 
merous phagocytes  containing  debris.  The  borders  of 
the  lesions  were  sharply  defined,  but  all  liver  cells 
showed  foaminess  of  the  cytoplasm.  He  was  not  suc- 
cessful in  obtaining  massive  necrosis  in  the  livers  of 
all  animals,  however. 

Kidney  lesions  consisted  of  degeneration  of  the 
tubules  with  necrosis  of  tubular  epithelium  and 
glomerular  injury. 

Bird  reported  degenerative  changes  in  the  cere- 
bellum of  chicks,  and  Barron  noted  chromatolysis 
and  degeneration  of  Purkinje  cells  of  the  cerebellum 
in  the  rat  and  rabbit. 

SERUM  MAGNESIUM 

Normal  serum  magnesium  levels  range  from  1.5 
mEq./L.  to  2.5  mEq./L.,5’  63  depending  on  various 
techniques  in  determination.21’  40>  41>  68>  72,  73  Hirsch- 
felder  found  that  about  40  per  cent  of  ingested  mag- 
nesium is  absorbed  from  the  intestinal  tract,  the  other 
60  per  cent  being  excreted  in  the  feces.38  The  mech- 
anism of  absorption  from  the  intestine  is  unknown, 
and  serum  levels  do  not  rise  significantly  with  large 
oral  dosages  except  when  there  is  preexisting  renal 
disease. 

In  chronic  renal  disease  low,  normal,  or  high 
serum  magnesium  levels  have  been  reported.12’  25’  33 
The  magnesium  level  somewhat  correlates  with  the 
potassium  serum  levels,  but  sufficient  studies  have  not 
been  done  to  know  whether  these  changes  are  con- 
stant and  significant.  Martin47  was  unable  to  correlate 
serum  magnesium  levels  with  non-protein  nitrogen 
or  creatinine  levels  and  magnesium  renal  clearance. 
They  were  unable  to  demonstrate  renal  tubule  secre- 
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tion  of  magnesium  such  as  that  which  exists  with 
potassium. 

The  first  patients  reported  had  low  serum  mag- 
nesium levels  and  severe  kidney  disease.  Hirschfelder 
reported  11  patients,  some  of  whom  had  generalized 
muscular  twitching  and  were  either  comatose  or  ap- 
proaching coma.  All  had  low  serum  magnesium  lev- 
els (0.95  to  1.31  mg./lOO  cc.  plasma)  and  were 
treated  with  magnesium  sulfate  by  mouth.  Rapid 
rises  in  serum  magnesium  levels  resulted  in  all  pa- 
tients with  marked  clinical  improvement  of  symp- 
toms. 

Haury  and  Cantarow  investigated  this  aspect  fur- 
ther and  concluded  that  epsom  salt  purgation  in  se- 
vere nephritis  could  produce  dangerously  high  serum 
magnesium  levels.  Studies  by  Smith,  however,  would 
tend  to  refute  this,  since  he  found  that  serum  mag- 
nesium levels  of  less  than  10  mEq./L.  caused  brady- 
cardia, flushing,  sweating,  vomiting,  and  decreased 
blood  pressure,  but  much  higher  levels  were  necessary 
to  produce  coma.  Etteldorf  studied  the  effects  of  mag- 
nesium sulfate  on  renal  function  in  children  with 
acute  glomerulonephritis  and  found  that  serum  levels 
were  raised  from  2.7  to  4.4  mEq./L.  The  only  effect 
was  to  lower  blood  pressure  from  10  to  30  mm.  dias- 
tolic. 

MAGNESIUM  IN  ENZYME  SYSTEMS 

Magnesium  has  many  functions  in  the  body.  It  is 
an  important  part  of  bone  structure.26  It  is  a divalent 
cation  which  combines  to  form  a metalloenzyme 
complex  which  is  involved  in  carbohydrate  and  pro- 
tein metabolism.  The  anerobic  deamination  of  DL- 
serine  by  cell  free  extracts  of  many  animal  species 
proceeds  extensively  with  the  formation  of  pyruvic 
acid  on  the  addition  of  magnesium  ions.74  Glutamic 
acid  gets  into  the  citric  acid  cycle  by  way  of  alpha 
keto  glutaric  acid,  the  reaction  depending  on  mag- 
nesium ions.78 

Magnesium  catalyzes  the  action  of  aspartic  and 
glutamotransferases,32  is  active  in  the  oxidation  of 
propionic  acid,75  and  is  required  in  the  conversion  of 
flavin  mononucleotide  to  flavin  adenine  dinucleo- 
tide.32 

The  enzymatic  synthesis  of  glutathione  from  glu- 
tamic acid  and  cysteine  requires  the  presence  of  mag- 
nesium to  catalyze  the  hydrolysis  of  inorganic  pyro- 
phosphate into  orthophosphate  ions.7 

The  antibiotics,  chlortetracycline,  oxytetracycline, 
and  tetracycline  uncouple  oxidative-phosphorylation 
and  inhibit  the  oxidation  of  octoanoate  in  liver 
mitochondria  preparations.  The  effect  of  the  anti- 
biotics is  greatest  at  low  magnesium  concentration. 
This  is  probably  through  formation  of  a complex  by 
the  antibiotic  and  the  magnesium  ion.9 

Magnesium  has  also  been  shown  to  enhance  the 


coagulative  and  complement  activities  of  blood 
serum.45 

The  role  of  magnesium  in  acid-base  balances  in  the 
body  has  not  been  adequately  studied,  but  it  probably 
is  of  importance  since  it  is  one  of  the  more  plentiful 
cations  in  the  body. 

CLINICAL  ASPECTS 

Few  clinical  and  no  pathologic  changes  due  to 
magnesium  deficiency  have  been  reported  in  man.  The 
rapid  severe  manifestations  of  magnesium  deficiency 
in  animals  would  make  it  likely  that  some  degree  of 
this  deficiency  state  might  become  manifest  in  man 
under  certain  conditions.  The  chronic  alcoholic  suf- 
fering from  multiple  dietary  deficiencies  would  seem 
to  be  a likely  candidate  for  magnesium  deficiency. 

Flink  and  others  studied  30  patients  with  chronic 
alcoholism  and  delirium  tremens.  All  had  low  serum 
magnesium  levels.  They  divided  the  patients  into 
three  groups:  (1)  chronic  alcoholics  with  tremor 
but  without  frank  delirium;  (2)  chronic  alcoholics 
with  tremor  and  mild  delirium,  and  (3)  chronic  al- 
coholics with  severe  delirium  tremens. 

The  mean  magnesium  serum  concentration  in  the 
first  group  was  1.47  mEq./L.  Some  were  treated  with 
magnesium  sulfate  and  some  with  other  forms  of 
therapy  including  large  doses  of  vitamins.  In  the  sec- 
ond group  the  mean  magnesium  concentration  was 
1.46  mEq./L.  Four  of  the  seven  in  this  group  were 
treated  with  magnesium  sulfate.  In  the  third  group 
the  mean  magnesium  concentration  was  1.29  mEq./L. 
All  ten  patients  in  this  group  were  treated  with  mag- 
nesium sulfate.  In  this  series  those  patients  treated 
with  magnesium  responded  better  than  those  treated 
otherwise. 

Delirium  tremens  had  previously  been  treated  em- 
pirically with  magnesium  sulfate  with  good  re- 
sults.15’ 76’77  It  is  well  known  that  most  patients  with 
delirium  tremens  recover  spontaneously  with  sedation 
and  an  adequate  diet.  Some  patients  in  the  group 
above  were  not  given  magnesium  and  made  a fairly 
prompt  recovery.  However,  six  of  this  group  were 
getting  progressively  worse  on  other  forms  of  therapy 
and  were  improved  when  magnesium  was  given. 
There  is  not  good  correlation  between  low  serum 
magnesium  levels  and  symptoms,  since  even  after 
recovery  all  the  above  patients  continued  to  have 
low  serum  magnesium  levels,  especially  those  with 
associated  cirrhosis  of  the  liver.  Flink  concluded, 
however,  that  the  severity  of  the  symptoms  is  roughly 
proportional  to  the  initial  magnesium  concentration. 

Magnesium  has  been  shown  to  enter  liver  cells 
during  carbohydrate  anabolism.13  The  behavior  of 
magnesium  in  diabetes  mellitis  has  not  been  exten- 
sively pursued.  Martin48  found  that  serum  levels 
somewhat  paralleled  potassium  levels,  being  elevated 
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in  severe  untreated  acidosis  and  falling  as  insulin 
takes  effect  in  treatment.  However,  in  diabetic  coma 
with  anuria,  magnesium  levels  remained  high  and 
potassium  levels  were  below  normal.  In  anuric  pa- 
tients, magnesium  serum  levels  ranged  from  6.3  to 
9-3  mEq./L.,  with  potassium  values  as  low  as  1.96 
mEq./L.  Despite  intravenous  potassium  therapy,  po- 
tassium levels  did  not  rise  significantly,  and  three  of 
five  of  these  patients  died. 

Smith  showed  that  the  injection  of  magnesium 
sulfate  caused  a depression  of  serum  potassium  with 
alterations  in  respiration  and  flaccid  paralysis.  By 
giving  potassium  and  magnesium  together,  the  po- 
tassium levels  remained  near  normal  and  respiratory 
depression  did  not  occur,  but  the  paralysis  was  not 
abolished.61 

Urinary  magnesium  is  increased  during  the  period 
of  developing  acidosis  but  apparently  varies  with 
hydration  and  urinary  volume. 

Magnesium  has  been  shown  to  modify  the  function 
of  cardiac  muscle  and  its  conduction  system.  Acting 
alone  on  the  heart  it  produces  a sinus  bradycardia 
followed  by  AV  block,  auricular  standstill,  and  a 
slow  idioventricular  rhythm.  In  humans  with  cardiac 
arrhythmias  due  to  digitalis  poisoning,  magnesium 
abolishes  ventricular  extrasystoles,  tends  to  restore  a 
regular  sinus  rhythm,  and  interrupts  ventricular 
tachycardia.  Atropinization  causes  no  change  in  re- 
sponse of  cardiac  muscle  to  magnesium.64 

In  congestive  heart  failure,  magnesium  serum 
levels  fall  sharply  with  a rise  in  urinary  magnesium 
during  diuresis  induced  with  mercuhydrin  and  am- 
monium chloride.47  Ammonium  chloride  will  pro- 
duce a negative  magnesium  balance.66  It  is  known 
that  there  is  an  obligatory  loss  of  magnesium  in  the 
urine,  but  whether  the  increase  in  urinary  magnesium 
is  a result  of  increased  urine  volume  alone  or  if 
other  factors  produce  an  accelerated  excretion  is  not 
known.  Cation  exchange  resins  given  to  patients 
with  congestive  heart  failure  cause  no  alteration  in 
serum  magnesium  levels  except  during  the  initial 
diuresis.47 
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Medical  Education  Week 

Local  programs  to  focus  attention  on  National 
Medical  Education  Week,  April  22-28,  are  being  pro- 
moted by  the  American  Medical  Association  with  dis- 
tribution of  kits  containing  a wide  variety  of  sugges- 
tions and  aids  for  radio,  television,  newspapers,  maga- 
zines, and  community  organizations.  The  kits  were 
mailed  in  February  to  700  chairmen  selected  by  local 
medical  societies.  It  is  the  hope  of  the  A.M.A.  that 
the  American  people  will  learn,  during  National  Med- 
ical Education  Week,  of  the  accomplishments  and 
objectives  of  the  nation’s  medical  schools. 
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COUNTY  SOCIETIES 


Col.  Charles  H.  Roadman,  U.S.A.F.,  MC,  director 
of  Research  and  Development  for  the  Air  Force, 
was  speaker  at  a meeting  of  the  Sedgwick  County 
Society  held  in  Wichita  on  February  7.  His  subject 
was  "Research  in  Aviation  Medicine."  Before  the 
meeting  members  of  the  society  toured  McConnell 
Air  Force  Base. 


A meeting  of  the  Shawnee  County  Society  was 
held  in  Topeka  on  February  6.  Dr.  Francis  T.  Col- 
lins, vice-president  of  Kansas  Blue  Shield,  discussed 
proposed  changes  in  the  Blue  Shield  plan  with 
regard  to  income  limits. 


Dr.  Don  Davis,  who  discussed  "Congenital  Hyper- 
trophic Pyloric  Stenosis,”  was  speaker  at  a meeting 
of  the  Wyandotte  County  Society  on  February  21. 


Dr.  Charles  Fleckenstein,  Onaga,  is  serving  as 
president  of  the  Pottawatomie  County  Medical  Soci- 
ety this  year  and  Dr.  E.  W.  Christmann,  Wamego,  is 
secretary  for  1956. 


Members  of  the  Labette  County  Society  enter- 
tained the  Auxiliary  at  a dinner  meeting  at  the  Par- 
sons Country  Club  on  February  8.  Dan  Aul,  probate 
judge,  was  guest  speaker. 


Members  of  the  societies  in  Harvey,  McPherson, 
and  Marion  counties  attended  a meeting  held  at 
Halstead  on  February  6.  Mr.  Tom  Jones,  head  of  the 
department  of  visual  education  at  the  University  of 
Chicago,  discussed  "Visual  Education  in  Medicine.” 


Dr.  Dennis  A.  Hardman  was  elected  president  of 
the  Smith  County  Society  at  a meeting  held  recently 
at  the  home  of  Dr.  Victor  E.  Watts,  Smith  Center. 
Other  officers  are:  Dr.  Lafe  W.  Bauer,  vice-president; 
Dr.  Watts,  secretary,  and  Dr.  Bauer,  delegate  to 
state  meeting. 


A meeting  of  the  Allen  County  Society  was  held 
at  the  McAtee  Rest  Home,  Iola,  on  February  14. 
Members  of  the  Auxiliary  were  guests.  The  eve- 
ning’s discussion  was  devoted  to  geriatrics  and  the 
problem  of  nursing  home  care. 


Dr.  Lucius  E.  Eckles,  Topeka  pediatrician,  was 
guest  speaker  at  a meeting  of  the  Riley  County  Soci- 
ety held  at  the  Gillett  Hotel,  Manhattan,  on  Febru- 


ary 15.  His  subject  was  "The  Shifting  Scene  of  Epi- 
demic Disease.” 


The  executive  officers  of  the  Kansas  Medical  Soci- 
ety, Mr.  Oliver  E.  Ebel  and  Mr.  Rueben  M.  Dalbec, 
were  speakers  at  a meeting  of  the  Cherokee  County 
Medical  Society  held  at  Baxter  Springs  on  February 
21. 


A special  meeting  of  the  Sedgwick  County  Society 
was  held  in  Wichita  on  February  23.  The  guest 
speaker.  Dr.  Lloyd  W.  Reynolds,  Hays,  discussed 
"Past,  Present  and  Future  Policies  of  Blue  Shield.” 


Make  hotel  reservations  now  for  the  annual  meet- 
ing, Kansas  Medical  Society,  Topeka,  April  29-May 
3,  1956. 


CLASSIFIED  ADVERTISEMENTS 

WANTED — X-ray  technician,  registered,  for  150-bed  hos- 
pital in  Kansas  City,  Kansas.  Write  the  Journal  1-56. 

FOR  RENT  OR  FOR  SALE — Good  location  for  general 
practice  and  surgery.  Hospital  available  in  same  town.  Op- 
portunity unlimited.  Reason  for  sale  is  retirement.  Write  the 
Journal  2-56. 

FOR  SALE — Fischer  mobile  unit  x-ray,  20  M.P.  and  all 
accessories.  Developing  tank  never  used.  Write  the  Journal 

3- 56. 

WANTED — Locum  tenens  position  for  period  of  3 or  4 
months  starting  July  1956.  Graduate  of  University  of  Kan- 
sas, Kansas  license,  35  years  old,  category  IV.  Prefer  to 
work  with  general  practitioner  if  possible.  Write  the  Journal 

4- 56. 
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BOOK  REVIEWS 


Cardiovascular  Surgery.  Henry  Ford  Hospital  In- 
ternational Symposium.  Edited  by  Conrad  R.  Lam, 
M.D.  Published  by  W . B.  Saunders  Company,  Phila- 
delphia. 543  pages,  illustrated.  Price  $12.75. 

Cardiovascular  Surgery  is  a compilation  of  the 
international  symposium  on  that  subject  sponsored 
by  the  Henry  Ford  Hospital  on  March  17,  18,  19, 
1955.  This  symposium  was  planned  as  an  oppor- 
tunity for  outstanding  leaders  in  the  field  from  sev- 
eral countries  to  exchange  ideas  on  recent  studies  on 
physiology,  diagnosis,  and  techniques  in  the  rapidly 
changing  and  advancing  field.  This  necessarily  in- 
volves discussion  on  new  and  controversial  work, 
primarily  of  interest  to  those  doing  advanced  surgery 
or  diagnosis  in  the  cardiovascular  field. 

The  book  is  divided  into  10  sections  which  cover 
diagnostic  techniques,  special  physiology,  specific 
heart  lesions,  cardiac  arrest,  hypothermia,  and  sur- 
gical disease  of  the  major  vessels. 

In  this  day  of  rapid  change  in  concepts  and  meth- 
ods in  cardiovascular  surgery,  such  a symposium  is  a 
valuable  summary  of  the  thinking  of  many  of  the 
outstanding  leaders  in  the  field.  At  the  same  time  it 


must  be  remembered  that  many  of  the  concepts  and 
statements  may  have  already  changed  in  the  minds 
of  these  participants  as  the  book  comes  off  the  press. 
—R.M.B. 


Cancer  Cells.  By  E.  V.  Cowdry,  M.D.  Published 
by  W.  B.  Saunders  Company , Philadelphia.  677 
pages,  137  figures.  Price  $16. 

The  author  presents  the  problem  of  cancer  in  a 
thoroughly  clear,  logical,  and  concise  manner  with 
a short  but  reliable  discussion  in  all  its  aspects.  He 
explains  the  cancer  cell,  why  it  is  abnormal,  and  how 
it  compares  with  a normal  cell  morphologically,  phys- 
iologically, and  chemically.  He  takes  up  the  factors 
contributing  to  its  development  and  its  control  and 
discusses  its  relation  to  a single  trauma,  virus,  hered- 
ity, age,  and  research  prospects. 

There  is  an  excellent  bibliography  available.  The 
summaries  given  at  the  end  of  each  chapter  will 
appeal  to  many  busy  physicians.  Illustrations  are 
clear  and  well  drawn. 

The  book  can  be  recommended  highly  to  all  who 
are  interested  in  a reliable  survey  of  all  aspects  of 
the  cancer  problem  and  wish  to  have  a dependable 
reference  on  cancer  and  its  impact  on  man  and  socie- 
ty.— H.R.W. 
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Anti-inflammatory — 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic, 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 
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Should  the  Patient  Know  the  Truth?  Edited  by 
Samuel  Standard,  M.D.,  and  Helmuth  Nathan,  M.D. 
Published  by  Springer  Publishing  Company,  New 
York  City.  158  pages.  Price  $3-00. 

This  frequently  asked  question  arises  in  many 
medical  situations,  involving  not  only  medical  but 
also  social,  moral,  economic,  and  otherwise  ethical 
aspects.  The  book  records  answers  by  physicians, 
nurses,  clergymen,  and  lawyers  in  a most  cogent 
fashion. 

Among  the  living  situations  which  are  discussed, 
often  with  examples,  are  the  cancer  patient,  curable 
and  incurable,  the  "cardiac”  patient,  the  seriously-ill 
child,  the  mother  of  a malformed  infant  or  a stillborn 
fetus,  the  husband  and  wife  who  are  infertile,  the 
chronically  ill  patient,  and  the  dying  patient.  These 
specific  instances  are  cited  so  that  their  manner  of 
management  is  exemplified  and  justified  from  differ- 
ent professional  and  theological  points  of  view. 

Throughout  the  book  there  is  little  quarrel  with 
the  basic  premise  that  "honesty  is  the  best  policy.” 
The  discussion,  and  most  of  the  philosophies,  are 
concerned  with  the  extent  of  factual  information  to 
impart  to  which  patients.  These  circuitous  philoso- 
phies regarding  truth  make  for  fascinating  reading 
for  all  people  who  have  wondered  about  psychologic 
reactions  within  the  patient,  within  the  family,  and 
within  the  patient-doctor  relationship.  It  is  particu- 


larly good  reading  for  practicing  physicians  and 
nurses,  the  latter  especially  since  they  are  so  con- 
stantly and  intimately  bound  to  their  patients.  There 
is  much  food  for  thought  and  discussion  in  this 
short  book. — S.R.F. 


Cardiac  Diagnosis:  A Physiologic  Approach.  By 
Robert  F.  Rushmer,  M.D.  Published  by  W . B. 
Saunders  Company,  Philadelphia.  447  pages,  illus- 
trated. Price  $11.50. 

The  intent  of  this  book,  as  expressed  by  the  title, 
is  well  achieved.  The  present  standard  texts  in  cardi- 
ology, particularly  White’s,  Levine’s,  and  Freidberg’s, 
are  primarily  an  expression  of  the  clinician’s  view- 
point (although  Freidberg,  more  than  the  others, 
has  a more  physiological  approach).  Rushmer’s  book 
is  definitely  an  expression  of  the  opinion  of  the  physi- 
ologist. As  such,  the  man  in  practice  will  be  disap- 
pointed if  he  expects  to  find  here  a system  of  therapy 
outlined.  Such  was  not  the  author’s  intent. 

The  chief  criticism  that  I would  make  is  in  the 
preponderance  of  reference  to  the  author’s  own 
work.  This  is  not  meant  to  imply  that  his  work  is 
not  valid,  but  the  unilateral  approach  gives  a false 
balance  to  the  book : the  title  should  be  Cardiac  Diag- 
nosis, the  Physiologic  Approach  in  My  Laboratory. 
— E.G.D. 
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1954,  p.  998. 
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ANNOUNCEMENTS 


Scientific  session  and  meeting,  Southern  Region  of 
American  College  of  Gastroenterology,  Louisiana 
State  University  School  of  Medicine,  New  Orleans, 
Sunday,  April  8.  All  physicians  invited. 


Course  in  gynecology  and  endocrinology  given 
week  of  April  9 by  Post-Graduate  Medical  School, 
New  York  University-Bellevue  Medical  Center. 


Seminar  in  internal  medicine  and  case  demonstra- 
tions in  specialties,  April  9 through  June  1,  offered 
by  Post-Graduate  Medical  School,  New  York  Uni- 
versity-Bellevue Medical  Center.  Class  limited  to  20. 
Tuition  $250.  Physicians  may  take  all  or  part.  Sub- 
jects are  allergy,  cardiology,  clinical  hematology, 
clinical  electrocardiography,  physiology,  problems  in 
diagnosis,  acute  and  chronic  diseases  of  the  chest, 
endocrinology,  diseases  of  liver  and  biliary  tract, 
gastroenterology,  nephritis  and  hypertension,  periph- 
eral vascular  disease.  Write  the  Dean,  550  First  Av- 
enue, New  York  3,  New  York. 


Pan  American  Medical  Association  Congress,  Mex- 


Medical and  Surgical  Supplies 
for  Doctors  of  Medicine 
and  Hospitals 

Munns  Medical  Supply  Co. 

512  Kansas  Avenue 
Topeka.  Kansas 


ico  City,  April  15-21.  Four  days  of  scientific  sessions, 
three  days  of  sightseeing.  Write  the  Director,  745 
Fifth  Avenue,  New  York. 


Eighth  annual  meeting,  Southwestern  Surgical 
Congress,  Pioneer  Hotel,  Tucson,  April  16-18.  Write 
the  Congress,  207  Plaza  Court  Building,  Oklahoma 
City  3,  Oklahoma. 


Thirty-seventh  annual  session,  American  College 
of  Physicians,  Los  Angeles,  April  16-20.  Write  the 
College,  4200  Pine  Street,  Philadelphia. 


Eighth  annual  convention.  International  Academy 
of  Proctology,  Drake  Hotel,  Chicago,  April  23-26. 
Write  Secretary,  147  Sanford  Avenue,  Flushing  55, 
New  York. 


Course  in  regional  anesthesia  offered  by  New 
York  University  Post-Graduate  Medical  School,  May 
7-19-  Course  in  neurological  problems  of  general 
practice,  April  30-May  5.  Culdoscopy,  April  30- 
May  4.  Urology,  May  14-25.  Tuberculosis  and  other 
pulmonary  diseases,  June  4-8.  Dermatology  and  syph- 
ilology,  May  14-18.  Orthopedics  in  general  practice, 
June  11-13.  Cardiology,  three  weeks  beginning  May 
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discharge  their  debts.  You  are  invited  to 
participate  in  its  benefits. 

Full  Details  Readily  Supplied 
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7.  Modern  therapeutics  in  internal  medicine,  June 
11-22.  General  medicine  review,  July  9-20.  Write 
the  Dean,  550  First  Avenue,  New  York  City. 


Third  National  Cancer  Conference,  sponsored  by 
American  Cancer  Society  and  National  Cancer  Insti- 
tute, Detroit,  June  4-6.  Write  ACS,  521  West  57th 
Street,  New  York  19,  New  York. 


Next  examination  (Part  II),  oral  and  clinical,  for 
candidates  of  the  American  Board  of  Obstetrics  and 
Gynecology,  Edgewater  Beach  Hotel,  Chicago,  May 
11  through  May  20.  Notice  of  exact  time  to  candi- 
dates by  direct  mail,  also  notice  of  eligibility  for 
those  who  participated  in  Part  I examinations. 


Twelfth  congress  and  graduate  instructional  course 
in  allergy,  New  York  City,  April  15-20.  Write  Amer- 
ican College  of  Allergists,  Inc.,  401  Marquette  Bank 
Building,  Minneapolis  2,  Minnesota. 


A.M.A.  to  Meet  in  Chicago 

The  105th  meeting  of  the  American  Medical  As- 
sociation will  be  held  in  Chicago,  June  11-15,  1956. 
Headquarters  for  the  House  of  Delegates  will  be  at 
the  Palmer  House,  and  activities  will  be  scheduled  at 


Navy  Pier,  Northwestern  University,  and  near  north 
side  hotels. 

Five  days  will  be  devoted  to  lectures,  color  tele- 
vision, and  motion  picture  presentations  to  provide  a 
short  course  in  postgraduate  education.  There  will  be 
350  technical  exhibits  and  more  than  300  scientific 
exhibits. 


New  Staff  Appointees 

The  following  new  appointments  to  the  staff  of 
the  University  of  Kansas  School  of  Medicine  were 
announced  recently:  Dr.  David  S.  Dann,  Kansas  City, 
instructor  in  radiology;  Dr.  Sidney  Rubin,  Kansas 
City,  instructor  in  radiology;  Dr.  William  J.  Reals, 
Wichita,  lecturer  in  pathology,  and  Dr.  Earl  Sifers, 
Kansas  City,  assistant  in  surgery. 


Mortality  Rates 

America’s  crude  mortality  rate  has  dropped  an 
amazing  46  per  cent  since  1900 — from  17.2  deaths  per 
1,000  population  in  1900  to  9-2  in  1954 — according 
to  a bulletin  recently  released  by  Health  Information 
Foundation. 

Crude  mortality  is  based  upon  the  number  of 
deaths  recorded  in  a calendar  year,  regardless  of  age, 
sex,  and  cause  of  death. 
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THE  KANSAS  PRESS 
LOOKS  AT  MEDICINE 


Editor  s Note.  In  this  section  the  Journal  reproduces 
editorials  relating  to  medicine  which  have  appeared  in 
the  lay  press.  An  effort  is  made  to  include  both  favor- 
able and  unfavorable  comments,  and  the  Editorial  Board 
in  no  instance  assumes  responsibility  for  the  opinions 
expressed. 

This  Vaccine  Mess 

The  layman,  sensibly  and  logically,  is  inclined  to 
leave  matters  of  health  to  the  experts.  They  include 
doctors,  scientists  and  various  government  health 
men.  For  the  most  part  they  are  trained,  dedicated 
people  who  have  the  know-how  and  desire  to  render 
great  public  service. 

For  this  reason,  no  layman  is  going  to  try  to  tell 
responsible  government  agencies  and  the  medical 
profession  in  detail  how  the  Salk  polio  vaccine  pro- 


gram should  be  handled.  But,  at  the  same  time, 
every  layman  is  conscious  of  the  fact  that  it  has 
been  badly  handled  from  the  very  top  because  of  the 
doubts  which  have  been  raised  and  the  confusion 
which  has  been  created. 

Two  Southeast  Kansas  county  medical  associations 
are  currently  critical  of  the  methods  employed  by  the 
state  in  getting  the  vaccine  to  the  children  who  need 
it.  We  are  not  about  to  try  to  side  with  either  the 
associations  or  the  state  authorities,  but  it  would  seem 
that  the  people  who  are  qualified  to  smooth  out  the 
program  would  do  just  that. 

The  real  losers  in  all  of  the  sharpshooting  associ- 
ated with  the  Salk  program  are  the  children  who 
need  the  protection  the  vaccine  provides. — Cojfey- 
ville  Daily  Journal,  January  22,  1956. 


A total  of  3,342,599  babies  were  born  in  United 
States  hospitals  last  year,  a rise  of  233,529  over  the 
1953  total,  according  to  the  American  Hospital  Asso- 
ciation. 
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Lymphosarcoma 

Report  of  Three  Cases  in  the  Stomach  with  Outline  of  Treatment 

JOHN  G.  SHELLITO,  M.D.,  W ichita 


As  early  as  1913,  lymphosarcoma  was  recognized 
as  a gastric  lesion.9  Primary  malignant  lymphomatous 
tumors  of  the  stomach  are  rare.  Lymphoid  growths 
in  the  stomach  comprise  approximately  1 to  3 per 
cent  of  all  malignancies  of  this  organ. 

M.  B.  Dockerty1  in  his  course  in  surgical  pathology 
has  long  taught  that  of  the  primary  lymphoblastomas 
of  the  gastrointestinal  tract,  approximately  50  per  cent 
will  be  in  the  stomach,  20  per  cent  will  be  in  the 
small  intestine,  20  per  cent  will  be  in  the  cecum,  and 
10  per  cent  will  be  in  the  remainder  of  the  colon. 
Dockerty  also  feels  that  the  prognosis  is  bad  in  the 
rectum,  best  in  the  cecum,  and  next  best  in  the  stom- 
ach. Approximately  30  per  cent  of  all  persons  with 
lymphosarcomas  of  the  gastrointestinal  tract  will  be 
alive  at  the  end  of  five  years.  This  prognosis  is 
approximately  the  same  for  adenocarcinoma  of  the 
stomach. 

Jordan  et  al.3  have  stated  that  pain  is  the  most 
common  symptom  and  may  cause  the  lesion  to  be 
confused  with  peptic  ulcer.  Associated  symptoms  may 
also  be  weight  loss,  nausea  and  vomiting,  hemateme- 
sis,  and  weakness.  Morlock  et  al.7  have  stated  that 
the  origin  of  the  lymphoblastic  tumor  is  in  the  lym- 
phoid follicle  of  the  gastric  wall.  The  disease  is 
spread  by  infiltration  and  ulcerates  late.  As  in  carci- 
noma of  all  kinds,  there  is  no  single  sign  which  ren- 
ders the  diagnosis  possible. 

Morlock  felt  that  because  of  the  proximity  of  the 
tumor  cells,  and  the  submucous  plexus  of  nerves, 
pain  was  a common  feature  and  often  an  early  one. 

From  the  Department  of  Surgery,  Wichita  Clinic, 
Wichita,  Kansas. 


There  is  no  definite  symptomatology 
associated  with  malignant  lymphoma  of 
the  stomach. 

The  diagnosis  can  rarely  be  made 
prior  to  surgery. 

Roentgenologic  evidence  may  resem- 
ble benign  gastric  ulcer  or  adenocarci- 
noma of  the  stomach. 

The  treatment  of  choice  is  probably 
surgical  extirpation  of  the  lesion  fol- 
lowed by  x-ray  therapy. 


Such  would  be  the  circumstance  in  one  of  our  cases 
(Case  3).  Symptoms  were  thought  to  be  vague  and 
concern  mainly  belching,  anorexia,  loss  of  weight  and 
strength.  Pellicane  et  al.8  have  described  a patient 
with  follicular  lymphoblastoma  of  the  stomach  who, 
in  common  with  many  others,  presented  symptoms 
resembling  those  of  duodenal  ulcer.  One  of  the  cases 
here  presented  (Case  1)  might  be  termed  the  oppo- 
site of  an  ulcer  syndrome,  in  that  the  patient  com- 
plained of  indigestion  and  the  laboratory  reported 
anacidity.  The  other  two  patients  gave  histories  which 
might  have  been  interpreted  as  indicative  of  duodenal 
ulcer. 

The  diagnosis  of  lymphosarcoma  or  lymphoblas- 
toma of  the  stomach  is  rarely  made  preoperatively. 
The  determination  of  lymphosarcoma  can  be  accom- 
plished if  the  disease  is  generalized  to  the  extent  that 
it  presents  in  some  other  location  or  organ. 

In  1952,  Shallenberger  et  al.10  reported  a concur- 
rent lymphoblastoma  of  the  lung  and  stomach.  The 
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lymphoma  of  the  lung  was  reported  as  the  primary 
lesion,  following  which  the  patient  was  found  to 
have  another  lesion  in  the  stomach.  This  further 
emphasizes  the  fact  that  the  lymphomatous  diseases 
are,  on  the  whole,  generalized. 

There  are  no  roentgenologic  signs  which  are  pa- 
thognomonic of  lymphosarcoma.  Because  of  its  sub- 
mucosal spread,  in  certain  instances,  lymphosarcoma 
may  be  confused  with  scirrhous  carcinoma  of  the 
stomach.  Marshall  et  al.6  in  1950,  recommended  radi- 
cal surgery  for  this  condition  as  they  felt  the  diagno- 
sis was  not  possible  prior  to  extirpation  of  the  lesion. 
These  authors  also  recommended  radiation  therapy 
following  resection,  except  in  those  instances  in 
which  a laparotomy  and  biopsy  was  the  only  surgery 
accomplished.  In  such  patients  radiation  therapy  was 
the  treatment  of  choice. 

MacCarty1  stated  in  1943  that  resections  of  the 
stomach,  resulting  from  lymphosarcoma  of  that  or- 
gan, were  due  to  the  surgeon’s  inability  to  distinguish 
these  lesions  from  adenocarcinoma.  It  was  felt  then, 
that  if  a surgeon  had  his  choice,  probably  a large  por- 
tion of  these  lesions  would  best  be  treated  by  irradia- 
tion. This  is  not  necessarily  in  agreement  with  Jor- 
dan et  al.s  who  have  stated  that  surgical  removal  is 
the  treatment  of  choice.  Radiation  is  useful  in  inoper- 
able patients  since  five-year  survival  is  sometimes  pos- 
sible. 

The  incidence  of  lymphosarcoma  of  the  stomach 
was  reported  by  Ewing2  as  1 per  cent.  Elowever, 
higher  incidences  have  been  reported,  such  as  that  in 
1950  of  Marshall  and  Brown,6  who  stated  that  one 
in  every  30  gastric  malignancies  was  of  the  lympho- 
sarcoma group. 

In  1952,  Snoddy11  presented  34  cases  of  lympho- 
sarcoma of  the  stomach.  He  stated  that  exploratory 
laparotomy,  biopsy,  or  gastric  resection  was  definitely 
indicated,  as  clinical  findings,  roentgenologic  diag- 
nostic efforts,  and  gastroscopy  could  not  adequately 
make  a preoperative  diagnosis.  Snoddy  also  found  a 
total  of  474  cases  of  lymphosarcoma  in  the  literature 
prior  to  his  own  34.  He  felt  that  of  this  group  50 
survived  more  than  five  years,  giving  a 10.5  per  cent 
survival  rate.  Surgery  alone,  in  25,  accounted  for  the 
cure.  Radiation  alone  accounted  for  the  cure  of  13-  A 
combination  of  the  above  was  the  treatment  in  the  12 
remaining.  Snoddy  felt  that  the  treatment  of  choice 
would  certainly  be  surgery  alone  unless  lymph  nodes 
were  microscopically  involved,  in  which  instance 
postoperative  irradiation  should  be  utilized. 

The  response  of  a lymphosarcoma  to  x-ray  therapy 
has  long  been  appreciated  by  roentgenologists  and 
clinicians  alike.  If  gastroscopy  is  done  for  a strange 
or  unknown  lesion  of  the  stomach  and  biopsy  proves 
the  presence  of  a lymphosarcoma,  x-ray  therapy  is 


perhaps  the  best  course  to  follow.  However,  such  a 
lesion  is  usually  diagnosed  as  carcinoma  prior  to  sur- 
gical exploration  and  adequate  biopsy.  It  is  agreed  by 
all  that  a therapeutic  trial  of  x-ray  therapy  is  not  the 
best  method  with  which  to  diagnose  gastric  carci- 
noma, or  malignancy  of  any  kind.  The  stand  that  all 
gastric  lesions,  whatever  their  appearance  or  what- 
ever their  symptoms,  should  be  explored  is  not  in 
question  by  the  author. 

CASE  REPORTS 

Case  1.  Mr.  W.  M.,  66454.  This  71-year-old  white 
male  presented  himself  with  loss  of  appetite  and  a 
feeling  of  indigestion.  He  had  lost  15  pounds.  His 
local  doctor  had  discovered  anacidity.  He  was  given 
diluted  hydrochloric  acid  to  no  avail.  Antacids  did 
not  give  relief.  There  was  no  vomiting  and  a slight 
amount  of  nausea.  Histamine  tests  revealed  no  free 
acid  in  the  stomach.  X-ray  films  revealed  a lesion  in 
the  fundus  which  was  thought  to  be  polypoid  carci- 
noma (Figure  1). 

The  patient  was  hospitalized  and  a total  gastrec- 
tomy was  done.  A lymphoma  was  found  by  the 


Figure  1.  X-ray  revealing  a lesion  in  the  fundus 
thought  to  be  polypoid  carcinoma. 
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pathologist  to  extend  throughout  the  submucosal  area 
of  the  entire  stomach. 

The  patient  was  given  intensive  x-ray  therapy  fol- 
lowing surgery  with  good  relief.  He  died  eight 
months  postoperatively. 

Case  2.  Mrs.  N.  P.,  76033.  This  50-year-old  white 
female  presented  herself  with  difficulty  in  swallow- 
ing, of  a questionable  2i/2  years  duration.  She  stated 
that  she  could  swallow  liquids  and  soft  foods  with- 
out difficulty,  but  anything  with  any  bulk  "stuck  in 
her  throat.”  She  would  occasionally  have  regurgitant 
symptoms  and  attempt  to  vomit.  The  patient  felt 
that  food  did  not  reach  her  stomach,  although  she 
swallowed  it  as  best  she  could.  She  admitted  a 24- 
pound  weight  loss  during  the  past  few  months.  She 
had  had  long  hair  in  her  early  life  and  had  used  her 
mouth  for  an  extra  hand  while  braiding  it. 

The  x-ray  report  was  that  of  a filling  defect  on 
the  posterior  wall  of  the  stomach,  possibility  of  a 
bezoar.  It  was  with  this  thought  in  mind  that  the 
patient  was  explored. 

A large  tumor  was  found  on  the  posterior  surface 
of  the  stomach.  Invasion  was  reported  into  the  retro- 
peritoneal structures,  pancreas,  and  curve  of  the  du- 
odenum. Because  of  the  extensive  involvement,  no 
surgery  was  done  other  than  a biopsy.  X-ray  therapy 
was  utilized  as  the  treatment  of  choice. 

Pathological  diagnosis  was  lymphosarcoma,  serosal 
surface,  lesser  curvature,  stomach. 

The  patient,  seen  one  year  and  six  months  later,  is 
doing  well. 

Case  3.  Mrs.  G.  B.,  7481.  This  74-year-old  white 
female  presented  herself  with  the  complaints  of  loss 
of  appetite,  pain  in  the  left  upper  quadrant,  and 
nausea  of  three  weeks  duration.  An  unexplicable  loss 
of  weight  was  associated  with  vague  pain  in  the 
upper  abdomen  when  the  stomach  was  empty.  The 


pain  was  relieved  somewhat  by  milk  and  made  worse 
by  fruit  juice.  The  above  was  associated  with  a weight 
loss  of  10  pounds  in  three  weeks. 

No  masses  were  palpated  in  the  abdomen.  Gastros- 
copy revealed  an  infiltrative  lesion  in  the  submucosa 
of  the  stomach.  Surgery  revealed  a large  tumorous 
mass  in  the  distal  three-fourths  of  the  stomach  and 
many  enlarged  regional  nodes.  The  surgeon  felt  that 
the  lesion  was  probably  a lymphoma.  An  almost 
complete  gastrectomy  was  done. 

The  patient  did  poorly  in  the  postoperative  period 
and  died  of  cardiac  failure  11  days  after  surgery. 
Pathologic  report  was  malignant  lymphoma,  lympho- 
blastic type,  stomach. 

The  Wichita  Clinic 
3244  East  Douglas 
Wichita,  Kansas 
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In  matters  scientific,  all  is  well,  and  men  and  women  in  medicine  are  for  the  most 
part  highly  respected.  But  in  matters  pertaining  to  the  socio-economic  problems  of  med- 
icine all  is  not  well.  Leadership  in  matters  of  health  is  being  challenged  constantly. 
Naturally,  in  a competitive  society  as  we  have  in  America,  other  groups,  especially  those 
with  high  pressure  leanings,  will  absorb  this  leadership  if  the  medical  profession  is  not 
vigilant  of  its  responsibilities  every  day  of  the  year. 

— F.  ].  L.  Blasingame,  M.D.,  Trustee 
American  Medical  Association 


Report  of  a Case  Causing  Fetal  Death 


True  Knot  in  the  Cord 


J.  S.  MENAKER,  M.D.,  Wichita 

In  the  practice  of  obstetrics,  we  are  all  striving  for 
the  only  perfect  answer,  a healthy,  happy  mother  and 
a normal,  healthy  child  in  every  case.  In  the  vast  ma- 
jority of  our  cases  today,  we  are  able  to  achieve  that 
goal  simply  by  adherence  to  contemporary  concepts 
of  good  prenatal  care  and  conservative  management 
at  delivery.  That  is  one  of  the  reasons  the  practice  of 
obstetrics  is  such  a pleasant  specialty,  even  though 
the  uncertainty  and  irregularity  of  our  hours  is  the 
standard  butt  of  medical  humor.  The  once  dreaded 
spectre  of  maternal  death  has  become  so  minimized 
by  the  giant  strides  of  modern  medicine  that  many 
men  may  now  practice  their  whole  lives  without  ex- 
periencing a maternal  death  in  their  own  private 
practices. 

Our  results  with  fetal  salvage  have  not  been  so 
spectacular,  although  here  too  we  are  making  inroads 
into  what  were  formerly  considered  irreducible  per- 
centages of  fetal  loss.  Once  in  a great  while,  how- 
ever, one  is  faced  with  a rare  and  unpredictable 
cause  of  fetal  death  which  not  only  surprises  but 
frustrates  the  obstetrician  because  it  is  as  unprevent- 
able  as  it  is  unpredictable.  Such  a complication  is 
intrapartum  fetal  asphyxiation  due  to  a true  knot  in 
the  umbilical  cord. 

The  occurrence  of  fetal  asphyxia  from  a true  knot 
in  the  fetal  cord  is  certainly  rare.  Four  of  our  col- 
leagues with  an  aggregate  of  more  than  1,000  deliv- 
eries had  never  met  with  this  complication  as  a cause 
of  fetal  death.  However,  the  true  incidence  is  difficult 
to  calculate.  Surely  all  of  us  have  seen  a simple  knot 
as  the  result  of  this  trick  of  the  agile  fetus  but  have 
paid  no  attention  to  it  other  than  to  remark  upon  its 
presence  to  the  house  staff,  medical  students,  and 
especially  the  nurses  who  usually  express  delight  and 
surprise. 

Certainly  it  never  occurred  to  us  to  record  the 
number  of  true  knots,  for  the  frequency  of  such  oc- 
currence was  considered  to  be  another  of  those  "little 
facts  not  worth  knowing.”  A recent  case,  however,  in 
which  a true  knot  in  the  cord  became  so  tightly  closed 
that  it  caused  fetal  death  from  intrapartum  asphyxia, 
was  enough  of  a jolt  to  send  us  hurrying  to  the  liter- 
ature to  learn  more  of  this  complication. 

Standard  textbooks  mention  the  complication  as  a 
cause  of  fetal  death  briefly  if  at  all.  There  is,  how- 

From  the  Department  of  Obstetrics  and  Gynecology, 
Wesley  Hospital,  Wichita. 


The  phenomenon  of  the  true  knot  in 
the  umbilical  cord  is  reviewed  with  spe- 
cial emphasis  upon  this  abnormality  as  a 
cause  of  fetal  death. 

An  additional  case  in  which  a true 
knot  in  the  umbilical  cord  caused  intra- 
partum fetal  asphyxia  and  death  is  re- 
ported. 


ever,  a wealth  of  articles  in  fairly  recent  medical 
writings  as  well  as  older  references  in  the  writings  of 
Baudelocque  and  Von  Winckel.8  Hennessey,3  in  1944, 
wrote  an  excellent  review  of  the  literature  to  that 
date  from  which  he  culled  25  reported  cases  of  true 
knots,  to  which  he  added  seven  cases.  In  14  of  these 
cases  the  knot  caused  fetal  death.  In  10  of  these  the 
deaths  occurred  from  labor.3 

Peterson6  reported  a case  in  1952  in  which  he 
noted  extremely  vigorous  movement  followed  by 
cessation  of  movement.  He  described  the  knot  as 
being  "degenerated,”  most  notable  on  the  fetal  side 
of  the  cord.  However,  he  did  not  record  any  measure- 
ments of  cord  diameter  proximally  and  distally  to  the 
knot.  In  this  same  year  Javert  and  Barton4  reported 
1,000  cases  of  abortion  caused  by  congenital  and  ac- 
quired lesions  of  the  cord,  but  in  only  one  of  these 
was  a true  knot  believed  to  be  the  cause  of  death. 

In  a condition  which  is  so  infrequent,  one  won- 
ders why  it  occurs  at  all.  Surely  it  must  require  an 
acrobatic  fetus,  still  small  enough  to  have  room  to 
maneuver  about  in  the  amniotic  sac.  Von  Winckel,  in 
his  text  published  in  1889,  stated  that  two  conditions 
must  be  present  in  order  for  a true  knot  to  be  formed: 
The  cord  must  be  two  times  as  large  as  the  distance 
from  the  umbilicus  to  the  vertex,  and  there  must  be 
sufficient  liquor  amnii  to  insure  complete  mobility  of 
the  fetus. 

Broune,1  in  1925,  quoted  Baudelocque  as  opining 
that  it  was  extremely  unlikely  for  a knot  in  the  cord 
to  become  tight  enough  to  cause  asphyxia  prior  to 
labor  because  the  pulsations  of  the  cord  could,  theo- 
retically, unwind  the  loop  of  the  knot.  He  also  called 
attention  to  the  fact  that  the  fetus  was  "free  swim- 
ming” in  the  amniotic  fluid  and  had  no  point  of 
fixation  from  which  to  pull  the  knot  sufficiently  taut 
to  cause  asphyxia  prior  to  labor. 

Reynolds,7  in  a scholarly  study  of  pressures  in  um- 
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bilical  cord  vessels  and  hemodynamics  of  fetal  circu- 
lation, would  give  some  plausibility  to  Baudelocque’s 
theory  that  the  pressure  in  the  cord  and  its  pulsations 
would  prevent  tightening  of  the  knot;  yet  it  is  well 
documented  that  such  a strangling  closure  of  the  knot 
can  and  does  occur. 

Broune  devised  several  experiments  to  show  that 
such  tightening  was  possible  by  the  weight  and  move- 
ments of  the  fetus.  This  possibility  was  shown  to  be 
enhanced  if  the  cord  was  looped  around  the  body  or 
small  parts  of  the  fetus.  Javert,  Barton,4  and  Mc- 
Nally5 each  made  references  to  this  last  point,  and 
their  articles  contain  excellent  photographs  which 
illustrate  it. 

Flemming2  describes  a normal  newborn  where  the 
cord  contained  two  knots,  one  a figure-of-eight,  the 
other  a single  knot,  both  loosely  tied.  I,  myself,  de- 
livered such  a case  with  two  similar  knots  but  with  no 
sign  of  fetal  distress  during  the  antepartum  course  or 
during  labor  and  delivery. 

The  case  reported  here  occurred  in  a 25-year-old 
gravida  II  para  I who  had  an  uneventful  prenatal 
course  and  delivery  in  her  first  pregnancy.  The  esti- 
mated date  of  confinement  was  February  2,  1955.  The 
prenatal  course  was  in  no  way  remarkable  except  for 
the  fact  that  after  the  34th  week  the  patient  com- 
plained at  every  visit  of  the  painful  activity  of  the 
baby.  She  described  its  frenetic  movements  as  being 
so  intense  as  to  cause  acute  pain  sufficient  to  interfere 
with  her  rest  at  night.  This  vigorous  activity  was 
indeed  easy  to  demonstrate  objectively,  for  at  each 
antepartum  visit  in  the  last  two  months  such  lively 
movements  were  felt  that  we  attempted  to  cover  up 
with  whimsey  our  inability  to  explain  away  the  baby’s 
hyperactivity.  Lacking  a more  definitive  treatment  for 
the  patient’s  complaints,  we  dismissed  them  with  a 
remark,  "It  is  either  a rhumba  dancer  or  a football 
player,”  and  a prescription  for  a mild  soporific  so  the 
mother  might  get  some  rest. 

On  January  27,  1955,  fetal  movements  were  again 
hyperactive,  but  the  fetal  heart  was  strong  and  steady 
at  a rate  of  144  per  minute.  On  the  next  prenatal 
visit,  February  3,  the  fetal  heart  was  not  heard,  al- 


though the  patient  did  describe  fetal  movements  "like 
the  baby  was  shifting  his  weight  around." 

In  the  late  evening  of  February  5,  1955,  the  pa- 
tient went  into  active  labor.  We  met  her  at  the  hos- 
pital but  careful  examination  did  not  reveal  the  pres- 
ence of  a fetal  heart  beat.  Labor  was  normal  and 
progressed  rapidly  under  sedation,  Merpedine,  100 
milligrams,  and  scopolamine,  gr.  1/150.  When  the 
patient  was  7 centimeters  dilated,  the  membranes 
ruptured  with  a rush  of  dark  brown  meconium 
stained  fluid.  Three  grains  of  sodium  phenobarbital 
was  administered  intravenously,  and  the  patient  was 
taken  to  the  delivery  room  where  she  promptly  de- 
livered a macerated  female  stillborn  infant.  About 
midway  in  the  cord  there  was  a true  knot,  tightly 
drawn.  The  portion  of  the  cord  proximal  to  the  pla- 
centa was  obviously  larger  than  the  portion  distal  to 
the  knot.  This  distal  segment  on  the  fetal  side  of  the 
knot  was  collapsed  and  had  a florid  reddish  color, 
while  the  proximal  segment  was  a more  normal 
bluish  color. 

The  third  stage  of  labor  progressed  quickly,  the 
placenta  being  gently  expressed  by  Broune’s  maneu- 
ver. The  placenta  looked  grossly  normal  with  a few 
small  infarcts.  The  insertion  of  the  cord  was  eccen- 
tric. 
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Material  science  now  has  the  clear  possibility  and  promise  of  the  systemic  utilization 
of  all  the  natural  resources  of  the  earth  for  the  good  of  the  whole  human  race.  . . . Main- 
taining and  improving  the  standard  of  living  of  all  the  peoples  of  the  earth  through 
increasing  use  of  mechanical  horse  power  and  the  scientific  approach  is  now  one  of  the 
keys  to  peace  in  the  world.  — Charles  E.  Wilson 
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Sunday , April  29,  through  Thursday , May  3 
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GUEST  SPEAKERS 


KENNETH  B.  BABCOCK,  M.D. 

Chicago,  Illinois 

Graduate,  University  of  Michigan  Medical 
School,  1926;  Director,  Joint  Commission  on 
Accreditation  of  Hospitals;  Trustee,  Blue  Cross 
Commission;  Guest  Lecturer  in  Hospital  Ad- 
ministration in  Medical  Schools  at  Columbia 
University,  Northwestern  University,  Univer- 
sity of  Chicago,  and  University  of  Minnesota; 
Fellow,  American  College  of  Surgeons  and 
American  College  of  Hospital  Administrators; 
Member,  Society  of  Medical  Administrators. 

Specialty:  Hospital  Administration. 


PHILIP  J.  HODES,  M.D. 

Philadelphia,  Pennsylvania 

Graduate,  University  of  Pennsylvania  School 
of  Medicine,  1931;  Professor  of  Radiology, 
University  of  Pennsylvania  School  of  Medicine 
and  Graduate  School;  Chief  Consultant  in 
Radiology,  Veterans  Administration,  Pennsyl- 
vania, New  Jersey,  and  Delaware;  Diplomate, 
American  Board  of  Radiology;  Fellow,  Ameri- 
can College  of  Radiology;  Member,  American 
Roentgen  Ray  Society,  Radiological  Society  of 
North  America,  Trudeau  Society,  Laennec  So- 
ciety. 

Specialty:  Radiology. 
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WILLIAM  C.  KEETTEL,  M.D. 

Iowa  City,  Iowa 

Graduate,  University  of  Nebraska  College  of 
Medicine,  1936;  Professor  of  Obstetrics  and 
Gynecology,  State  University  of  Iowa  College 
of  Medicine;  Diplomate,  American  Board  of 
Obstetrics  and  Gynecology;  Fellow,  American 
College  of  Surgeons;  Member,  American  As- 
sociation of  University  Professors,  American 
Academy  of  Obstetricians  and  Gynecologists, 
American  Association  of  Obstetricians  and 
Gynecologists,  Society  of  Experimental  Biol- 
ogy and  Medicine. 

Specialty:  Obstetrics  and  Gynecology. 


DWIGHT  H.  MURRAY,  M.D. 

Napa,  California 

Graduate,  Indiana  University  Medical  School, 
1917;  President-Elect  of  American  Medical 
Association;  Five  Years  in  Naval  Medical 
Corps;  Practicing  Physician  in  Napa  since 
1922;  First  Named  Delegate  of  California 
Medical  Association  to  A.M.A.  in  1944;  Mem- 
ber of  A.M.A.  Board  of  Trustees  since  1945; 
Vice  Chairman  of  Board  in  1950,  Chairman  in 
1951;  Chairman  of  Board’s  Committee  on  Leg- 
islation, 1950-1951. 

Specialty:  General  Practice. 


JOSEPH  H.  OGURA,  M.D. 

St.  Louis,  Missouri 

Graduate,  University  of  California  Medical 
School,  1941;  Associate  Professor  of  Otolaryn- 
gology, Washington  University  School  of  Medi- 
cine, St.  Louis;  Diplomate,  American  Board  of 
Otolaryngology;  Fellow,  American  College  of 
Surgeons;  Member,  American  Academy  of 
Ophthalmology  and  Otolaryngology,  Ameri- 
can Society  for  Ophthalmologic  and  Oto- 
laryngologic Allergy. 

Specialty:  Otolaryngology. 
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LAWRENCE  T.  POST,  JR.,  M.D. 

St.  Louis,  Missouri 

Graduate,  Washington  University  School  of 
Medicine,  1948;  Residency,  Johns  Hopkins 
University  School  of  Medicine;  Clinical  In- 
structor in  Ophthalmology,  Barnes  Hospital; 
Instructor  in  Clinical  Ophthalmology,  Wash- 
ington University  School  of  Medicine;  Army 
Service,  1951-1954;  Diplomate,  American 
Board  of  Ophthalmology. 

Specialty:  Ophthalmology. 


O.  SIDNEY  ORTH,  M.D. 

Madison,  Wisconsin 

Graduate,  University  of  Wisconsin  Medical 
School,  1942;  Professor  and  Chairman  of  De- 
partment of  Anesthesiology,  University  of 
Wisconsin  Medical  School  since  1952;  Former 
Instructor  in  Physiology  and  Professor  of 
Pharmacy;  Diplomate,  American  Board  of 
Anesthesiology;  Member,  American  Associa- 
tion for  Advancement  of  Science,  Society  of 
Experimental  Biology  and  Medicine,  Society 
of  Pharmacology  and  Experimental  Therapy. 

Specialty:  Anesthesiology. 


WILLIAM  ALAN  RICHARDSON 
Oradell,  New  Jersey 

Editor,  Medical  Economics;  Former  Vice- 
President,  Society  of  Business  Magazine  Edi- 
tors; Member,  National  Press  Club,  Harvard 
Club  of  New  York,  United  States  Committee 
of  World  Medical  Association,  American  In- 
stitute of  Graphic  Arts;  Speaker  at  Past  Meet- 
ings of  American  Medical  Association,  Ameri- 
can Academy  of  General  Practice,  American 
Gastroenterological  Association,  Society  of 
Medical  Jurisprudence,  World  Affairs  Coun- 
cil; Lecturer  in  Economics,  Yale  Medical 
School,  1955;  Graduate,  Quernmore  School, 
Bromley,  Kent,  England;  Harvard,  1931. 

Specialty:  Medical  Economics. 
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PETER  A.  ROSI,  M.D. 

Chicago,  Illinois 

Graduate,  Rush  Medical  College,  1927;  Pro- 
fessor of  Surgery,  Cook  County  Graduate 
School  of  Medicine;  Attending  Surgeon,  Co- 
lumbus Hospital,  Wesley  Memorial  Hospital, 
Cook  County  Hospital;  Former  Associate  Pro- 
fessor of  Surgery,  Northwestern  University 
School  of  Medicine;  Fellow,  American  Col- 
lege of  Surgeons  and  International  College  of 
Surgeons;  Member,  Western  Surgical  Society, 
Central  Surgical  Society,  Chicago  Surgical  So- 
ciety. 

Specialty:  Surgery. 


DONALD  P.  TREES,  M.D. 

Wichita,  Kansas 

Graduate,  University  of  Pennsylvania  School 
of  Medicine,  1939;  Editor,  the  Bulletin  of  the 
Sedgivick  County  Medical  Society;  Associate 
Editor,  the  Journal  of  the  Kansas  Medical  So- 
ciety; Member,  American  Medical  Writers’ 
Association. 


MANUEL  SKLAR,  M.D. 

Chicago,  Illinois 

Graduate,  Wayne  University  College  of  Medi- 
cine, 1951;  Research  Fellow,  United  States 
Public  Health  Service;  Now  in  Gastrointestinal 
Section,  Department  of  Medicine,  University 
of  Chicago;  Member,  New  York  Academy  of 
Medicine,  Alpha  Omega  Alpha;  Author  of 
Publications  on  ACTH,  Adrenal  Corticoids, 
and  Digestive  Disease  in  the  Aged. 

Specialty:  Internal  Medicine. 


Specialty:  General  Practice 
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Chronological  Program 


Sunday , April  29 

9:00  Kansas  Medical  Assistants’  Society.  See 
Page  219 

12:15  Annual  Meeting  and  Luncheon,  Blue 
Shield  Board  of  Directors 
Blue  Cross-Blue  Shield  Building,  1133 
Topeka  Boulevard 

1:30  Kansas  Orthopedic  Club.  See  Page  215 

Monday , April  30 

9:00  Kansas  Chapter,  American  Academy  of 
General  Practice.  See  Page  214 

10:00  Practice  Rounds,  Kansas  Medical  Golfing 
Association 

Topeka  Country  Club,  27th  and  Bu- 

chanan Streets 

10:00  Practice  Trap  Shooting,  Kansas  Medical 
Skeet  and  Trapshooting  Association 
Topeka  Gun  Club,  Six  Miles  East  of  To- 
peka on  Highway  40,  North  Side  of 
Highway 

1:00  Competitive  Golfing,  Kansas  Medical 

Golfing  Association 

Topeka  Country  Club,  27th  and  Bu- 

chanan Streets 

1:00  Competitive  Trap  Shooting,  Kansas  Medi- 
cal Skeet  and  Trapshooting  Association 
Topeka  Gun  Club,  Six  Miles  East  of  To- 
peka on  Highway  40,  North  Side  of 
Highway 

6:00  Cocktails,  followed  by  Tournament  Ban- 
quet and  Awarding  of  Prizes 
Topeka  Country  Club,  27th  and  Bu- 

chanan Streets 

8:00  Kansas  Association  of  Clinic  Managers. 
See  Page  218 


Listing  of  Events , Sunday,  April  29 
through  Thursday , May  3,  1956 

Tuesday,  May  1 

7:30  K.  U.  Alumni  Breakfast 

Hotel  Jayhawk,  Coffee  Shop  Round  Table 

8:30  Registration  for  General  and  EENT 
Scientific  Sessions.  See  Pages  210  and 
213 

9:00  Woman’s  Auxiliary  to  Kansas  Medical  So- 
ciety. See  Page  218 

12:15  Meeting  of  Editorial  Board,  Journal  of 
Kansas  Medical  Society 
Hotel  Jayhawk 

6:30  House  of  Delegates  Dinner  and  Meeting 
Florentine  Room,  Jayhawk  Hotel 

W ednesday,  May  2 

8:30  Registration  for  General  and  EENT 
Scientific  Sessions.  See  Pages  211  and 
213 

7:00  Annual  Banquet 

Topeka  Country  Club,  27th  and  Bu- 
chanan Streets 

Thursday,  May  3 

8:30  Registration  for  Specialty  Society  Meet- 
ings at  Municipal  Auditorium 

Anesthesiology— See  Page  214 
Chest  Medicine— See  Page  215 
Pathology— See  Page  216 
Pediatrics— See  Page  216 
Psychiatry— See  Page  216 
Radiology— See  Page  217 
Surgery— See  Page  217 
Urology— See  Page  217 

12:30  House  of  Delegates  Luncheon  and  Meet- 
ing 

Roof  Garden,  Jayhawk  Hotel 
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President  and  President-Elect 

Introducing  the  Major  Officers 
of  the  Kansas  Medical  Society 

Conrad  M.  Barnes,  M.D.,  President,  Kansas  Medical  Society,  Sep- 
tember 5,  1955,  to  May  3,  1956;  Graduate,  University  of  Kansas 
School  of  Medicine,  1936.  Offices  and  Activities:  Second  President 
of  Kansas  Blue  Shield ; President-Elect  of  Kansas  Chapter  of  Ameri- 
can Academy  of  General  Practice;  First  Chairman,  Committee  on 
Rural  Health  of  Kansas  Medical  Society;  Featured  Speaker,  National 
Rural  Health  Conference.  Accomplishments  during  Presidency:  Ap- 
peared before  Senate  Committee  on  Finance,  Washington,  D.C., 
February  23,  to  Discuss  H.R.  7225;  Conducted  County  Medical  So- 
ciety Conference,  February  26;  Represented  Kansas  at  National  Rural 
Health  Conference,  Portland,  Oregon,  March  8-9;  Conducted  Kan- 
sas Medical  Day  at  University  of  Kansas  School  of  Medicine,  Kansas 
City,  March  12;  Appointed  New  Committee  on  School  Health,  Spe- 
cial Committee  on  Polio  Vaccine,  Special  Committee  on  Medical 
Practice  Act. 

Conrad  M.  Barnes,  M.D.,  President 


3n  jfttemoriam 

John  M.  Porter,  M.D. 
President,  Kansas  Medical  Society 
May  5,  1955  to  September  5,  1955 


Clyde  W.  Miller,  M.D.,  to  Take  Office  as  President,  Kansas  Medi- 
cal Society,  May  3,  1956;  Graduate,  University  of  Louisville  School 
of  Medicine,  1936;  in  Private  Practice  in  Wichita  since  1937,  except 
during  World  War  II  while  Serving  Overseas  with  Army  Medical 
Corps ; First  President,  Kansas  Chapter  of  American  Academy  of 
General  Practice;  First  Chairman  of  Committee  on  Public  Relations 
of  Kansas  Medical  Society;  Active  Member  of  Numerous  Society 
Committees;  General  Chairman  of  a Former  Annual  Session  of  Kan- 
sas Medical  Society. 


Clyde  W.  Miller,  M.D.,  President-Elect 
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Program  of  General  Session 


T uesday , May  1 

Municipal  Auditorium , South  Entrance 


Morning 

8:30  Registration 

FIRST  SESSION 

Charles  S.  Joss,  M.D.,  Topeka,  Presiding 

9:45  Address  of  Welcome 

Clyde  B.  Trees,  M.D.,  Topeka 
President,  Shawnee  County  Medical 
Society 

10:00  Socio-Economic  Problems  of  the  A.M.A. 
Dwight  H.  Murray,  M.D.,  Napa 

10:35  Intermission  to  Visit  Exhibits 
SECOND  SESSION 

Cyril  V.  Black,  M.D.,  Pratt,  Presiding 

10:50  The  Program  and  Objectives  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals 

Kenneth  B.  Babcock,  M.D.,  Chicago 

11:25  Look  What’s  Happening  to  Medical 
Practice! 

William  Alan  Richardson,  Oradell 


Afternoon 
THIRD  SESSION 

Vernon  E.  Wilson,  M.D.,  Kansas  City,  Presiding 

2:00  Panel  Discussion:  Where  Do  We  Go 
from  Here? 

William  Alan  Richardson,  Oradell,  Moderator 

Participants: 

Kenneth  B.  Babcock,  M.D.,  Chicago 
Dwight  H.  Murray,  M.D.,  Napa 
Donald  P.  Trees,  M.D.,  Wichita 


Evening 

6:30  House  of  Delegates  Dinner  and  Meeting 
Florentine  Room,  Jayhawk  Hotel 


Telephone  Number  for  Annual  Meeting  in  Topeka,  5-2383 
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Program  of  General  Session 

Wednesday , May  2 

Municipal  Auditorium , South  Entrance 


Morning 

8:30  Registration 

FOURTH  SESSION 

D.  Bernard  Foster,  M.D.,  Topeka,  Presiding 

9:30  Gastrointestinal  Problems  in  the  Aged 

Manuel  Sklar,  M.D.,  Chicago 

10:05  Induction  of  Labor 

William  C.  Keettel,  M.D.,  Iowa  City 

10:40  Intermission  to  Visit  Exhibits 

FIFTH  SESSION 

J.  Philip  Berger,  M.D.,  Wichita,  Presiding 
10:55  Selection  of  Operations  for  Carcinoma 

OF  THE  MlDTRANSVERSE  COLON  TO  ReC- 

tum  Inclusive 

Peter  A.  Rosi,  M.D.,  Chicago 

11:30  Severe  Toxic  Reactions  to  Intravenous 
Contrast  Media:  Cause  and  Control 

Philip  J.  Hodes,  M.D.,  Philadelphia 


Afternoon 

SIXTH  SESSION 

Clyde  B.  Trees,  M.D.,  Topeka,  Presiding 

2:00  Physiological  Changes  in  Everyday 
Anesthesia 

O.  Sidney  Orth,  M.D.,  Madison 

2:35  Intermission  to  Visit  Exhibits 

2:50  Panel  Discussion:  Acute  Abdominal 
Pain 

Orville  R.  Clark,  M.D.,  Topeka,  Moderator 

Participants : 

Philip  J.  Hodes,  M.D.,  Philadelphia 
William  C.  Keettel,  M.D.,  Iowa  City 
O.  Sidney  Orth,  M.D.,  Madison 
Peter  A.  Rosi,  M.D.,  Chicago 
Manuel  Sklar,  M.D.,  Chicago 


Evening 

7:00  Annual  Banquet,  Entertainment  and 
Dance 


Telephone  Number  for  Annual  Meeting  in  Topeka,  5-2383 
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Program  of  General  Session 

Thursday,  May  3 

Municipal  Auditorium , South  Entrance 


Morning 

8:30  Registration 

Programs  to  be  presented  by  specialty  so- 
cieties. See  Page  208 

Technical  Exhibits 

1.  Doho  Chemical  Corporation 

2.  National  Livestock  and  Meat  Board 
4.  Goetze-Niemer  Company 

6.  Carroll  Dunham  Smith 

7.  Ethicon  Suture  Laboratories,  Inc. 

8.  Soundscriber  Corporation 

9.  and  10.  Munns  Medical  Supply  Company 
11.  Ciba  Pharmaceutical  Products,  Inc. 

14.  Ayerst  Laboratories 

16.  E.  R.  Squibb  and  Sons 

17.  Julius  Schmid,  Inc. 

18.  Sharp  and  Dohme,  Inc. 

19.  Mead  Johnson  and  Company 

20.  Washington  National  Insurance  Company 

21.  Eli  Lilly  and  Company 

22.  Ortho  Pharmaceutical  Corporation 

23.  A.  H.  Robins  Company,  Inc. 

24.  Encyclopedia  Americana 

25.  and  26.  Mid-West  Surgical  Supply  Company 

27.  Medical  Protective  Company 

28.  American  Optical  Company 

29.  J.  B.  Lippincott  Company 

30.  Coe  Surgical  Supply  Company 

31.  Pet  Milk  Company 

32.  Parke,  Davis  and  Company 

34.  General  Electric  X-ray  Corporation 

38.  United  Medical  Equipment  Company 

39.  Borden  Company,  Prescription  Products  Di- 

vision 


12:30  House  of  Delegates  Luncheon  and  Meet- 
ing 

Roof  Garden,  Jayhawk  Hotel 


40.  Hoffman-LaRoche,  Inc. 

41.  Lederle  Laboratories  Division,  American 

Cyanamid  Company 

42.  Coufal-Keleket  X-ray  Company 

44.  Abbott  Laboratories 

45.  A.  S.  Aloe  Company 

46.  J.  B.  Roerig  and  Company 

47.  The  William  S.  Merrell  Company 

48.  C.  B.  Fleet  Company,  Inc. 

49.  Schering  Corporation 

50.  C.  Ray  Tyler  Agency 

51.  Burroughs  Wellcome  and  Company,  Inc. 

52.  II.  G.  Fischer  and  Company 

53.  William  P.  Povthress  and  Company,  Inc. 

54.  Thomas  A.  Edison,  Inc. 

55.  Blue  Line  Chemical  Company 

57.  Pfizer  Laboratories 

58.  Kansas  Blue  Cross-Blue  Shield 

59.  Winthrop-Stearns,  Inc. 

60.  M and  R Laboratories 

61.  The  Baker  Laboratories,  Inc. 

62.  Greb  X-ray  Company 

63.  Sealv  Mattress  Company 

64.  U.  S.  Vitamin  Corporation 

65.  W.  B.  Saunders  Company 

66.  The  Purdue  Frederick  Company 

67.  G.  D.  Searle  and  Company 

68.  Audio-Digest  Foundation 
70.  Coca-Cola  Company 


Telephone  Number  for  Annual  Meeting  in  Topeka,  5-2383 
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Eye,  Ear,  Nose  and  Throat  Program 


Tuesday  Morning , May  1 

8:30  Registration 

FIRST  SESSION 

David  P.  Thimble,  M.D.,  Emporia,  Presiding, 

9:30  Modern  Approaches  to  Retinal  Detach- 
ment Surgery 

Lawrence  T.  Post,  Jr.,  M.D.  St.  Louis 
10:30  Intermission  to  Visit  Exhibits 
SECOND  SESSION 

Paul  Guggenheim,  M.D.,  Topeka,  Presiding 

11:00  Present  Day  Status  of  Treatment  of 
Cancer  of  the  Larynx 

Joseph  H.  Ogura,  M.D.,  St.  Louis 

Tuesday  Afternoon , May  1 
THIRD  SESSION 

Max  S.  Lake,  M.D.,  Salina,  Presiding 

2:00  Tonography — PartI 

Lawrence  T.  Post,  Jr.,  M.D.,  St.  Louis 

3:00  Intermission  to  Visit  Exhibits 

FOURTH  SESSION 

Ralph  R.  Preston,  M.D.,  Topeka,  Presiding 

3:15  Decompression  Operation  for  Malig- 
nant Exophthalmos 

Joseph  H.  Ogura,  M.D.,  St.  Louis 

4:15  Meeting  of  EENT  Section 

5:15  Cocktail  Party,  Topeka  Country  Club,  for 
Members  of  EENT  Section  and  Their 
Wives 


Tuesday.  May  I,  and 
Wednesday,  May  2 

W ednesday  Morning , May  2 

8:30  Registration 

FIFTH  SESSION 

James  E.  Hill,  M.D.,  Arkansas  City,  Presiding 

9:30  Bilateral  Septoperiosteal  Flap  Op- 
eration for  Frontal  Sinusitis 

Joseph  H.  Ogura,  M.D.,  St.  Louis 

10:  30  Intermission  to  Visit  Exhibits 

SIXTH  SESSION 

James  H.  Enns,  M.D.,  Newton,  Presiding 

11:00  Tonography — Part  II 

Lawrence  T.  Post,  Jr.,  M.D.,  St.  Louis 

Wednesday  Afternoon , May  2 
SEVENTH  SESSION 

G.  O’Neil  Proud,  M.D.,  Kansas  City,  Presiding 

2:00  Septal  and  Nasal  Reconstruction:  Its 
Physiological  Implications 

Joseph  H.  Ogura,  M.D.,  St.  Louis 

3:00  Intermission  to  Visit  Exhibits 

EIGHTH  SESSION 

Donald  O.  Howard,  M.D.,  Wichita,  Presiding 

3:15  Experiences  with  Diamox 

Lawrence  T.  Post,  Jr.,  M.D.,  St.  Louis 


Telephone  Number  for  Annual  Meeting  in  Topeka,  5-2383 
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Kansas  Chapter,  American  Academy  of 


General  Practice 


9:00  Registration  on  Second  Floor 

10:00  Business  Meeting 

Green  Room  on  Second  Floor 

Lawrence  E.  Leigh,  M.D.,  Overland  Park,  President 
Kansas  Chapter,  American  Academy  of  General 
Practice,  Presiding 

12:15  Luncheon 

Gi'een  Room  on  Second  Floor 

Clinicopathological  Conference  moder- 
ated by  Victor  B.  Buhler,  M.D.,  Kan- 
sas City,  Missouri,  Pathologist  at  Provi- 
dence and  St.  Margaret’s  Hospitals, 
Kansas  City,  and  President,  Missouri 
State  Medical  Society 

Scientific  Program 
Florentine  Room,  West  End  of  Lobby 

2:00  Conservative  Treatment  of  Low  Back 
Pain 

Paul  C.  Williams,  M.D.,  Dallas 

2:30  A Young  Doctor  of  the  Old  School 
Wyatt  Norvell,  M.D.,  New  Castle,  Ky. 


Monday , April  30,  1956 
Jayhawk  Hotel , Topeka 

3:00  Intermission 

3:15  Conservative  Treatment  of  Cervical 
Pain 

Paul  C.  Williams,  M.D.,  Dallas 

3:45  Round  Table  Discussion 

Lawrence  E.  Leigh,  M.D.,  Overland 
Park,  Presiding 

Wyatt  Norvell,  M.D.,  New  Castle,  Ky. 
Paul  C.  Williams,  M.D.,  Dallas 

Evening  Program 

6:00  Cocktail  Hour,  Roof  Garden 

7:00  Dinner,  Roof  G arden 

Guest  Speaker:  Mr.  Orville  Roberts,  Pub- 
lic Relations  Consultant,  Sinclair  Pipe 
Line  Company,  Independence 

10:00  Dance  to  Music  of  Dean  Fleming  Orches- 
tra 


ANESTHESIOLOGY 

Sponsored  by  Kansas  Society  of  Anesthesiology 
Thursday,  May  3,  1956 

9:30  Program  to  Be  Announced 
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CHEST  MEDICINE 

Sponsored  by  Kansas  Chapter  of  American  College 
of  Chest  Physicians 


Thursday,  May  3,  1956 


Morning 

In  Sung  Kwak,  M.D.,  Topeka,  Presiding 


Tuberculosis  Survey  in  Kansas:  A Pre- 
liminary Report 

Joseph  B.  Stocklen,  M.D.,  Cleveland 


10:00  Indications  for  Pulmonary  Resection 
John  G.  Shellito,  M.D.,  Wichita 

Hemodynamics  of  Pulmonary  Circula- 
tion 

James  Dowell,  M.D.,  Kansas  City 

The  Problem  of  the  Treatment  of  the 
Tuberculin  Convertor 
Joseph  B.  Stocklen,  M.D.,  Cleveland 

Generalized  Tuberculosis  and  Histo- 
plasmosis 

George  Post,  M.D.,  Wadsworth 


Pulmonary  Tuberculosis  and  Malig- 
nancy 

Albert  B.  Jackson,  M.D.,  Wadsworth 

Serum  Transaminase 

Samuel  Zelman,  M.D.,  Topeka 

Panel  Discussion:  Treatment  of  Trau- 
matic Injuries  of  the  Chest,  Robert 
M.  Brooker,  M.D.,  Topeka,  Moderator 

Participants : 

Arthur  L.  Ashmore,  M.D.,  Wichita 
Ben  H.  Buck,  Jr.,  M.D.,  Wichita 


Afternoon 

William  Nice,  M.D.,  Topeka,  Presiding 

2:00  Practical  Pulmonary  Physiology 

Roy  Lawson,  M.D.,  Kansas  City,  Mis- 
souri 


Evening 


6:00  Social  Hour 

7 : 00  Dinner  and  Election  of  Officers 
Salt 

George  R.  Meneely,  Nashville,  Tennes- 
see 


ORTHOPEDICS 

Sponsored  by  Kansas  Orthopedic  Club 
Sunday,  April  29,  1956 

3:30  Problems  of  the  Kansas  Crippled  Chil- 
dren’s Commission 

Mr.  L.  M.  Vance,  Wichita 

5:00  Cocktail  Party  for  Members  and  Their 
Wives 

Topeka  Country  Club,  27th  and  Buchanan 
Streets 


1:30  Business  Session 
Hotel  Jayhawk 

2:30  Surgery  of  the  Lumbo-S acral  Spine 
Paul  C.  Williams,  M.D.,  Dallas 
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PATHOLOGY 

Sponsored  by  Kansas  Society  of  Pathologists 
Thursday , May  3 , 1956 

9:30  Program  to  Be  Announced 


PEDIATRICS 

Sponsored  by  Kansas  State  Pediatric  Society 
Thursday , May  3,  1956 


9:30  Panel  Discussion  on  Hearing  Conser- 
vation, Hilbert  P.  Jubelt,  M.D.,  Man- 
hattan, Moderator 

Participants : 

Robert  E.  Roach,  Ph.D.,  Director  of 
Audiology,  Institute  of  Logopedics, 
Wichita 

G.  O’Neil  Proud,  M.D.,  Head,  Depart- 
ment of  Otolaryngology,  University 
of  Kansas  Medical  Center,  Kansas 
City 

Charles  T.  Hinshaw,  M.D.,  Pediatrician, 
Wichita 

Frederick  Speer,  M.D.,  Pediatric  Al- 
lergist, Kansas  City 


12:00  Luncheon  and  Business  Session  at  Jay- 
hawk  Hotel 

1:00  Panel  Discussion  on  Pediatric  Ortho- 
pedics, Bertrand  I.  Krehbiel,  M.D.,  To- 
peka, Moderator 

Participants : 

William  F.  McGuire,  M.D.,  Pediatri- 
cian, Wichita 

Clyde  B.  Trees,  M.D.,  Orthopedist,  To- 
peka 

Donald  L.  Rose,  M.D.,  Director,  De- 
partment of  Physical  Medicine,  Uni- 
versity of  Kansas  Medical  Center, 
Kansas  City 


PSYCHIATRY 

Sponsored  by  Kansas  Psychiatric  Society 
Thursday,  May  3,  1956 
Program  Starting  at  10:00  a.m. 

Failures  in  Psychiatric  Treatment  Basic  Concept  of  Psychiatric  Treatment 

John  A.  Grimshaw,  M.D.,  Topeka  F.  Carter  Newsom,  M.D.,  Wichita 

Conflict  in  the  Nature  of  Defenses  and  Epilepsy,  Neurology,  and  Neurosurgical  Con- 
Experimental  Study  ditions 

Ann  Neel,  Ph.D.,  Kansas  City  John  A.  Segerson,  M.D.,  Topeka 
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RADIOLOGY 

Sponsored  by  Kansas  Radiological  Society 
Thursday,  May  3,  1956 


9:00  Breakfast  and  Business  Meeting 
Hotel  Jayhawk,  Rose  Room 


SURGERY 

Sponsored  by  Kansas  Chapter  of  American  College  of  Surgeons 
Thursday,  May  3,  1956 


9:00  The  Maintenance  of  Ventilatory  Func- 
tion following  Injury 

Frank  F.  Allbritten,  Jr.,  M.D.,  Kansas 
City 

9:15  The  Indications,  Methods,  and  Purposes 
of  Emergency  Craniotomy  for  the 
Patient  with  Cranial  Injury 

William  P.  Williamson,  M.D.,  Kansas 
City 

9:30  The  Emergency  and  Early  Management 
of  the  Patient  with  Spinal  Cord 
Injury' 

Charles  E.  Brackett,  Jr.,  M.D.,  Kansas 
City 

9:45  Initial  and  Supportive  Care  of  the 
Patient  with  Acute  Disease  or  In- 
jury of  the  Genitourinary  System 

William  L.  Valk,  M.D.,  Kansas  City 

10:00  The  Emergency  Treatment  of  the  Pa- 
tient with  Injury  or  Acute  Change 
in  a Peripheral  Artery 

Creighton  A.  Hardin,  M.D.,  Kansas  City 


10:15  The  Early  Care  of  the  Patient  with 
an  Open  Fracture  Related  to  the 
Functional  Result 

Lynn  O.  Litton,  M.D.,  Kansas  City 

10:30  Intermission 

10:45  The  Emergency  Care  of  the  Patient 
with  Internal  Bleeding  following 
Injury 

Stanley  R.  Friesen,  M.D.,  Kansas  City 

11:00  The  Management  of  the  Patient  with 
Acute  Cardiac  Arrest 

C.  Frederick  Kittle,  M.D.,  Kansas  City 

11:15  The  Emergency  Care  Indicated  in  the 
Treatment  of  the  Patient  with  an 
Injured  Hand 

Richard  C.  Ye,  M.D.,  Kansas  City 

11:30  The  Prognosis  of  the  Burned  Patient 
Related  to  the  Initial  Care 

David  W.  Robinson,  M.D.,  Kansas  City 


UROLOGY 

Thursday,  May  3,  1956 

9:30  Business  Meeting  to  Discuss  Organization 
Plans 
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CLINIC  MANAGERS 

Sponsored  by  Kansas  Association  of  Clinic  Managers 
Kansan  Hotel,  Topeka 

Monday , April  30 , and  Tuesday,  May  1 


Monday,  April  30 

8:00  Round  Table  Discussion  of  Clinic  Prob- 
lems 

Social  Hour 

Tuesday,  May  1 

Mr.  John  M.  Lochridge,  Newton,  Presiding 
General  Session  in  Roof  Lounge 

9:00  Welcome  to  Topeka 

Mr.  G.  R.  Umbarger,  Topeka, 

Manager,  Topeka  Medical  Center 
Introduction  of  Guests  and  Members 
Appointment  of  Nominating  Committee 


Distribution  of  Kansas  Clinic  Managers’ 
Directory 

Mr.  Will  Birthelmer,  Wichita 

Assistant  Manager,  Wichita  Clinic 

9:45  Symposium:  Methods  of  Salary  Deter- 
mination and  Control  of  Employees 

10:45  Coffee  Break 

11:00  Symposium:  Methods  of  Handling  De- 
linquent Accounts 

12:00  Luncheon 

Brief  Business  Session 

2:00  Panel  Discussion  at  Municipal  Audi- 
torium as  Guests  of  Kansas  Medical 
Society 


Woman’s  Auxiliary  to 
Medical  Society 


Monday,  April  30 

1 : 00-4 : 00  Registration 

Municipal  Auditorium  and  Hotel  Jay- 
hawk 

Tuesday,  May  1 

9:00-4:00  Registration 

Municipal  Auditorium  and  Hotel  Jay- 
hawk 

9:00  Pre-Convention  Board  of  Directors  Meet- 
ing 

Conference  Room,  Stormont-Vail  Hospital 
Transportation  provided  from  Jackson 
Street  Entrance  of  Hotel  Jayhawk 

11:30  Brunch  honoring  Mrs.  Mason  Lawson, 
National  President 
Topeka  Country  Club 
Transportation  provided  from  Jackson 
Street  Entrance  of  Hotel  Jayhawk 


the  Kansas 


April  30,  May  1 , May  2,  1956 
Topeka,  Kansas 

7:00  Past  State  Presidents’  Dinner 
Green  Room,  Hotel  Jayhawk 

W ednesday,  May  2 

9:00-12:00  Registration 

Municipal  Auditorium  and  Hotel  Jay- 
hawk 

9:00  General  Session 

Conference  Room,  Stormont-Vail  Hospital 
Transportation  provided  from  Jackson 
Street  Entrance  of  Hotel  Jayhawk 

1:00  Luncheon  honoring  State  Officers 
Roof  Garden,  Hotel  Jayhawk 

3:30  Post-Convention  Board  of  Directors  Meet- 
ing 

Hotel  Jayhawk 

7:00  Annual  Kansas  Medical  Society  Banquet 
Topeka  Country  Club 
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Kansas  Medical  Assistants’  Society 


Saturday  Evening , April  28 

7:00  Past  Presidents’  Meeting 

8:00  Entertainment 

See  Hotel  Bulletin  Board 


Sunday,  April  29 

9:00-11:00  Registration.  Coffee  Hour 

9:00  Executive  Board  Meeting 

12:00  President’s  Luncheon 

1:30  Address  of  Welcome 

Dwight  Lawson,  M.D.,  Topeka,  Vice- 
President,  Shawnee  County  Medical 
Society 

1:40  Greetings 

Conrad  M.  Barnes,  M.D.,  Seneca, 
President,  Kansas  Medical  Society 

1:50  Response 

Mrs.  Pauline  Keller,  Topeka,  President 
Kansas  Medical  Assistants’  Society 

2:00  The  Larger  Perspective 

Thomas  P.  Butcher,  M.D.,  Emporia 

3:00  Business  session  and  Election  of  Officers 

3:45  Blue  Cross-Blue  Shield  Discussion  Period 

4:00  Meeting  of  1956-1957  Officers  and  Coun- 
cilors 


16th  Annual  Meeting 
Kansan  Hotel,  Topeka 

6:30  Dinner  and  Entertainment 

Impersonations  by  Tom  Sawyer 
Music  by  Forrest  Slaughter  Ensemble 
Skit  by  Shawnee  County  Medical  Assist- 
ants’ Society 


Monday,  April  30 

9:30  Announcements 

Mrs.  Pauline  Keller,  Topeka 

9:40  Greetings 

Miss  Janice  Pfeffer,  Topeka,  President 
Shawnee  County  Medical  Assistants’ 
Society 

9:45  Leading  a Double  Life 

Patricia  T.  Schloesser,  M.D.,  Topeka, 
Pediatric  Consultant,  Kansas  State 
Board  of  Health 

10:15  Narcotic  Laws  and  Regulations 

Mr.  George  F.  Shattuck,  Kansas  City, 
Missouri,  Agent,  Bureau  of  Narcotics, 
Treasury  Department 

10:45  Heart  Surgery 

Robert  M.  Brooker,  M.D.,  Topeka 

12:30  Luncheon  and  Program 
Why  Libraries? 

Mr.  Horace  Moses,  Topeka, 

Librarian,  City  Library 

2:30  Installation  of  Officers 

3:00  Viewing  of  Exhibits  at  Municipal  Audi- 
torium 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

This  is  the  time  of  the  year  when  "The  voice  of  the  turtle  is  heard  throughout 
the  land.”  Certain  swans  also  sing  their  song.  This  orients  us  with  the  fact  that 
this  will  be  my  last  official  letter  to  you.  Clyde  Miller  will  be  writing  you  the  next 
one. 

You  will  agree,  I believe,  that  this  has  been  an  eventful  year.  Our  Society  has 
had  its  sadness  but  also  some  gladness.  We  have  pointed  with  pride  in  letters  past 
concerning  many  accomplishments  and  genuine  progress.  One  recent  event  on  the 
Washington  scene  gives  me  great  satisfaction.  Secretary  Folsom  of  the  Department 
of  Health,  Education,  and  Welfare  has  expressed  the  opposition  of  the  Eisenhower 
administration  to  HR.  7225.  This  act  of  great  wisdom,  courage,  and  statesmanship 
deserves  an  expression  of  appreciation  from  all  of  us  doctors.  Please  write  Secretary 
of  Health  M.  B.  Folsom  and  express  your  thankfulness  and  strong  support  of  the 
courageous  position  taken  by  the  administration. 

In  Portland,  Oregon,  while  representing  you  at  the  11th  National  Rural  Health 
Conference,  I reported  on  the  recent  progress  of  our  Society,  particularly  in  the  field 
of  office  assistants’  education  and  medical  school  growth.  I made  a verbal  request 
and  invitation  for  the  1959  Rural  Health  Conference  to  be  held  in  Kansas. 

I am  deeply  appreciative  of  the  help  and  cooperation  all  of  you  have  given  me 
during  the  past  few  months.  I have  found  everyone  to  be  very  patient  and  reason- 
able. I shall  never  forget  my  experiences  as  your  president.  I feel  inadequate  and 
humble  when  I realize  what  a fine  group  of  men  have  entrusted  the  safekeeping  of 
their  precious  "Art  and  Science”  to  my  care. 

As  we  look  forward  to  the  annual  state  meeting,  may  I urge  you  to  attend  at 
least  one  or  two  days.  It  will  do  you  much  good.  The  Program  Committee  has  been 
laboring  and  planning  all  year  to  give  you  the  "best  meeting  ever.”  I hope  I shall 
see  you  in  Topeka. 

May  we  forever  be  mindful  of  the  need  for  kindly,  personal  sympathy  and 
understanding  as  we  apply  our  science  in  the  rendering  of  medical  care. 

Sincerely,  in  the  Practice  of  the  Art, 


Conrad  M.  Barnes,  M.D.,  President 


Councilor  Reports 

Activities  in  the  Different  Geographical  Districts  of  the  State 


First  District 

This  year  the  First  District  dinner  meeting  was 
held  at  the  Cody  Hotel  in  Leavenworth.  It  was  the 
first  time  we  had  had  the  pleasure  of  welcoming  the 
Leavenworth  County  Society  into  the  First  District. 

Through  the  cooperation  of  Dr.  Gordon  Stanley 
Voorhees,  who  made  all  the  arrangements,  the  meet- 
ing was  a wonderful  success.  We  had  as  guests  Mrs. 
Barrett  A.  Nelson,  president  of  the  Auxiliary;  Dr. 
W.  Clarke  Wescoe,  dean  of  the  University  of  Kansas 
School  of  Medicine;  Mr.  Oliver  E.  Ebel,  secretary  of 
the  Kansas  Medical  Society,  and  Mr.  Rueben  M. 
Dalbec,  executive  assistant.  Following  the  dinner 
Mrs.  Nelson  addressed  the  members  of  the  Auxiliary 
and  Dr.  Wescoe  addressed  the  physicians.  Dr.  Wescoe 
gave  an  enlightening  talk  on  the  responsibility  of 
members  of  the  Kansas  Medical  Society  to  the 
A.M.E.F.  and  its  advancement.  I think  for  the  first 
time  all  members  present  realized  the  obligation  each 
individual  has  to  support  medical  education. 

F.  E.  Wrightman,  M.D.,  Councilor 


Second  District 

The  Second  District  has  encountered  no  particular 
problems  during  the  past  year. 

The  Wyandotte  County  Medical  Society  has  at- 
tempted to  improve  its  relations  with  lay  health  or- 
ganizations by  a more  active  part  in  their  work. 

Another  innovation  this  year  was  an  orientation 
program  attempting  to  give  new  members  of  our 
society  a background  of  the  function  of  the  county, 
state,  and  national  medical  organizations. 

Wyandotte  County  Medical  Society  is  looking  for- 
ward to  entertaining  the  state  society  in  1958.  A new 
armory  has  been  constructed  in  Kansas  City,  and  we 
feel  it  is  an  ideal  place  in  which  to  hold  a state 
meeting. 

Glenn  R.  Peters,  M.D.,  Councilor 


Third  District 

We  have  had  a successful  year  in  the  Third  Dis- 
trict since  our  split  off  into  a new  councilor  district 
as  authorized  by  the  last  Kansas  Medical  Society 
meeting.  Everything  has  been  smooth,  and  no  trou- 
bles have  been  brought  up. 

Lynn  County  is  still  without  a medical  society  and 
also  without  a young  doctor  to  take  the  places  of  the 


older  doctors  there.  This  will  become  a critical  area 
because  of  the  age  of  the  physicians  there  now.  How- 
ever, we  have  not  been  able  to  get  cooperation  in 
establishing  a society  or  bringing  in  any  new  young 
doctors.  We  hope  this  situation  can  be  resolved  soon, 
and  we  will  continue  to  work  on  it. 

H.  Penfield  Jones,  M.D.,  Councilor 


Fourth  District 

During  the  past  year  two  new  hospitals  have  been 
erected  in  this  district.  Additions  have  been  made  on 
a few  others. 

The  new  State  Tuberculosis  Sanatorium  at  Chanute 
will  be  opened  July  1,  1956.  This  service  to  our  area 
will  be  most  welcome. 

There  has  been  widespread  dissatisfaction  with  the 
polio  immunization  program  throughout  the  district. 

One  county  society  is  not  satisfied  with  the  manner 
in  which  the  Medical  Practice  Act  is  being  enforced. 

There  is  widespread  dissatisfaction  with  the  ad- 
ministration of  the  welfare  program  in  regard  to 
providing  medical  care  for  the  indigent. 

The  Southeast  Kansas  Medical  Society  has  been 
active  during  the  past  year. 

Charles  E.  Vestle,  M.D.,  Councilor 


Fifth  District 

The  Fifth  District  has  had  no  unusual  activity  in 
the  past  year. 

Councilor  district  reorganization  has  produced  no 
problems  except  for  the  difficulty  in  contacting  Potta- 
watomie County  membership. 

I am  happy  to  report  almost  100  per  cent  coopera- 
tion in  response  to  the  appeal  for  education  founda- 
tion donations  in  all  counties  except  Pottawatomie. 

S.  A.  Anderson,  M.D.,  Councilor 


Sixth  District 

Medical  activities  in  the  Sixth  District  have  pro- 
gressed smoothly  during  the  past  year. 

Our  physicians,  in  cooperation  with  the  public 
health  department,  gave  14,191  polio  shots  to  school 
children.  These  were  administered  to  8,500  children, 
6,919  of  whom  received  both  shots. 

We  suffered  a loss  of  six  members  during  the  year. 
Present  membership  stands  at  179- 
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Federal  hospital  facilities  in  this  area  are  rapidly 
being  expanded.  Work  has  started  on  the  construc- 
tion of  a new  Veterans  Administration  hospital  which 
will  cost  $20  million,  and  a new  hospital  at  Forbes 
Air  Force  Base,  costing  $3  million,  will  soon  be  com- 
pleted. 

St.  Francis  Hospital,  Topeka,  is  currently  conduct- 
ing a campaign  to  raise  $500,000  for  additional  beds. 

Meetings  of  the  Shawnee  County  Society  have  been 
well  attended,  and  stress  has  been  placed  on  the  eco- 
nomic aspects  of  the  practice  of  medicine. 

Floyd  C.  Taggart,  M.D.,  Councilor 


Seventh  District 

No  major  problems  have  arisen  in  the  Seventh  Dis- 
trict during  the  past  year.  Professional  relationships 
within  each  county  and  among  counties  have  been 
harmonious,  and  the  public  has  received  prompt  and 
adequate  medical  care.  No  instance  of  any  major 
criticism  or  dissatisfaction  has  come  to  my  attention. 

Attendance  at  the  circuit  course  in  Emporia  has 
been  fairly  good.  Other  postgraduate  courses  have 
been  well  attended,  and  the  caliber  of  local  meetings 
has  been  uniformly  high. 

Management  of  the  polio  immunization  program, 
in  cooperation  with  the  local  public  health  physician, 
has  been  satisfactory  up  to  this  time  and  has  repre- 
sented a real  public  health  effort  and  community 
service  on  the  part  of  local  physicians. 

Edward  J.  Ryan,  M.D.,  Councilor 


Eighth  District 

There  have  been  no  insurmountable  problems  in 
the  Eighth  District  this  year.  The  response  to  the 
A.M.E.F.  and  to  the  Porter  Memorial  Foundation 
funds  has  been  good.  I wish  to  express  my  thanks  to 
the  members  of  this  district  who  gave  of  their  time, 
money,  and  energy  in  making  this  good  record  pos- 
sible. 

The  polio  immunization  programs  have  been  car- 
ried out,  or  are  in  the  process  of  being  carried  out. 
Here  again,  the  cooperation  of  individual  members 
of  the  medical  society  and  of  the  societies  themselves 
has  been  excellent.  It  is  my  opinion  that  members  of 
the  society  would  prefer  that  the  remainder  of  this 
immunization  program  and  future  immunization  pro- 
grams be  carried  out  through  regular  channels,  as 
other  immunization  programs  have  been  carried  out 
skillfully  and  for  the  benefit  of  the  public  health  and 
welfare  by  physicians  in  the  past. 

I have  attended  all  of  the  Council  meetings  that 
have  been  called  and  have  served  on  various  special 
committees  as  requested.  These  meetings  have  been 


enjoyable  and  instructive,  although  somewhat  time- 
consuming. 

Again  I wish  to  say  thank  you  to  those  members 
of  our  district  who  were  asked  to  do  extra  work  in 
making  the  various  projects  a success  and  who  re- 
sponded so  enthusiastically.  If  any  of  our  members 
have  not  contributed  to  the  A.M.E.F.  or  to  the  Porter 
Memorial  funds,  it  is  not  too  late  to  do  so. 

James  E.  Hill,  M.D.,  Councilor 


Ninth  District 

The  Ninth  District  has  had  no  major  difficulties  or 
problems  during  the  past  year.  The  councilor  has  at- 
tended each  Council  meeting  and  has  attempted  to 
represent  the  district  as  well  as  possible  and  to  vote 
as  the  majority  wished.  It  is  extremely  difficult  to 
obtain  an  accurate  vote  from  a district  as  large  as  this. 
As  a result,  the  opinions  of  members  in  and  around 
Saline  County  have  been  solicited. 

For  many  years  the  northern  portion  of  the  area 
was  so  well  represented  by  Dr.  John  M.  Porter  that 
visitations  by  the  councilor  were  unnecessary.  With 
Dr.  Porter’s  untimely  death,  this  situation  has 
changed.  If  any  societies  in  his  area  wish  a report  on 
any  of  the  Council  meetings,  they  may  obtain  infor- 
mation from  the  councilor.  It  is  impossible  adequately 
to  replace  Dr.  Porter,  but  I will  do  my  best. 

At  the  coming  House  of  Delegates  meetings  the 
question  of  transferring  Ellsworth  County  from  the 
Ninth  District  to  the  Thirteenth  District  will  be  in- 
troduced. At  present  Ellsworth  County  belongs  to  the 
Ninth  District  but  has  no  membership  in  any  of  the 
local  societies  in  the  district.  Members  there  feel  they 
would  have  better  representation  in  the  House  of 
Delegates  and  in  the  Council  if  their  membership 
were  transferred.  Necessary  agreement  was  obtained 
from  the  councilor  of  the  Ninth  District,  and  the 
proper  letters  were  sent. 

L.  S.  Nelson,  Jr.,  M.D.,  Councilor 


Tenth  District 

Professional  relations  and  activities  in  this  district 
are  satisfactory,  and  many  interesting  and  worth  while 
meetings  of  our  county  societies  were  held  during  the 
year.  Three  tri-county  meetings  were  held,  one  each 
in  Marion,  McPherson,  and  Harvey  counties,  with 
excellent  attendance  at  each. 

This  district  is  proud  of  the  annual  meeting  of  the 
Kansas  Medical  Society  held  in  Hutchinson  in  1955, 
and  we  feel  that  it  was  well  demonstrated  that  ac- 
commodations are  ample  for  such  a meeting  and  that 
the  Reno  County  Medical  Society  has  what  it  takes. 

H.  M.  Glover,  M.D.,  Councilor 
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Eleventh  District 

Medical  activities  in  the  Eleventh  District  have  pro- 
gressed satisfactorily  during  the  past  year.  One  of  the 
most  outstanding  things  for  this  period  has  been  the 
excellent  programs  which  have  been  presented  at 
Sedgwick  County  Medical  Society  meetings. 

We  have  had  excellent  response  by  the  Sedgwick 
County  Medical  Auxiliary  as  far  as  public  relations 
is  concerned.  They  had  a booth  at  the  Home  Show  in 
Wichita,  at  which  time  they  distributed  many  thou- 
sands of  pamphlets  and  brochures  relative  to  health 
affairs  and  conditions.  The  Auxiliary  is  also  conduct- 
ing a survey  to  determine  the  amount  of  time  local 
physicians  are  giving  to  charity. 

Dr.  Clyde  Miller,  president-elect  of  the  Kansas 
Medical  Society,  has  appointed  Dr.  Homer  Holt  as 
general  chairman  and  Dr.  Ernest  Crow  as  program 
chairman  for  the  state  meeting  in  1957.  These  men 
have  held  some  preliminary  meetings  with  local  rep- 
resentatives and  representatives  from  over  the  state, 
and  their  particular  committees  are  beginning  to  de- 
velop firm  plans.  If  anyone  has  any  ideas  or  sugges- 
tions to  make  as  far  as  the  general  meeting  is  con- 
cerned, or  about  the  program,  I am  sure  either  one 
of  these  men  would  be  happy  to  hear  from  him. 

A special  meeting  was  held  by  the  county  society 
with  representatives  of  Blue  Shield.  This  was  for  the 
purpose  of  presenting  the  various  plans  proposed  by 
Blue  Shield  for  the  information  and  education  of  the 
members. 

The  Eleventh  District  is  looking  forward  to  an- 
other successful  year. 

Norton  L.  Francis,  M.D.,  Councilor 


Twelfth  District 

Most  of  the  societies  of  the  Twelfth  District  have 
been  active,  medically  and  civically.  They  have  held 
regular  monthly  meetings  with  good  programs.  The 
South-Central  Tri-County  Society  held  a meeting  with 
their  wives  in  February,  and  as  a result  of  this  meet- 
ing an  Auxiliary  was  organized.  I am  sure  they  will 
become  quite  active. 

Sumner  County  has  organized  a Safety  Council. 
This  is  to  teach  first  aid  and  first  aid  instructors,  in- 
vestigate accidents,  and  cooperate  with  the  Sumner 
County  Civil  Defense  organization. 

Sumner,  Barber,  Harper,  and  Pratt  counties  were 
100  per  cent  counties  on  A.M.E.F.  contributions. 

Cyril  V.  Black,  M.D.,  Councilor 


Thirteenth  District 

There  have  been  no  pressing  medical  problems 


affecting  the  practice  of  medicine  in  the  Thirteenth 
District.  The  supply  of  physicians  in  each  county  is 
near  adequate  for  the  first  time  in  the  past  15  years. 
Each  county  has  an  adequate  hospital  except  Osborne, 
and  this  area  is  well  served  by  adjacent  county  hos- 
pitals. 

The  councilor  wishes  to  commend  his  district  for 
the  large  percentage  who  responded  to  his  personal 
solicitation  for  A.M.E.F.  funds.  We  believe  that  per- 
sonal solicitation  must  be  used  throughout  the  Kan- 
sas Medical  Society  if  we  are  to  meet  our  financial 
obligations  to  our  medical  schools  and  keep  the 
schools  out  of  federal  control. 

Your  councilor  also  wishes  to  note  the  deaths  of 
two  veteran  general  practitioners  of  wide  acquain- 
tance among  Kansas  medical  men,  Dr.  F.  E.  Rich- 
mond of  Stockton  and  Dr.  E.  C.  Petterson  of  Plain- 
vi  lie. 

Your  councilor  has  attended  all  meetings  of  the 
Council  and  the  House  of  Delegates  and  has  been 
greatly  appreciative  of  the  honor  in  being  elected  to 
this  position. 

L.  W.  Reynolds,  M.D.,  Councilor 


Fourteenth  District 

Your  councilor  for  the  Fourteenth  District  reports 
that  he  believes  the  practice  of  medicine  within  this 
district  has,  in  general,  been  on  a high  plane.  A mini- 
mum of  problems  has  arisen,  and  these  have  been 
straightened  out  satisfactorily. 

Response  to  the  A.M.E.F.  solicitation  has  been 
gratifying,  and  if  the  same  percentage  can  contribute 
next  year  and  increase  their  contributions  in  amount, 
then  we  will  approach  the  goal  we  should  attain. 

We  regret  the  untimely  death  of  our  late  president 
as  many  of  us  had  the  greatest  personal  respect  and 
affection  for  him. 

I am  sure  the  Society  can  depend  on  our  support 
for  any  and  all  measures  that  will  raise  the  standards 
of  the  practice  of  medicine  in  Kansas. 

Justin  A.  Blount,  M.D.,  Councilor 


Fifteenth  District 

The  principal  activity  in  this  district  during  the 
past  year  was  the  organization  of  the  Comanche- 
Kiowa-Clark  (C-K-C)  Medical  Society.  This  society 
requested  a charter  from  the  Council,  and  it  was 
granted.  Therefore,  there  is  now  one  more  district 
society  to  replace  three  small  societies. 

It  is  felt  that  this  will  strengthen  the  Society  in 
the  area.  By  combining  societies  we  have  a group 
large  enough  for  good  scientific  meetings,  and  we 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates1  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 

For  more  rapid  and  complete 
H absorption.  Offered  only  by  Lederle  ! 

filled  sealed  capsules 

1 January,  H.  L.  et  al : Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625, 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  CYAN  AM  / D COMPANY 

PEARL  RIVER.  NEW  YORK 

*REO.  u.  s.  pat.  off. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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look  forward  to  having  a spirited,  interested  mem- 
bership. 

L.  G.  Glenn,  M.D.,  Councilor 


Sixteenth  District 

Medical  practice  in  the  Sixteenth  District  has  been 
about  the  same  during  the  past  year. 

The  district  had  a dinner  meeting  in  November  for 
new  members  and  their  wives,  at  which  Dr.  and  Mrs. 
Conrad  Barnes  were  present.  Dr.  and  Mrs.  Murray 
Eddy  were  also  invited,  but  because  of  a previous 
engagement  were  unable  to  attend. 

Contributions  to  the  A.M.E.F.  from  this  district 
were  about  75  per  cent. 

Dr.  Kenneth  Knuth  left  his  practice  in  Atwood  to 
take  a residency  in  radiology  in  Kansas  City.  Dr.  Wil- 
liam Tappen  also  left  his  practice  in  Atwood  for  a 


Committee  Reports 

Activities  of  the 

Allied  Groups 

R.  R.  Snook,  McLouth,  Chairman;  H.  S.  Albaugh, 
Olathe;  K.  F.  Bascom,  Manhattan;  C.  H.  Benage, 
Pittsburg;  J.  A.  Billingsley,  Kansas  City;  H.  O.  Bul- 
lock, Independence;  H.  J.  Davis,  Topeka;  R.  D. 
Dickson,  Topeka;  B.  P.  Meeker,  Wichita;  C.  V. 
Minnick,  Junction  City;  R.  R.  Reed,  Beloit;  L.  F. 
Schmaus,  Iola. 

Your  Committee  on  Allied  Groups  did  not  hold  a 
formal  meeting.  It  was  the  opinion  of  several  of  the 
members  that  we  should  meet  in  the  event  some  new 
problem  presented  itself.  No  problem  needing  action 
appeared,  so  no  meeting  was  held. 

R.  R.  Snook,  M.D.,  Chairman 


Anesthesiology 

R.  S.  McKee,  Leavenworth,  Chairman;  J.  E.  Goo- 
tee,  Topeka;  P.  H.  Lorhan,  Kansas  City;  C.  D.  Mc- 
Keown,  Wichita;  R.  T.  Parmley,  Wichita;  L.  J. 
Ruzicka,  Concordia;  H.  F.  Spencer,  Emporia;  E.  M. 
Sutton,  Salina. 


Auxiliary 

R.  E.  Pfuetze,  Topeka,  Chairman;  E.  M.  Harms, 
Wichita;  J.  L.  Jenson,  Colby;  E.  R.  Millis,  Kansas 
City;  L.  J.  Schaefer,  Salina;  W.  O.  Wallace,  Atchi- 


residency  in  medicine  in  Bakersfield,  California.  In 
February  Dr.  Warren  McDougal  moved  to  Atwood 
where  he  is  now  in  practice.  Dr.  A.  R.  Cuadrado  re- 
cently moved  to  Sharon  Springs. 

Refresher  courses  in  Colby  have  been  well  attended. 

It  has  been  a pleasure  to  act  as  councilor  for  the 
Sixteenth  District. 

James  L.  Jenson,  M.D.,  Councilor 


Seventeenth  District 

During  the  past  year  things  have  been  quiet  in  this 
district.  There  seems  to  be  an  adequate  number  of 
physicians.  Hospital  facilities  are  available  so  no  one 
need  go  far  from  home. 

Response  to  the  education  fund  solicitation  was 
good. 

H.  Preston  Palmer,  M.D.,  Councilor 


Different  Special  Groups  of  the  State 

son;  I.  J.  Waxse,  Oswego;  C.  O.  West,  Kansas  City. 

The  committee  on  Auxiliary  has  seen  no  need  for 
a formal  meeting  as  yet  this  year  but  will  meet  April 
30  with  the  officers  of  the  Auxiliary  and  their  na- 
tional president,  Mrs.  Mason  Lawson,  for  considera- 
tion of  problems  and  for  an  exchange  of  ideas.  Al- 
though this  is  at  the  end  of  the  year,  it  should  be 
mutually  helpful  in  formulating  policies  for  the  com- 
ing year. 

In  many  respects  this  has  been  a highly  successful 
year  for  the  Auxiliary.  This  success  can  be  measured 
by  reporting  the  unprecedented  growth  of  the  Auxil- 
iary. Two  new  tri-county  groups  have  been  organized : 
Kiowa,  Comanche,  and  Clark ; and  Sumner,  Harper 
and  Barber.  Three  more  counties  plan  on  organizing 
soon.  Following  the  new  national  Auxiliary  policy, 
and  with  the  consent  of  this  committee,  the  Auxiliary 
is  enlarging  the  nurse  recruitment  program  to  include 
recruitment  in  all  allied  medical  fields. 

Mrs.  Barrett  Nelson,  president  of  the  Auxiliary, 
very  early  planned  the  year’s  work  and  has  enthusi- 
astically helped  guide  the  activities  of  the  component 
groups.  The  many  committees  have  promoted  and 
are  promoting  their  special  endeavors  successfully 
and  deserve  much  credit  for  the  success  of  this  re- 
markable organization.  Individual  members  have  also 
contributed  active  leadership  in  community  health. 

As  a group  and  individually  the  Auxiliary  has  con- 
tributed much  to  the  Kansas  Medical  Society.  In  the 
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fields  of  public  relations,  recruitment  of  nurses  and 
allied  medical  personnel,  A.M.E.F.,  and  others  they 
have  aided  in  stimulating  the  interest  of  the  medical 
society,  and  conversely  the  medical  society  as  a group 
and  individually  should  greatly  increase  their  support 
of  their  Auxiliary. 

Robert  E.  Pfuetze,  M.D.,  Chairman 


Blue  Shield  Fee  Schedule 

R.  G.  Klein,  Dodge  City,  Chairman;  W.  L.  Beller, 
Topeka;  H.  S.  Blake,  Topeka;  P.  M.  Clark,  Jr.,  In- 
dependence; H.  M.  Foster,  Hays;  N.  L.  Francis, 
Wichita;  G.  F.  Gsell,  Wichita;  A.  G.  Isaac,  Newton; 
J.  G.  Lee,  Jr.,  Kansas  City;  Wm.  Lentz,  Seneca; 
W.  O.  Martin,  Topeka;  D.  N.  Medearis,  Kansas 
City;  W.  J.  Reals,  Wichita;  C.  B.  Trees,  Topeka. 

Your  Committee  on  Blue  Shield  Fee  Schedule  has 
had  three  meetings  during  the  past  year.  In  addition, 
each  member  was  assigned  the  task  of  submitting  a 
fee  schedule  for  proposed  $4,500  and  $6,000  service 
income  plans,  which  necessitated  many  subcommittee 
meetings. 

After  considerable  effort,  a schedule  which  the 
committee  believed  to  be  average  fees  was  submitted 
to  the  Council  of  the  Kansas  Medical  Society  with  the 
following  resolution: 

Whereas,  The  Blue  Shield  Fee  Schedule  Com- 
mittee has  been  requested  by  the  Blue  Shield  Board 
to  submit  fee  schedules  for  proposed  $4,500  and 
$6,000  service  income  plans,  and 

Whereas,  Your  committee  has  spent  considerable 
time  in  obtaining  average  fees  for  the  various  serv- 
ices, therefore 

Be  It  Resolved,  That  in  a matter  of  this  importance 
to  the  doctors  of  Kansas  the  committee  respectfully 
requests  that  the  proposed  plans  be  deliberated  upon 
and  finally  decided  by  the  appropriate  body  of  the 
Kansas  Medical  Society,  and 

Be  It  Further  Resolved,  That  the  schedules  approxi- 
mate what  the  committee  considers  to  be  adequate 
fee  schedules  for  such  plans  if  the  plans  are  deemed 
necessary  and  adopted  by  the  appropriate  body. 

The  chairman  wishes  to  express  his  thanks  to  all 
who  participated  in  the  work  of  this  committee  dur- 
ing the  past  year. 

Robert  G.  Klein,  M.D.,  Chairman 


Blue  Shield  Relations 

This  committee  was  recommended  by  Blue  Shield 
and  is  selected  to  represent  the  17  council  districts. 

H.  M.  Glover,  Newton,  Chairman;  M.  L.  Belot, 
Jr.,  Lawrence;  R.  M.  Carr,  Junction  City;  A.  M. 
Cherner,  Hays;  S.  T.  Coughlin,  Larned;  H.  S.  Dre- 


her,  Sr.,  Salina;  J.  B.  Fisher,  Wichita;  G.  R.  Hast- 
ings, Garden  City;  P.  E.  Hiebert,  Kansas  City;  P.  M. 
Hulett,  Anthony;  F.  X.  Lenski,  Jr.,  Iola;  L.  R.  Pyle, 
Topeka;  E.  J.  Ryan,  Emporia;  E.  B.  Scagnelli,  Dodge 
City;  F.  L.  Smith,  Jr.,  Colby;  M.  W.  Wells,  Win- 
field; E.  T.  Wulff,  Atchison. 

As  suggested  at  the  beginning  of  the  year,  I have 
called  no  meeting  of  the  full  committee  during  the 
year.  Most  of  our  members  have  participated  in  Blue 
Shield  district  meetings,  some  in  the  annual  Blue 
Shield  board  meeting,  and  others  in  Council  meetings 
where  Blue  Shield  affairs  have  come  up  for  discus- 
sion, especially  at  the  Salina  meeting  in  December. 

I think  membership  on  this  committee  has  served 
as  an  inducement  to  its  members  to  attend  Blue 
Shield  meetings  when  possible  and  to  enlarge  their 
knowledge  of  Blue  Shield’s  problems  and  efforts  to 
serve  the  people  of  Kansas  in  its  field. 

H.  M.  Glover,  M.D.,  Chairman 


Child  Welfare 

L.  N.  Speer,  Chairman,  Kansas  City;  W.  H. 
Crouch,  Topeka;  L.  E.  Eckles,  Topeka;  W.  P.  Hib- 
bett,  McPherson;  E.  D.  Hinshaw,  Arkansas  City; 
T.  C.  Hurst,  Wichita;  B.  I.  Krehbiel,  Topeka;  W.  F. 
McGuire,  Wichita;  H.  C.  Miller,  Kansas  City;  T.  E. 
Young,  Winfield. 

The  Committee  on  Child  Welfare  spent  consider- 
able time  during  the  past  year  discussing  and  helping 
to  implement  the  polio  immunization  program  in 
Kansas. 

At  a meeting  on  August  28,  1955,  the  committee 
heard  Dr.  A.  G.  Englebach,  regional  medical  con- 
sultant for  the  National  Foundation  for  Infantile  Pa- 
ralysis, present  a resume  of  activities  relevant  to  Salk 
vaccine.  After  considering  several  methods  of  dis- 
tributing vaccine,  the  committee  recommended  the 
program  now  in  effect. 

A subcommittee  on  newborn  standards  spent  con- 
siderable time  writing  a pamphlet  which  will  be 
available  to  physicians  in  the  near  future. 

The  committee  has  taken  an  active  interest  in  the 
program  carried  out  by  the  Kansas  Council  for  Chil- 
dren and  Youth.  Dr.  H.  C.  Miller  represents  this 
committee  on  the  council. 

L.  N.  Speer,  M.D.  Chairman 


Conservation  of  Eyesight 

W.  M.  Scales,  Hutchinson,  Chairman;  F.  N.  Bosi- 
levac,  Kansas  City ; L.  L.  Calkins,  Kansas  City ; 
J.  B.  Dixon,  Parsons;  J.  E.  Hill,  Arkansas  City; 
D.  O.  Howard,  Wichita ; D.  T.  Loy,  Great  Bend ; 
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H.  E.  Morgan,  Newton ; L.  C.  Owensby,  Concordia ; 
J.  S.  Reifsneider,  Wichita;  D.  P.  Trimble,  Emporia; 
D.  D.  Vermillion,  Goodland. 

The  Committee  on  Conservation  of  Eyesight  had 
one  meeting  during  the  year  and  plans  two  more 
before  the  Kansas  Medical  Society  meeting  this 
spring.  It  has  concerned  itself  mainly  with  two  prob- 
lems. 

The  first  problem  is  a review  of  the  program  with 
the  Division  of  Services  for  the  Blind  of  the  Kansas 
State  Board  of  Social  Welfare.  Dr.  Karl  W.  Stock, 
state  supervising  ophthalmologist,  has  requested  that 
the  committee  review  the  program  with  the  purpose 
of  modernizing  care  of  the  blind. 

An  effort  has  been  made  to  institute  a glaucoma 
survey  in  the  state,  and  arrangements  have  been  made 
whereby  such  a survey  will  be  conducted  this  spring 
in  Wichita  at  one  of  the  large  industrial  plants. 

The  committee  has  also  gone  on  record  by  a unani- 
mous decision  of  disapproving  the  practice  of  medi- 
cine and  surgery  by  an  optometrist  in  the  office  of  a 
doctor  of  medicine,  and  the  committee  recommends 
that  the  Council  of  the  Kansas  Medical  Society  take 
appropriate  action. 

William  M.  Scales,  M.D.,  Chairman 


Conservation  of  Hearing  and  Speech 

W.  D.  Pitman,  Pratt,  Chairman;  C.  W.  Armstrong, 
Salina;  V.  R.  Moorman,  Hutchinson;  G.  O.  Proud, 
Kansas  City;  R.  E.  Riederer,  Olathe;  E.  M.  Seydell, 
Wichita. 

This  committee  has  had  no  formal  meeting  this 
year.  The  members  were  contacted  and  it  was  decided 
that  since  we  had  no  matters  of  an  urgent  nature  and 
our  committee  was  so  scattered  over  the  state,  we 
would  wait  until  the  state  meeting  to  call  the  group 
together  if  necessary. 

W.  D.  Pitman,  M.D.,  Chairman 


Constitution  and  Rules 

A.  W.  Fegtly,  Wichita,  Chairman;  D.  P.  Trees, 
Wichita,  Vice-chairman;  W.  M.  Brewer,  Hays;  N.  E. 
Melencamp,  Dodge  City;  C.  C.  Nesselrode,  Kansas 
City. 

The  president,  Dr.  John  M.  Porter,  upon  appoint- 
ing this  committee,  made  two  specific  recommenda- 
tions: (1)  that  all  county  societies  be  solicited  for 
proposed  amendments  to  the  by-laws,  and  (2)  that 
an  attempt  be  made  to  obtain  information  on  when 
county  medical  societies  were  issued  charters.  Efforts 
in  both  these  fields  have  been  quite  unsuccessful. 

An  anonymous  letter  recommended  that  if  a com- 
ponent society  failed  to  send  delegates  to  two  or 


more  consecutive  state  meetings,  that  society  should 
be  dropped  from  membership  in  the  Kansas  Medical 
Society.  This  committee  believes  this  should  not  be 
considered,  however  desirable  it  would  be  to  have  all 
societies  represented  in  the  House  of  Delegates.  It 
appears  this  will  not  be  a wise  solution,  and  there- 
fore this  proposed  amendment  is  not  recommended. 

Ellsworth  County  requests  to  be  transferred  from 
Councilor  District  No.  9 to  District  No.  13.  This 
committee  feels  that  county  societies  should  be  in  the 
districts  of  their  preference  wherever  possible  and 
that  the  decision  should  rest  strictly  with  the  wishes 
of  all  societies  concerned.  Therefore,  if  District  No. 
9 is  willing  to  lose  Ellsworth  County  and  if  District 
No.  13  will  accept  Ellsworth  County,  this  committee 
under  such  circumstances  would  recommend  the 
following  amendment  to  the  By-Laws,  Chapter  VIII, 
Section  1 3 : 

"Remove  Ellsworth  County  from  District  No.  9 
and  insert  Ellsworth  County  as  a portion  of  District 
No.  13.” 

Nemaha  County  has  suggested  an  amendment 
bringing  the  president-elect  rather  than  the  vice- 
president  into  the  presidency  in  case  of  death  or  re- 
moval from  office  of  the  president.  The  committee 
believes  this  change  would  not  represent  an  improve- 
ment in  Society  activities  and  therefore  does  not  offer 
this  amendment  for  consideration. 

This  committee  wrote  letters  to  each  component 
medical  society  asking  information  concerning  their 
charters.  The  response  has  been  disappointing  in  that 
51  societies  have  failed  to  answer  and  replies  have 
been  received  from  17.  Of  these,  only  six  can  locate 
charters.  Four  state  their  records  indicate  that  a char- 
ter had  been  issued,  and  the  remaining  seven  have  no 
record  whatever.  This  committee  therefore  believes 
that  this  situation  does  not  require  an  amendment  to 
the  by-laws  and  would  recommend  to  the  Council 
that  new  charters  be  issued  to  each  component  medi- 
cal society  with  a notice  that  this  replaces  an  original 
charter  and  that  the  executive  office  keep  a record  of 
all  charters  issued.  • ^ 

A.  W.  Fegtly,  M.D.,  Chairman 


Control  of  Cancer 

L.  E.  Vin  Zant,  Wichita,  Chairman;  J.  P.  Berger, 
Wichita ; C.  G.  Bly,  Kansas  City ; T.  P.  Butcher,  Em- 
poria; A.  M.  Cherner,  Hays;  A.  A.  Fink,  Topeka; 
W.  A.  Grosjean,  Winfield;  H.  L.  Hiebert,  Topeka; 
W.  J.  Kiser,  Wichita;  J.  A.  McClure,  Topeka; 

C.  H.  Miller,  Parsons;  O.  F.  Prochazka,  Liberal; 

D.  C.  Reed,  Wichita;  R.  H.  Riedel,  Topeka;  P.  H. 
Schraer,  Concordia;  R.  E.  Speirs,  Dodge  City;  G.  M. 
Tice,  Kansas  City;  H.  M.  Wiley,  Garden  City. 
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This  has  been  an  energetic  and  active  committee 
the  past  year.  Several  meetings  were  held,  and  all 
were  well  attended  by  the  members. 

Old  projects  have  been  reviewed,  and  the  desira- 
bility of  continuation  was  determined.  Twenty-one 
diagnostic  tumor  clinics  were  approved.  Television 
programs  for  lay  and  professional  education,  methods 
to  aid  cancer  patients,  and  study  of  cancer  problems 
in  rural  areas  were  new  topics  under  consideration. 

The  Mid-West  Cancer  Conference  was  held  in 
Wichita,  March  22-23.  Speakers  for  the  eighth  an- 
nual conference  to  be  held  in  1957  are  being  selected, 
and  we  again  expect  to  have  a program  of  the  best 
quality. 

The  members  of  this  committee  are  making  an  all- 
out  effort  to  control  cancer  in  the  state  of  Kansas, 
and  we  need  everyone’s  help  in  this  endeavor. 

Larry  E.  Yin  Zant,  M.D.,  Chairman 


Control  of  Tuberculosis 

J.  W.  Spearing,  Columbus,  Chairman;  A.  L.  Ash- 
more, Wichita;  Andre  Baude,  Topeka;  M.  L.  Belot, 
Jr.,  Lawrence;  R.  I.  Canuteson,  Lawrence;  M.  J. 
FitzPatrick,  Kansas  City;  M.  R.  Fitzpatrick,  Kansas 
City;  Charles  Pokorny,  Halstead;  W.  G.  Rinehart, 
Pittsburg;  C.  F.  Taylor,  Norton;  F.  A.  Trump, 
Ottawa. 

The  first  meeting  of  this  committee  was  held  Au- 
gust 7 in  Cherokee  County  with  a good  attendance 
which  included  President  John  Porter  and  several 
interested  physicians  of  this  vicinity. 

The  work  in  the  forenoon  included  a tour  of  the 
mining  fields  and  a descent  of  over  300  feet  into  a 
lead  and  zinc  mine.  After  a buffet  lunch  a spirited 
meeting  was  held,  and  it  was  decided  enthusiastically 
to  endorse  and  assist  in  the  survey  conducted  by  the 
Kansas  Tuberculosis  and  Health  Association  under 
the  direction  of  Dr.  J.  B.  Stocklen.  The  soon-to-be 
opened  State  Tuberculosis  Hospital  at  Chanute,  in  its 
many  ramifications,  was  discussed. 

The  second  meeting  was  held  at  the  Town  House 
in  Kansas  City,  December  18.  Dr.  Stocklen  attended 
and  gave  an  interesting  report  of  his  survey,  which 
has  proved  to  be  a timely  one.  Many  relevant  matters 
were  discussed,  including  study  of  a suitable  isolation 
law  for  the  recalcitrant  tuberculous  individual.  Such 
laws  of  other  states  are  now  being  reviewed  by  our 
members.  A third  meeting,  for  January  or  February, 
was  planned,  and  it  was  decided  to  invite  Dr.  George 
W.  Jackson,  Kansas  director  of  institutions,  and  the 
members  of  the  Advisory  Commission  to  attend. 

This  third  meeting  was  held  February  26  at  the 
Kansan  Hotel,  Topeka,  with  Dr.  Jackson  and  the 
Advisory  Commission  present.  The  staffing  and  oper- 


ation of  the  Southeast  Kansas  Tuberculosis  Hospital 
at  Chanute  was  discussed.  The  meeting  was  interest- 
ing and  informative. 

The  writer  wishes  to  express  great  esteem  for  each 
member  of  this  committee  as  well  as  for  each  of  our 
distinguished  guests.  The  enthusiasm  of  each  has 
been  stimulating,  and  he  is  convinced  our  Society 
and  our  state  have  derived  some  benefit. 

Joseph  W.  Spearing,  M.D.,  Chairman 


Emergency  Medical  Care 

G.  R.  Peters,  Kansas  City,  Chairman;  Glen  Ash- 
ley, Chanute;  W.  C.  Bartlett,  Wichita;  F.  C.  Beel- 
man,  Topeka;  S.  R.  Friesen,  Kansas  City;  L.  F. 
Glaser,  Hutchinson;  J.  A.  Howell,  Wellington; 
J.  G.  Hughbanks,  Independence;  H.  H.  Hyndman, 
Wichita;  J.  M.  Mott,  Topeka;  L.  L.  Saylor,  Topeka; 
W.  A.  Smiley,  Jr.,  Junction  City;  C.  D.  Voorhees, 
Leavenworth. 

The  Committee  on  Emergency  Medical  Care  has 
been  inactive  this  year. 

The  chairman  consulted  previous  chairmen  of  the 
state  committee,  the  president,  and  other  officials  of 
the  state  society.  It  was  felt  the  time  was  not  pro- 
pitious to  make  any  attempt  at  organizing  the  com- 
mittee on  a state-wide  basis. 

Under  Civil  Defense  rules,  health  and  emergency 
care  is  the  responsibility  of  the  State  Board  of  Health. 
The  Committee  on  Emergency  Medical  Care,  of 
course,  has  been  ready  to  cooperate  with  the  Kansas 
State  Board  of  Health  if,  and  when,  called  upon  to 
inaugurate  a program.  This  call  has  not  come. 

Although  there  has  been  no  attempt  to  organize 
disaster  teams  on  a state  basis,  local  units  should  be 
set  up.  Undoubtedly  such  units  have  been  set  up  by 
most  local  Civil  Defense  organizations.  In  the  Udall 
tornado  disaster,  the  prompt  action  of  the  doctors  of 
Sedgwick  and  surrounding  counties  undoubtedly 
saved  many  lives. 

The  Committee  on  Emergency  Medical  Care  is  an 
important  committee  and  should  be  active. 

Glenn  R.  Peters,  M.D.,  Chairman 


Endowment 

C.  V.  Black,  Pratt,  Chairman ; V.  E.  Chesky,  Hal- 
stead ; J.  W.  Randell,  Marysville. 

There  were  395  Kansas  contributors  to  A.M.E.F. 
in  1955,  giving  a total  of  $10,425.73,  an  average  of 
about  $25  per  contributor.  This  was  a 12  per  cent 
participation  by  the  doctors  in  the  state.  Several  of 
the  gifts  were  from  firms,  and  others  were  on  behalf 
of  the  Dr.  Porter  Memorial  Fund.  Several  were  from 
Woman’s  Auxiliaries.  The  Woman’s  Auxiliary  to  the 
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Kansas  Medical  Society  contributed  $751.  One  doctor 
gave  $750,  two  gave  $250,  and  21  gave  $100  or  more. 
There  were  several  100  per  cent  counties,  and  five 
councilor  districts  were  almost  100  per  cent.  There 
was  about  $4,300  in  the  Porter  Memorial  Fund. 

The  A.M.E.F.  program  has  been  in  existence  five 
years,  and  to  date  it  has  not  been  successful.  There  is 
much  talk  of  raising  A.M.A.  dues  to  secure  the  two 
million  dollars  needed.  One  large  corporation  which 
had  been  giving  $50,000  annually  refused  to  give  this 
year  because  the  medical  profession  had  not  lived  up 
to  its  end  of  the  bargain.  Senate  Bill  1323  for  federal 
aid  in  one-time  grants  to  medical  schools  had  the 
approval  of  the  A.M.A.  The  Ford  and  Common- 
wealth funds  will  probably  go  to  10  non-tax  institu- 
tions, and  the  funds  so  derived  will  be  limited  as  to 
their  use. 

The  most  common  objection  of  physicians  to  giv- 
ing to  A.M.E.F.  is  as  follows:  "Of  course  our  tuition 
did  not  pay  for  our  education,  but  most  other  pro- 
fessions are  educated  at  the  expense  of  the  taxpayer 
too.  Why  should  we  be  singled  out  to  make  up  for 
this  by  contributions  later  on?”  This  is  a mistaken 
idea.  One  large  state  school  here  in  the  southwest 
with  an  alumni  group  of  27,000  had  almost  9,000 
contributors,  or  32  per  cent,  over  a period  of  years. 
Their  contributions  average  about  $10.  The  A.M.A. 
requested  that  the  endowment  committees  of  each 
state  meet  with  officials  of  medical  schools  in  their 
states.  This  has  been  complied  with. 

Cyril  V.  Black,  M.D.,  Chairman 


General  Practice  Award 

L.  E.  Leigh,  Overland  Park,  Chairman ; C.  W. 
Bowen,  Topeka;  F.  E.  Dillenbeck,  El  Dorado;  H.  M. 
Glover,  Newton;  A.  C.  Harms,  Jr.,  Kansas  City; 
H.  L.  Low,  Wichita;  L.  E.  Rook,  Kansas  City;  G.  L. 
Thorpe,  Wichita. 

The  information  necessary  for  consideration  of  a 
general  practice  award  for  the  year  was  not  submitted 
by  the  constituent  societies.  Consequently,  on  the  ad- 
vice of  the  executive  secretary  of  the  Kansas  Medical 
Society,  no  meeting  of  the  committee  was  called. 

L.  E.  Leigh,  M.D.,  Chairman 


History 

W.  M.  Mills,  Topeka,  Chairman;  R.  R.  Melton, 
Marion,  Vice-chairman;  H.  C.  Clark,  Wichita;  F.  L. 
Loveland,  Topeka;  R.  H.  Major,  Kansas  City; 
R.  T.  Nichols,  Hiawatha;  R.  A.  Schwegler,  Jr.,  Law- 
rence; M.  O.  Steffen,  Great  Bend. 

Your  committee  has  implemented  the  program  au- 


thorized by  the  House  of  Delegates  last  year.  The 
University  of  Kansas  has  begun  research  on  A Cen- 
tury of  Medicine  in  Kansas  under  the  direction  of 
Dr.  George  L.  Anderson,  head  of  the  Department  of 
History. 

At  a meeting  in  Lawrence  which  was  attended  by 
Chancellor  Murphy,  Dr.  John  Nelson,  dean  of  the 
graduate  school,  several  department  heads,  and  fac- 
ulty members,  your  committee  was  advised  that  a 
completely  satisfactory  graduate  student  had  not  been 
found  to  write  this  history  but  that  a substitute  ar- 
rangement had  been  adopted. 

Prof.  Tom  Bonner  of  the  University  of  Omaha 
was  introduced  as  the  person  selected  to  write  the 
book.  The  Department  of  History  at  the  University 
of  Kansas  would  do  the  research.  Prof.  Bonner  has 
had  experience  in  this  work,  having  recently  written 
a history  of  the  Chicago  Medical  Society  under  a 
scholarship  at  Northwestern.  The  University  of 
Omaha  will  give  him  leaves  of  absence  during  each 
of  the  next  three  summers,  which  Dr.  Bonner  be- 
lieves will  be  adequate  to  enable  him  to  complete  his 
work. 

At  the  University  of  Kansas,  graduate  and  under- 
graduate students  are  now  engaged  in  assembling 
material  on  this  subject.  The  assistance  of  the  physi- 
cians of  Kansas  is  most  necessary  for  its  successful 
outcome.  Your  committee  therefore  requests  that  each 
county  society  and  every  physician  offer  to  make  avail- 
able to  the  Department  of  History  at  the  University 
of  Kansas  any  material  that  might  be  of  interest.  This 
includes  such  things  as  old  minutes  and  records  of 
any  kind  which  show  how  medicine  was  practiced  in 
the  past  and  how  organized  medicine  operated,  when 
societies  were  formed,  how,  etc. 

A second  area  of  interest  to  this  committee  is  the 
collection  of  material  suitable  for  use  in  a permanent 
medical  display  at  the  Kansas  State  Historical  Society. 
Your  committee  has  negotiated  with  Mr.  Miller,  di- 
rector of  the  museum,  who  is  presently  engaged  in 
constructing  a pioneer  doctor's  office.  He  now  hopes 
the  profession  will  fill  this  exhibit  with  material  per- 
tinent to  the  practice  of  medicine  of  pioneer  times. 
This  committee  is  again  soliciting  the  cooperation  of 
all  members  who  have  such  materials  available.  Al- 
ready received  or  promised  are  an  examining  table 
built  90  years  ago,  a pair  of  saddlebags,  and  three 
old  surgical  instruments.  It  is  expected  that  this  per- 
manent museum  exhibit  will  stimulate  interest  in 
preserving  material  of  this  type  and  that  a great  many 
additional  pieces  will  be  contributed.  Before  sending 
anything,  members  are  asked  to  write  the  committee 
at  315  West  Fourth  Street,  Topeka,  concerning  what 
is  available. 


W.  M.  Mills,  M.D.,  Chairman 
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Hospital  Survey 

A.  E.  Rueb,  Salina,  Chairman;  S.  A.  Anderson, 
Clay  Center;  P.  S.  Combs,  Leavenworth;  A.  D. 
Danielson,  Herington;  E.  R.  Gelvin,  Concordia; 
G.  D.  Marshall,  Colby;  R.  H.  Moser,  Holton;  H.  E. 
O'Donnell,  Junction  City;  P.  A.  Petitt,  Paola;  W.  W. 
Pierson,  McPherson;  L.  P.  Randles,  Fort  Scott;  A.  J. 
Rettenmaier,  Kansas  City. 

This  committee  did  not  meet  during  the  year  and 
has  no  report. 

Andrew  E.  Rueb,  M.D.,  Chairman 


Industrial  Medicine 

W.  L.  Anderson,  Atchison,  Chairman;  J.  A.  Grove, 
Newton;  H.  R.  Hodson,  Wichita;  W.  H.  McKean, 
Kansas  City;  J.  H.  A.  Peck,  Sr.,  St.  Francis;  H.  L. 
Regier,  Kansas  City;  R.  W.  Urie,  Parsons;  M.  A. 
Walker,  Kansas  City. 

The  Committee  on  Industrial  Medicine  had  one 
meeting  during  the  past  year,  and  it  was  well  at- 
tended. There  was  a discussion  of  the  problems  of 
Workmen’s  Compensation  with  the  state  compensa- 
tion commissioner.  An  agreement  of  practices  and 
procedure  on  reporting  compensation  cases  was 
worked  out  to  the  satisfaction  and  understanding  of 
all  concerned. 

It  was  decided  to  publicize  the  changes  in  the 
compensation  laws  and  interpretation  of  the  same. 
A discussion  was  held  on  the  possibility  of  including 
a speaker  on  industrial  medicine  in  the  circuit  course 
of  the  medical  school.  A report  was  compiled  and 
sent  to  the  American  Medical  Association  Committee 
on  Industrial  Health. 

W.  L.  Anderson,  M.D.,  Chairman 


Maternal  Welfare 

Robert  Sohlberg,  Jr.,  McPherson,  Chairman;  R.  M. 
Carr,  Junction  City;  L.  E.  Filkin,  Concordia;  H.  M. 
Floersch,  Kansas  City;  D.  E.  Gray,  Topeka;  R.  G. 
Heasty,  Manhattan ; D.  S.  Klassen,  Newton ; G.  M. 
Martin,  Topeka;  R.  A.  West,  Wichita. 

The  committee  has  concerned  itself  mainly  with 
putting  into  operation  a practical,  complete,  and  ac- 
ceptable method  of  studying  maternal  deaths.  At 
present  the  mechanics  have  been  worked  out,  and  the 
plan  is  ready  for  operation. 

The  state  has  been  divided  into  districts,  and  the 
president  of  the  Kansas  Obstetrical  Society  has  se- 
cured the  consent  of  one  member  in  each  district  to 
serve  in  the  capacity  of  collector  of  information. 


When  a certificate  indicating  maternal  death  is  re- 
ceived in  Topeka,  the  Director  of  Maternal  and  Child 
Health  will  notify  the  chairman  of  this  committee 
who,  in  turn,  will  write  to  the  doctor  in  attendance 
at  the  death  and  the  society  representative  in  the  dis- 
trict, requesting  them  to  meet  and  complete  the 
questionnaire  which  is  then  returned  to  the  commit- 
tee chairman. 

The  Division  of  Maternal  and  Child  Health  will 
prepare  an  abstract  of  each  case,  which  will  serve  as 
a basis  for  discussion  at  the  next  committee  meeting. 
Since  information  has  been  available  for  only  a few 
of  the  maternal  deaths  in  the  past  few  months,  few 
have  been  discussed  by  the  committee. 

In  cases  of  maternal  deaths  resulting  from  abortion 
or  in  patients  cared  for  by  cultists,  investigations  will 
be  conducted  by  the  Kansas  State  Board  of  Health 
directly. 

At  the  request  of  the  adoption  agencies  in  Kansas, 
the  committee  is  preparing  a set  of  minimum  stand- 
ards for  infertility  study. 

Robert  Sohlberg,  Jr.,  M.D.,  Chairman 


Medical  Assistants 

M.  C.  Eddy,  Hays,  Chairman ; L.  G.  Allen,  Kansas 
City;  W.  P.  Callahan,  Sr.,  Wichita;  G.  A.  Chickering, 
Hutchinson;  A.  E.  Hiebert,  Wichita;  H.  U.  Kennedy, 
Topeka ; Walter  Stephenson,  Norton. 

Your  Committee  on  Medical  Assistants  has  wit- 
nessed a recent  and  rather  remarkable  achievement 
of  the  Kansas  Medical  Assistants’  Society,  which 
though  under  casual  preparation  for  several  years, 
became  accelerated  during  the  latter  portion  of  1955 
and  was  placed  in  effect  in  March  of  1956. 

For  21  consecutive  days,  March  11  to  31  inclusive, 
nightly  meetings  were  held  at  seven  separate  centers 
throughout  your  state,  Parsons,  Wichita,  Dodge  City, 
Colby,  Hays,  Salina,  and  Lawrence.  A total  of  63 
lectures  were  given,  nine  at  each  center.  Approxi- 
mately 400  medical  assistants  attended  all  the  meet- 
ings. 

Seven  attorneys  from  the  Medical-Legal  Commit- 
tee of  the  Kansas  Bar  Association  participated  in  a 
lecture  on  privileged  communications.  Professors  of 
economics  from  Kansas  colleges,  several  members  of 
the  Kansas  Medical  Assistants’  Society,  members  of 
the  Committee  on  Medical  Assistants,  and  related 
members  at  large  throughout  the  state  cooperated  by 
giving  talks  and  participating  in  round  table  discus- 
sions at  the  various  centers  where  the  meetings  were 
held. 

Your  chairman,  who  attended  the  first  full  week 
of  these  meetings,  was  impressed  by  the  fine  caliber 
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of  medical  assistants  who  attended  the  meetings,  he 
was  gratified  by  their  interest  and  ability  to  analyze 
the  problem  of  proper  handling  of  patients  and  office 
techniques,  and  he  was  astounded  at  the  revelations 
of  insight  which  were  brought  out  during  the  round 
table  discussions. 

Primarily,  of  course,  your  Council  approved  this 
series  of  seminars  as  a means  of  further  educating 
your  own  assistant  by  lectures  concerning  everything 
from  proper  telephone  techniques  to  billing,  econom- 
ics, personal  charm  and  courtesy,  to  privileged  com- 
munications. What  we  did  not  expect  to  gain  was  an 
over  all  critical  evaluation  of  the  physician,  regarding 
particularly  his  inadequacies  as  a business  man,  his 
disregard  of  some  elementary  principles  of  office 
management,  and  at  times,  an  almost  unbelievable 
obstinacy  in  accepting  assistance  which  his  own  office 
personnel  is  qualified,  willing,  and  anxious  to  give. 

We  have  received  a picture  of  diffuse  concepts  and 
misconcepts  of  what  constitutes  a well  run  office  or 
practice.  We  have  urged  the  girls  to  speak  frankly, 
to  bring  them  out,  so  that  various  ways  of  settling 
these  could  be  discussed  by  the  group.  The  coopera- 
tion and  frankness  of  the  assistants  in  bringing  out 
problems  and  the  frequency  with  which  the  same 
questions  came  up  gave  me  a most  excellent  oppor- 
tunity of  observing,  from  an  entirely  different  view- 
point than  my  own,  the  reasons  why  people  are  un- 
happy with  medicine. 

In  a way  these  are  reassuring.  You  may  find  them 
amusing  if  you  wish  to  dismiss  the  trivia  which  are 
at  the  bottom  of  very  real  problems.  It  is  by  scrutiniz- 
ing these  as  carefully  as  possible  that  I feel  qualified 
and  justified  in  making  certain  suggestions  to  you. 

You  may  not  know  it,  but  your  medical  assistant 
would  like  to  make  the  Kansas  patient  the  best  han- 
dled and  happiest  patient  in  the  world.  That  is  what 
they  say.  By  starting  this  study  of  their  own  job,  for 
their  own  betterment  and  your  benefit,  they  have 
proved  their  interest  and  sincerity  in  doing  just  this. 

What  I have  to  say  to  you,  therefore,  if  you  wish 
to  avail  for  yourself  the  aid  and  cooperation  which  is 
ready  for  you,  can  be  summed  up  in  a few  words. 

1.  Delegate  more  authority,  but  be  ready  to  make 
decisions  when  she  asks.  Accept  her  advice  occasion- 
ally. 

2.  Divorce  yourself  from  accounts,  except  to  advise 
her  who  to  really  go  after.  Never  tell  a patient  to  pay 
whenever  it  is  convenient;  tell  him  to  make  definite 
arrangements  to  pay  her.  Be  sure  she  is  bonded  and 
that  your  books  are  kept  in  such  a manner  that  an 
accurate  check  may  be  made.  You  owe  her  this  pro- 
tection ; it  puts  you  on  a business  basis. 

3.  Keep  your  assistant  informed  as  to  your  where- 
abouts. This  is  one  of  her  chief  concerns.  She  has 


been  told  that  she  is  responsible  for  getting  the  pa- 
tient and  you  together  quickly  and  efficiently.  She 
has  also  been  told  that  you  must  decide  whether  or 
not  you  wish  to  be  available  or  not  available.  This 
decision  is  yours.  She  can’t  make  you  inform  her  as 
to  your  whereabouts.  You  may  be  interested  to  know 
that  the  business  of  not  being  available  is  the  number 
two  complaint  of  your  patients.  Stop  making  appoint- 
ments on  your  own — unless  you  write  them  in  the 
book.  Don’t  fuss  at  her  if  you  do. 

4.  Set  up  some  program — the  best  you  can — to 
facilitate  seeing  patients  without  the  long  frustrating 
wait.  It  may  take  a long  time  to  make  this  perfect.  It 
may  never  be  perfect,  but  it  can  certainly  beat  what 
is  going  on  in  many  offices  now.  This  may  be  the  first 
problem  in  public  relations  you  have  to  face.  It  is 
obvious  that  in  many  instances  you  have  been  guilty 
of  unjustified  waste  of  the  patient’s  time,  in  an  effort, 
perhaps,  to  see  too  many  people.  She  will  help  you 
do  this.  Most  of  these  complaints  arise  in  offices 
where  an  appointment  is  not  available,  such  as  (a) 
sign  in  systems,  (b)  grab  a number  system,  (c)  come 
in  and  hope  to  God  you  see  him  system.  Often  the 
economics  involve  greater  loss  from  loss  of  income 
than  your  fees. 

You  can  increase  your  income  by  consulting  daily 
with  your  assistant  concerning  the  work  done  outside 
office  hours  and  what  you  wish  to  charge  for  it, 
no  forgotten  charges,  quicker  posting  of  accounts, 
greater  accuracy.  Hold  still  long  enough  for  her  to 
get  this  information — she  has  been  told  to  get  it.  You 
have  to  cooperate  if  she  does. 

On  the  good  side  of  the  ledger,  and  so  that  you 
can  feel  better: 

1.  Patients  generally  appreciate  you,  think  you  are 
kind  and  considerate,  that  medical  fees  are  fair. 

2.  Think  you  are  overworked,  are  inclined  to  be 
generous  with  you.  Some  think  this  overworked  busi- 
ness is  a pose,  and  that  your  planning  is  lousy — that 
your  time  allocation  is  poorly  worked  out.  My  opin- 
ion is  that  each  group  is  about  half  right. 

Conclusions:  You  would  do  better  to: 

1.  Plan  your  office  routines  better  with  her. 

2.  Keep  hands  off  collections.  Don’t  have  her  bill- 
ing patients  while  you  tell  them  to  take  their  time. 

3.  Let  her  make  the  appointments — patients  will 
learn  this  quickly. 

4.  Let  your  assistant  know  where  you  are.  This  is 
easy  and  you  owe  her  this  courtesy. 

5.  Don’t  talk  "down”  to  your  office  assistant.  Do 
not  criticize  her  before  patients.  Treat  her  as  cour- 
teously as  you  do  your  patients.  Take  the  time  to  con- 
fer with  her  as  to  proper  changes  in  procedure,  etc. 
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FLORAQUIN*  VAGINITIS  REGIMEN 


New  Intravaginal  Applicator  for 
Improved  Treatment  of  Vaginitis 

The  restorative  treatment  of  vaginitis  with  Floraquin  is  now  further  improved  by 
a new  aid  to  tablet  insertion.  Faulty  insertion  is  no  longer  a failure  factor  in  therapy. 


The  new  Floraquin  applicator  is  designed  for 
simplified  insertion  of  Floraquin  tablets  by  the 
patient.  This  plunger  device,  made  of  smooth 
unbreakable  plastic,  places  the  Floraquin  tab- 
lets in  the  fornices  and  thus  assures  coating  of 
the  entire  vaginal  mucosa  as  the  tablets  disin- 
tegrate. The  patient  inserts  two  Floraquin  tab- 
lets with  the  applicator  in  the  morning  and 
also  two  tablets  at  night,  with  treatment  be- 
ing continued  through  at  least  two  menstrual 
periods.  During  menstruation  it  is  desirable  to 
increase  medication  to  eight  tablets  daily  to 
combat  the  alkalinity  of  the  menstrual  flow. 

Warm  acid  douches  (2  ounces  of  5 per  cent 
acetic  acid  or  white  vinegar  to  2 quarts  of 


warm  water)  may  be  taken  as  often  as  de- 
sired for  hygienic  purposes. 

Floraquin  contains  Diodoquin®  (diiodo- 
hydroxyquinoline,U.S.P.),the  safe  and  effec- 
tive protozoacide  and  fungicide.  Lactose,  an- 
hydrous dextrose  and  boric  acid  are  included 
to  help  restore  the  normal  acid  pH  of  the 
vaginal  secretions.  Such  an  acid  vaginal 
medium  then  encourages  the  growth  of  nor- 
mal flora  and  makes  the  environment  unfa- 
vorable for  pathogens. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  (a  new  package  size)  Flora- 
quin tablets.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


New  Floraquin  Applicator  and  commercial  package 
of  50  Floraquin  tablets  available  on  request  to  . . . 


S 


P.O.  Box  5110,  B 
Chicago  80,  Illinois 


234 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


6.  Don’t  let  her  go  to  your  head.  You  will  never  be 
as  important,  as  kind,  or  as  wise  as  she  thinks  you  are. 

Murray  C.  Eddy,  M.D.,  Chairman 


Medical  Economics 

G.  E.  Kassebaum,  El  Dorado,  Chairman;  W.  F. 
Bernstorf,  Winfield ; J.  N.  Blank,  Hutchinson ; 
R.  R.  Cave,  Manhattan;  W.  J.  Feehan,  Kansas  City; 
j.  H.  Lathrop,  Concordia;  R.  McCoy,  Coldwater; 
M.  B.  Miller,  Topeka;  J.  C.  Mitchell,  Salina;  B.  A. 
Nelson,  Manhattan;  L.  S.  Nelson,  Jr.,  Salina;  L.  W. 
Reynolds,  Hays ; L.  W.  Shepard,  Larned ; H.  L. 
Songer,  Lincoln;  J.  K.  Wisdom,  Wichita. 

Two  meetings  of  the  Committee  on  Medical  Eco- 
nomics have  been  held  and  a third  is  projected.  In- 
terest and  attendance  have  been  good. 

A group  life  insurance  program  with  the  Ameri- 
can United  Life  Insurance  Company  has  been  ap- 
proved and  is  in  the  process  of  being  presented  to 
members  of  the  Society. 

Present  health  and  accident  plans  were  reviewed, 
and  some  changes  were  suggested.  These  should  be 
available  soon. 

The  Jenkins-Keogh  bill  in  Congress  was  discussed 
at  length  and  approved  in  principle,  but  it  was  sug- 
gested that  the  amount  of  savings  be  placed  higher 
than  the  proposed  10  per  cent. 

There  was  some  discussion  of  the  dispensing  doc- 
tor and  the  code  of  the  American  Medical  Associa- 
tion as  adopted  at  the  last  A.M.A.  session.  While 
there  is  considerable  dissatisfaction  by  pharmacists, 
the  committee  felt  the  present  stand  is  as  good  as 
can  be  worked  out  at  present. 

There  is  a great  deal  of  dissatisfaction  by  the  pro- 
fession over  the  state  with  the  welfare  program  for 
Kansas.  There  is  no  uniformity  in  the  way  it  is  being 
carried  on,  and  a great  deal  of  unfairness  results. 
Since  our  state  and  federal  government  agencies  have 
ruled  there  is  no  legal  family  responsibility,  a great 
many  retired  people  fall  into  the  indigent  class.  The 
committee  feels  that  a new  definition  is  needed  for 
the  word  indigent  so  that  many  now  so-called  indi- 
gent with  well-to-do  children  would  not  be  relegated 
to  this  pauper  classification.  If  these  people  really  are 
to  be  accepted  as  indigent  on  such  a flimsy  basis,  it 
is  time  that  the  profession  insist  upon  the  welfare 
department  being  more  realistic  in  caring  for  them 
and  stand  the  true  cost  of  same.  Further  investigation 
and  planning  is  being  done  along  these  lines. 

The  committee  has  been  very  faithful  and  I have 
enjoyed  working  with  them. 

G.  E.  Kassebaum,  M.D.,  Chairman 


Medical  Practice  Act 

L.  R.  Pyle,  Topeka,  Chairman;  N.  L.  Francis,  Wi- 
chita; J.  A.  McClure,  Topeka;  C.  W.  Miller, 
Wichita;  L.  S.  Nelson,  Sr.,  Salina. 

By  action  of  the  House  of  Delegates  in  1955,  this 
special  committee  was  organized  to  work  with  a com- 
mittee from  the  Kansas  State  Board  of  Medical  Regis- 
tration and  Examination  and  the  attorneys  for  the 
medical  society  and  the  medical  board  toward  pre- 
paring revisions  of  the  Kansas  Medical  Practice  Act 
which  would  modernize  it  and  make  it  adaptable  to 
present  needs. 

The  committee  begs  leave  to  present  a supplemen- 
tary oral  report  to  the  House  of  Delegates  on  this 
subject. 

L.  R.  Pyle,  M.D.,  Chairman 


Medical  Schools 

R.  W.  Fernie,  Hutchinson,  Chairman ; R.  G.  Ball, 
Manhattan;  C.  M.  Barnes,  Seneca;  J.  A.  Blount, 
Larned;  J.  B.  Fisher,  Wichita;  A.  C.  Hatcher,  Wel- 
lington; N.  M.  Jenkins,  Salina;  D.  A.  Kendall,  Great 
Bend;  R.  B.  McVay,  Clay  Center;  R.  E.  White,  Gar- 
nett; G.  G.  Whitley,  Douglass. 

This  committee  held  two  meetings  during  the  year, 
the  first  independently  and  the  second  with  the  Com- 
mittee on  Rural  Health  at  the  office  of  the  dean  of 
the  medical  school. 

The  committee  has  attempted  to  study  every  com- 
plaint concerning  the  medical  center  and  received 
none  during  the  year  except  two  critical  letters  in 
protest  of  what  actually  was  a committee  activity. 

For  years  one  of  the  principal  problems  relative  to 
cooperation  between  the  practicing  physician  and  the 
school  of  medicine  has  resulted  from  lack  of  infor- 
mation concerning  referrals.  The  committee  re- 
quested a statement  from  the  dean  as  to  the  proper 
referral  procedure  and  published  this,  together  with 
the  names  of  the  full-time  faculty  members,  in  the 
Journal.  As  a result  of  this,  two  critical  letters  were 
received,  both  of  which  were  reviewed  during  the 
second  committee  meeting,  after  which  the  commit- 
tee resolved  to  accept  full  responsibility  for  the  print- 
ing of  the  article.  The  committee  reiterated  the  integ- 
rity of  its  purpose  and  again  declared  that  the  action 
was  brought  about  by  demands  made  upon  the  com- 
mittee from  many  physicians.  The  committee  sin- 
cerely regrets  that  the  Journal  article  had  a differ- 
ent effect  upon  the  two  physicians  than  was  intended. 

The  committee  studied  a number  of  projects  of  the 
school  such  as  the  Dean’s  Hour,  the  preceptor  pro- 
gram, etc.,  and  after  careful  review  and  numerous 
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in  arthritis 


allied  disorders  . . . 


nonhormonal  anti-arthritic 

BUTAZOLIDIN' 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 

Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."2 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.3 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
51155  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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suggestions  the  committee  believes  that  these  pro- 
grams should  continue  as  presently  operated.  This 
statement  is  made  after  the  committee  deliberated 
for  hours  on  such  things  as  expanding  the  preceptor 
program  to  include  urban  communities.  Each  sug- 
gestion was  carefully  considered  and  rejected  only 
after  the  preponderance  of  evidence  indicated  that 
the  suggestion  would  actually  prove  detrimental  to 
the  program. 

The  above  also  includes  such  things  as  student 
selection,  the  curriculum,  etc.  In  every  instance,  when 
the  subject  was  explored,  the  committee  voted  to 
withdraw  the  suggestion  in  favor  of  continuing  each 
program  on  its  present  basis. 

Among  the  principal  activities  of  this  committee 
during  the  past  year  was  promotion  of  National  Med- 
ical Education  Week,  April  22-April  28.  This  com- 
mittee sent  letters  to  each  county  medical  society  re- 
questing every  society  to  participate  in  some  public 
program  during  that  week.  It  was  suggested  that  pub- 
lic forums  with  panel  discussions  might  be  employed, 
that  radio  or  television  programs  be  prepared,  or 
that  the  medical  profession  sponsor  assemblies  in 
high  schools  or  colleges. 

The  committee  listed  some  suggested  topics  as  pos- 
sible ideas  for  programs.  These  included  a comparison 
of  medical  education  of  50  years  ago  with  today, 
longevity  and  morbidity  records  as  tribute  to  present 
day  medical  education,  a description  of  educational 
facilities  in  the  United  States  and  Kansas,  present 
needs  of  medical  schools,  etc. 

This  committee  also  issued  a formal  request  to  the 
governor  of  the  state  of  Kansas  that  he  proclaim  the 
week  of  April  22-April  28  as  Medical  Education 
Week. 

In  connection  with  the  above  program,  Dean  Wes- 
coe  informed  the  committee  that  it  costs  the  state 
approximately  $10,000  in  addition  to  student  fees 
to  educate  a physician.  If  this  is  amortized  into  the 
40  years  the  average  physician  practices,  the  state  has 
an  interest  of  $250  a year  in  the  doctor.  It  costs  the 
state  approximately  $1,600  in  addition  to  student  fees 
to  educate  a teacher.  The  average  teacher  remains  in 
_ her  profession  under  four  years,  which  means  the 
state  of  Kansas  spends  $400  each  year  for  the  services 
of  a teacher  in  contrast  to  $250  for  the  doctor. 

The  committee  takes  pride  in  announcing  to  the 
profession  that  the  graduate  program  at  the  Univer- 
sity of  Kansas  School  of  Medicine  is  the  best  attended 
of  any  medical  school  in  the  United  States.  The  com- 
mittee is  proud  of  its  school  and  wishes  to  commend 
the  dean  and  the  faculty  for  the  operation  of  a 
school  in  which  the  vast  majority  of  Kansas  doctors 
take  pride. 

R.  W.  Fernie,  M.D.,  Chairman 


Mental  Health 

W.  F.  Roth,  Jr.,  Kansas  City,  Chairman;  A.  J. 
Adams,  Wichita;  H.  V.  Bair,  Parsons;  A.  P.  Bay, 
Topeka;  O.  R.  Cram,  Jr.,  Lamed;  J.  A.  Dunagin, 
Topeka;  D.  B.  Foster,  Topeka;  T.  L.  Foster,  Hal- 
stead; Mary  Glassen,  Phillipsburg ; E.  D.  Greenwood, 
Topeka;  L.  W.  Hatton,  Salina;  T.  R.  Hood,  Topeka; 
G.  W.  Jackson,  Topeka;  P.  C.  Laybourne,  Jr.,  Kansas 
City;  R.  A.  Moon,  Prairie  Village;  R.  F.  Schneider, 
Kansas  City;  D.  R.  Wall,  Wichita;  M.  E.  Wright, 
Lawrence. 

During  the  past  year  the  Committee  on  Mental 
Health  has  continued  to  work  along  lines  established 
by  the  committee  in  previous  years.  The  aim  of  the 
committee  has  been  to  represent  the  Kansas  Medical 
Society  in  taking  a stand  for  better  treatment  of  the 
mentally  ill  in  Kansas  and  in  promoting  participation 
of  the  medical  profession  in  educational  activities 
conducive  to  better  mental  health  in  the  population. 

There  have  been  three  general  meetings  of  the 
committee,  all  held  in  Topeka.  Various  situations 
where  committee  action  might  be  appropriate  have 
been  studied  and  policies  of  procedure  outlined.  The 
most  important  topics  have  been  (1)  modernization 
of  Kansas  laws  concerning  care  of  the  mentally  ill ; 
(2)  improvement  of  provisions  under  the  Blue  Cross 
plan  for  treatment,  in  the  community,  of  the  men- 
tally ill,  and  (3)  advancement  of  mental  health  edu- 
cation through  provision  of  a panel  of  speakers  avail- 
able to  discuss  mental  health  topics. 

The  Sub-committee  on  Legislation  (Dr.  J.  A. 
Dunagin,  chairman)  is  currently  making  plans  to 
meet  with  Dr.  Guild  of  the  Legislative  Council  Re- 
search Department  and  with  the  Committee  on  Pub- 
lic Health  and  Welfare  of  the  Legislative  Council  for 
the  purpose  of  consulting  with  and  advising  the 
council  as  it  studies  proposed  changes  in  laws  per- 
taining to  the  care  of  the  mentally  ill.  Our  committee 
takes  the  stand  that  the  care  of  the  mentally  ill  is 
primarily  a medical  matter,  although  it  has  certain 
legal  aspects,  and  that  it  is  in  the  public  interest  for 
legislation  concerning  the  treatment  of  psychiatric 
patients  to  be  guided  by  physicians  experienced  and 
skilled  in  the  specialty  of  psychiatry. 

The  Sub-committee  on  Blue  Cross  (Dr.  T.  L.  Fos- 
ter, chairman)  has  had  the  assignment  of  conveying 
to  the  leaders  of  the  Kansas  Blue  Cross-Blue  Shield 
organization  the  consensus  of  the  committee  on  the 
matter  of  insurance  coverage  of  psychiatric  illness. 
The  committee  strongly  urges  that  Kansas  Blue  Cross- 
Blue  Shield  make  a thorough  study  of  the  facts 
brought  out  by  actuarial  research  in  other  parts  of  the 
country,  that  it  take  steps  to  eliminate  discrimination 
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New  Booklet  Presents 
Latest  Facts  on  Feeding  the  Sick 


Adequate  nutrition  during  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  ol  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 

Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Department  SJ-16 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

“Sick  and  Convalescent”  booklet. 

YOUR  NAME  AND  ADDRESS  j 
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against  the  medically  or  psychiatrically  ill  patient, 
better  to  adapt  Blue  Cross-Blue  Shield  provisions  to 
the  needs  of  the  people. 

The  Sub-committee  on  Mental  Health  Education 
(Dr.  Mary  Glassen,  chairman)  is  continuing  the 
work  it  started  last  year,  providing  a list  of  subjects 
for  mental  health  talks  or  programs  which  may  be 
selected  by  medical  societies  or  other  organizations 
throughout  the  state.  This  year  an  attempt  is  being 
made  to  enlarge  the  panel  of  speakers  available  for 
such  programs  and,  through  the  cooperative  effort  of 
sub-committee  members  in  several  parts  of  the  state, 
to  expedite  the  supplying  of  speakers  when  requests 
for  them  are  submitted. 

William  F.  Roth,  Jr.,  M.D.,  Chairman 


Necrology 

C.  W.  Miller,  Wichita,  Chairman;  J.  F.  Gsell, 
Wichita;  J.  D.  Hilliard,  Medicine  Lodge. 

The  Committee  on  Necrology  submits  the  follow- 
ing list  of  members  of  the  Kansas  Medical  Society 
whose  deaths  have  been  reported  since  the  last  meet- 
ing of  the  House  of  Delegates: 

Date 


Name  and  Address 

Age 

1955 

Dr.  Charles  Walter  Lyon,  Ellinwood 

79 

Mar. 

3 

Dr.  E.  Russell  Jacka,  Wichita 

48 

Mar. 

28 

Dr.  Pinkney  Shannon  Townsend, 

Coffeyville 

69 

Apr. 

6 

Dr.  Lawrence  Wallace  Cazier,  Wamego  64 

Apr. 

10 

Dr.  Frank  L.  DePew,  Howard 

77 

Apr. 

24 

Dr.  Julius  Anthony  Burger, 

Kansas  City 

64 

May 

3 

Dr.  Harold  Houston  Jones,  Sr., 

Winfield 

63 

May 

30 

Dr.  John  Donavan  Clark,  Wichita 

80 

June 

6 

Dr.  Robert  Y.  Jones,  Hutchinson 

73 

July 

3 

Dr.  Wendell  Maurice  Tate,  Peabody 

49 

July 

12 

Dr.  Agnes  Louise  Robbins,  Kansas  City 

46 

July 

15 

Dr.  Seth  A.  Hammel,  Topeka 

76 

July 

28 

Dr.  Charles  Willard  Longenecker, 

Kingman 

83 

Aug. 

6 

Dr.  James  Harlan  Adams,  Wichita 

80 

Aug. 

17 

Dr.  James  Arthur  McLaughlin,  Wichita 

85 

Aug. 

19 

Dr.  James  Dennison  Colt,  Sr., 

Manhattan 

88 

Aug. 

31 

Dr.  Frederic  E.  Nipple,  M.D., 

Mulberry 

80 

Sept. 

1 

Dr.  Delos  Meeker  Stevens,  Oskaloosa 

65 

Sept. 

2 

Dr.  John  McGill  Porter,  Concordia 

56 

Sept. 

5 

Dr.  Frederick  Donald  Smith,  Wichita 

57 

Sept. 

13 

Dr.  William  Osee  Poston,  Quenemo 

70 

Sept. 

15 

Dr. 

Chase  B.  Johnson,  Lawrence 

64 

Oct. 

7 

Dr. 

James  Willboarn  S.  Cross,  Osborne  88 

Oct. 

16 

Dr. 

Charles  Melbourne  Miller,  Oakley 

77 

Oct. 

16 

Dr. 

Victor  G.  Haury,  Sr.,  Wellsville 

50 

Nov. 

11 

Dr. 

Thomas  Grover  Orr,  Sr., 
Kansas  City 

71 

Nov. 

19 

Dr. 

Raymond  Joseph  Leiker, 
Great  Bend 

52 

Nov. 

22 

Dr. 

Bert  Elba  Miller,  Council  Grove 

75 

Nov. 

26 

Dr. 

Ralph  R.  Clutz,  Bendena 

78 

Nov. 

30 

Dr. 

Charles  Henry  Lerrigo,  Topeka 

83 

Dec. 

4 

Dr. 

Louis  Boucher  Gloyne, 
Kansas  City 

62 

Dec. 

8 

Dr. 

John  T.  Kennedy,  Blue  Mound 

77 

Dec. 

16 

Dr. 

Edwin  McCormick  Ireland,  Pratt 

74 

1956 

Jan.  10 

Dr. 

Edward  Chester  Petterson, 
Plainville 

61 

Jan. 

14 

Dr. 

William  Lewis  Borst,  Topeka 

83 

Jan. 

21 

Dr. 

Robert  Campbell  Mcllhenny, 
Conway  Springs 

61 

Feb. 

9 

Dr. 

Marlin  Samuel  McCreight, 
Oskaloosa 

85 

Feb. 

10 

Dr. 

Robert  Louis  Von  Trebra,  Chetopa 

. 84 

Mar. 

11 

Dr. 

John  Arthur  Hibbler,  Jr., 
Kansas  City 

44 

Mar. 

12 

Clyde  W.  Miller,  M.D.,  Chairman 


Nominations 

H.  N.  Tihen,  Wichita,  Chairman;  W.  F.  Bernstorf, 
Winfield  ; W.  P.  Callahan,  Sr.,  Wichita;  W.  M.  Mills, 
Topeka;  J.  H.  A.  Peck,  Sr.,  St.  Francis. 

A meeting  of  the  Nominating  Committee  of  the 
Kansas  Medical  Society  was  held  in  Salina  in  Decem- 
ber, and  the  following  names  were  proposed  for  the 
various  offices  to  be  filled  by  vote  of  the  House  of 
Delegates  at  the  annual  session  in  May: 

For  President-Elect 

Dr.  Barrett  A.  Nelson,  Manhattan 

For  First  Vice-President 

Dr.  Cyril  V.  Black,  Pratt 
Dr.  Thomas  P.  Butcher,  Emporia 
Dr.  Grant  R.  Hastings,  Garden  City 
Dr.  Dwight  Lawson,  Topeka 
Dr.  Glenn  R.  Peters,  Kansas  City 
Dr.  Robert  Sohlberg,  Jr.,  McPherson 

For  Second  Vice-President 

Dr.  Cyril  V.  Black,  Pratt 
Dr.  Thomas  P.  Butcher,  Emporia 


pronounced 

MUSCLE-RELAXING  ACTION 


For  significant  relief  in  myositis,  osteoarthritis,  backstrain,  and 
related  conditions  marked  by: 

• Muscle  spasm  • Stiffness  and  tenderness 

• Restriction  of  motion  • Pain 

As  a superior  muscle-relaxant,  Equanil  offers 
predictable  action  and  full  effectiveness  on 
oral  administration.  It  does  not  disturb  auto- 
nomic function  and  is  relatively  free  from 
gastric  and  other  significant  side-effects.  Its 
anti-anxiety  property  provides  important  cor- 
relative value. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  ad- 
justed either  up  or  down,  according 
to  the  clinical  response  of  the  patient. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 


® 

Philadelphia  1,  Pa. 


anti-anxiety  factor 
with  muscle-relaxing  action 
...relieves  tension 
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Dr.  Grant  R.  Hastings,  Garden  City 
Dr.  Dwight  Lawson,  Topeka 
Dr.  Glenn  R.  Peters,  Kansas  City 
Dr.  Robert  Sohlberg,  Jr.,  McPherson 

For  Constitutional  Secretary 

Dr.  George  E.  Burket,  Jr.,  Kingman 

For  Treasurer 

Dr.  John  L.  Lattimore,  Topeka 

For  A.M.A.  Delegate,  1957-1958 

Dr.  Lucien  R.  Pyle,  Topeka 

For  A.M.A.  Alternate,  1957-1958 

Dr.  Norton  L.  Francis,  Wichita 
Dr.  H.  P.  Jones,  Lawrence 
Dr.  Edward  J.  Ryan,  Emporia 

The  list  is  presented  now  in  accordance  with  pro- 
visions of  the  Constitution  and  By-Laws.  Additional 
nominations,  of  course,  may  be  made  from  the  floor 
at  the  time  of  the  election. 

H.  N.  Tihen,  M.D.,  Chairman 


Pathology 

T.  R.  Hamilton,  Kansas  City,  Chairman;  A.  A. 
Fink,  Topeka;  C.  A.  Hellwig,  Halstead;  N.  P.  Sher- 
wood, Lawrence;  B.  E.  Stofer,  Wichita. 

The  Committee  on  Pathology  has  considered  sev- 
eral problems  and  from  discussion  has  some  recom- 
mendations to  make  for  the  Society.  In  certain  areas 
additional  study  and  consultation  appears  to  be  indi- 
cated before  advice  to  the  president  and  the  Society 
would  represent  crystallized  opinion  in  this  field. 

For  the  meeting  of  this  committee  on  Sunday, 
March  4,  in  Kansas  City,  Doctors  A.  A.  Fink,  T.  R. 
Hamilton,  and  C.  A.  Hellwig  with  Mr.  Oliver  E. 
Ebel  were  in  attendance.  The  agenda  centered  upon 
(1)  medical  examinership,  (2)  status  and  outlook 
for  Treponema  Pallidum  antigens  in  testing  for  syph- 
ilis, (3)  self-examination  of  laboratories  on  a volun- 
tary basis,  and  (4)  use  of  isotopes  in  the  laboratory. 

Problems  of  post-mortem  medical  examinership  in 
Kansas  were  discussed  at  length,  and  some  time  was 
spent  in  studying  a possible  standardized  law  on  the 
subject  of  coroners  with  consideration  of  the  Model 
Post-Mortem  Examinations  Act  and  House  Bill  No. 
139.  After  due  consideration  the  committee  voted  to 
make  the  following  recommendations  for  approval 
of  the  House  of  Delegates: 

1.  That  changes  be  made  in  the  present  Coroners 
Law  and  that  the  Kansas  Medical  Society  cooperate 


with  other  agencies  and  organizations  in  an  effort  to 
obtain  a favorable  opinion  of  the  1957  Kansas  legis- 
lature. 

2.  That  a State  Coroners  Commission  be  recom- 
mended and  that  it  consist  of  the  attorney  general  or 
his  designated  representative;  the  dean  of  the  Uni- 
versity of  Kansas  School  of  Medicine  or  his  desig- 
nated representative ; and  a practicing  pathologist  who 
is  a member  of  the  Kansas  Society  of  Pathologists. 
On  this  question  the  committee  was  divided  with 
some  strong  preference  indicated  for  a commission 
of  five,  whereby  there  should  be  included,  in  addi- 
tion to  the  above,  a representative  of  the  Kansas 
State  Bar  Association  and  a representative  of  the  Kan- 
sas Medical  Society.  The  committee,  therefore,  sub- 
mits these  two  suggestions  for  Society  consideration. 

3.  The  powers  and  duties  of  the  Coroners  Com- 
mission shall  be: 

a.  To  make  rules  and  regulations  governing 
the  exercise  of  its  functions. 

b.  To  make  rules  and  regulations  governing 
the  procedure  to  be  followed  by  county  coro- 
ners in  making  inquests. 

c.  To  require  reports  from  county  coroners  on 
such  matters  and  in  such  form  as  the  board 
shall  require. 

d.  To  designate  one  or  more  persons  in  each 
county  as  qualified  for  the  position  of  coroner 
of  such  county. 

e.  To  remove,  after  hearing,  any  county  coro- 
ner for  misfeasance  or  malfeasance  in  office. 

f.  To  promote  methods  for  the  training  of 
county  coroners  in  the  science  of  medical-legal 
investigation. 

g.  To  initiate  and  augment  a program  of 
forensic  medicine  at  the  University  of  Kansas 
School  of  Medicine. 

4.  That  this  committee,  if  and  when  the  project  is 
approved  by  the  Kansas  Medical  Society,  immediately 
meet  with  representatives  of  the  Kansas  State  Bar 
Association ; the  Kansas  Medical  Society ; Kansas  Fu- 
neral Directors  and  Embalmers  Association,  Inc. ; the 
Research  Council  of  the  legislature;  the  attorney  gen- 
eral , the  Kansas  Official  Council ; the  dean  of  the 
University  of  Kansas  School  of  Medicine ; the  Kan- 
sas Society  of  Pathologists,  and  others,  for  the  pur- 
pose of  studying  legislative  procedure  regarding  this 
enactment. 

5.  That  if  persons  must  be  duly  qualified  for  such 
position  as  coroner,  this  committee  has  no  interest  in 
whether  the  office  of  coroner  then  remains  an  elec- 
tive or  becomes  an  appointive  commission  (position). 

Pros  and  cons  regarding  use  of  terms,  e.g.  post- 
mortem and  medical  examiner,  were  discussed.  There 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 
failed,  prednisolone  (STERANE)  restored  articular  mobility 
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appears  to  be  some  merit  to  the  term  "Board  of  Post- 
mortem Medical  Examination’’  as  one  possibly  most 
appropriate  for  State  Coroners  Board  in  House  Bill 
139. 

The  next  item  concerned  laboratory  tests  for  syphi- 
lis. There  was  considerable  discussion,  after  which 
quotations  from  an  article  by  Harold  J.  Magnuson, 
M.D.,  in  the  - American  journal  of  Public  Health, 
February,  1956,  entitled,  "The  Treponema  Pallidum 
Complement-Fixation  Test”  were  considered  an  ex- 
cellent expression  of  a possible  new  solution  to  an 
old  problem.  This  summary  is  copied  in  its  entirety 
as  expressing  the  agreed  opinion  of  this  committee: 

"The  medical  and  lay  readers  have  had  ample  op- 
portunity in  recent  years  to  learn  some  of  the  inade- 
quacies in  serologic  tests  employing  lipid  antigens. 
The  TPI  (Treponema  Pallidum  Immobilization) 
test  has  proved  an  important  tool  in  resolving  many 
of  the  diagnostic  dilemmas  in  which  the  clinician 
may  find  himself.  Because  technical  limitations  have 
precluded  the  widespread  use  of  the  TPI  test,  a 
number  of  laboratories  have  been  seeking  test  pro- 
cedures that  would  compare  in  specificity  with  the 
TPI  test  but  could  be  more  easily  applied.  Often  it 
is  not  recognized  that  these  newer  test  procedures, 
that  is,  immune-adherence,  agglutination,  and  com- 
plement-fixation, clearly  demonstrate  that  syphilis 
evokes  a variety  of  antibodies.  Equally  important  is 


the  fact  that  no  single  test  technic,  including  the  TPI, 
will  measure  all  of  these  antibodies.  It  is  more  likely 
that  one  or  more  of  the  treponemal  tests  can  be  ex- 
pected to  reduce  the  margin  of  diagnostic  error  but 
never  eliminate  it.  Thus,  the  fond  dream  of  many 
clinicians  that  some  one  test  represents  the  single 
definitive  procedure  seems  doomed  to  failure. 

"As  antigen  for  TPCF  (Treponema  Pallidum 
Complement-Fixation)  testing  becomes  more  gener- 
ally available,  the  evaluation  of  this  test  procedure 
will  advance  at  a more  rapid  rate.  It  is  to  be  hoped 
that  during  the  next  year  or  so  a comprehensive  eval- 
uation of  all  treponemal  test  procedures  will  be  made 
which  will  permit  a carefully  controlled  analysis  of 
the  relative  reliability  and  usefulness  of  these  diag- 
nostic procedures.  In  the  meantime,  two  commercial 
manufacturers  are  beginning  the  production  of  TPCF 
antigen.  If  the  present  trends  continue,  such  produc- 
tion will  make  it  possible  for  the  well  run  serologic 
laboratory  to  perform  these  tests.  The  results  should 
be  useful  to  state  laboratories  and  clinicians  in  help- 
ing to  resolve  some  of  the  perplexing  diagnostic 
problems  that  arise  in  the  serodiagnosis  of  syphilis. 
We  know  of  no  laboratory  test  that  is  infallible,  but 
we  believe  that  the  TPCF  test  results  will  be  as  help- 
ful as  those  offered  by  any  other  single  test  proce- 
dure.” 

The  committee  suggests  the  name  of  Dr.  Harold  J. 


PLAN  TO  ATTEND 

10th  ANNUAL 

Rocky  Mountain  Cancer  Conference 

JULY  11  and  12,  1956 
DENVER 

Hear  a distinguished  panel  of  eight  physicians  participating  in  sym- 
posia on: 

1.  Cancer  of  the  Breast 

2.  Lymphomas  and  Leukemias 

In  addition  each  physician  will  deliver  a formal  paper. 

For  further  information  write:  John  S.  Bouslog,  M.D.,  Chairman 

Cancer  Conference 

835  Republic  Building,  Denver  2. 

Sponsored  by:  Colorado  Division  of  the  American  Cancer  Society  and  the 

Colorado  State  Medical  Society 
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Magnuson  as  a speaker  for  the  1957  meeting  of  the 
Kansas  Medical  Society  at  Wichita  and  requests  the 
executive  secretary  to  give  this  suggestion  to  the  Pro- 
gram Committee. 

The  item  concerning  self-examination  of  labora- 
tories on  a voluntary  basis  was  next  under  discussion. 
A program  in  which  his  laboratory  cooperates  along 
with  others  in  performance  of  tests  sent  each  month 
on  some  different  chemical  examinations  was  dis- 
cussed by  Dr.  Fink.  The  results  for  these  unknowns 
are  sent  back  to  the  originator  who  then  sends  a 
monograph  on  the  subject  (each  month)  ; this  has 
been  a worth  while  procedure.  This  service  has  been 
limited  to  laboratories  which  are  directed  by  patholo- 
gists. 

Concerning  the  problem  of  who  is  responsible  for 
laboratory  procedures,  it  was  decided  that  the  direc- 
tor of  a laboratory  is  responsible  for  all  work  per- 
formed therein.  A consultant  does  not  assume  such 
responsibility. 

The  shortage  of  technologists  was  discussed.  The 
statement  that  no  laboratory  is  worth  any  more  in 
any  one  day  than  the  people  who  are  working  in  it 
that  day  was  expressed  by  the  chairman. 

The  laboratory  poses  one  of  the  greatest  problems 
in  medicine  today.  Inherent  dangers  from  errors  are 
great.  Therefore,  self-examination  is  important.  Al- 
though services  are  available  in  the  fields  of  chemis- 


try and  serology,  there  should  be  introspective  exam- 
ination throughout  each  laboratory  or  no  controls 
will  be  of  everyday  value.  This  is  a problem  of  edu- 
cation rather  than  of  regimentation. 

All  effort  should  be  made  to  encourage  study  and 
to  promulgate  teaching  of  technicians.  Help  in  solv- 
ing this  problem  (discussed  in  meeting  of  this  com- 
mittee a year  ago)  may  be  offered  by  instruction  and 
demonstration  in  conjunction  with  circuit  courses  or 
by  in-residence  training  in  approved  schools  for 
medical  technology  or  in  appropriate  departments  at 
the  University  of  Kansas  Medical  Center. 

The  next  item  was  on  the  subject  of  isotopes  in 
the  laboratories.  It  is  possible  for  laboratories  to  do 
some  blood  volumes  and  1-131  studies.  However,  this 
should  be  in  conjunction  with  a radiologist  and/or  a 
physicist  in  a program  certified  by  the  Atomic  Energy 
Commission ; there  are  about  six  such  programs  cur- 
rently operating  in  Kansas.  The  committee  advises 
any  laboratory  contemplating  work  of  this  nature  to 
proceed  carefully  and  under  the  controls  prescribed 
by  AEC. 

Other  items  not  on  the  original  agenda  were  con- 
sidered. The  next  one  concerned  the  Iowa  lawsuit. 
This  committee  requests  the  House  of  Delegates  to 
support  the  position  that  a pathologist  is  a physician 
and  in  the  interest  of  preserving  free  enterprise  in 
medicine,  the  Kansas  Medical  Society  should  be  in- 
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terested  in  the  outcome  of  the  Iowa  case  and  should 
agree  by  resolution  with  the  stand  taken  by  the  Iowa 
Medical  Society. 

The  final  subject  for  discussion  during  the  day 
concerned  Blue  Shield  and  the  fact  that  it  is  now 
making  some  limited  payments  for  biopsies.  Con- 
sistent with  the  above  position,  concerning  a patholo- 
gist, the  vote  of  the  committee  carried  that  services 
(such  as  his)  should  be  allowable  under  Blue  Shield 
and  recommended  that  steps  should  be  taken  in  this 
regard.  It  appears  that  details  pertaining  to  this  sit- 
uation should  be  a subject  of  discussion  by  the  Kan- 
sas Society  of  Pathologists.  It  was  decided  that  the 
president  of  that  organization,  Dr.  C.  J.  Weber  of 
Salina,  should  be  invited  to  attend  meetings  of  this 
committee.  This  committee  has  been  short  one  mem- 
ber since  Dr.  N.  P.  Sherwood  has  been  a visiting 
professor  in  Indonesia. 

T.  R.  Hamilton,  M.D.,  Chairman 


Polio  Vaccine 

L.  E.  Leigh,  Overland  Park,  Chairman;  V.  E. 
Brown,  Sabetha;  W.  H.  Crouch,  Topeka;  D.  E.  Gray, 
Topeka;  C.  C.  Gunter,  Quinter;  J.  E.  Hill,  Arkansas 
City;  C.  W.  Miller,  Wichita;  D.  j.  Smith,  Overland 
Park;  L.  N.  Speer,  Kansas  City. 


A special  committee  appointed  by  Dr.  Conrad  M. 
Barnes,  president,  met  and  heard  Dr.  Hood  and 
Dr.  Baerg  of  the  Kansas  State  Board  of  Health  state 
that  a federal  law  on  this  subject  expired  February  15 
and  that  another  is  before  Congress  at  present.  Since 
the  governor  of  Kansas  rejected  a program  of  dis- 
tribution through  pharmacists  and  practicing  physi- 
cians and  designated  the  Board  of  Health  to  adminis- 
ter the  program,  the  Board  of  Health  therefore 
bought  the  entire  allotment  of  vaccine  for  Kansas 
and  guaranteed  that  no  means  test  would  be  used. 

The  amount  of  vaccine  is  determined  on  the  basis 
of  a formula  and,  regardless  of  which  program  was 
adopted,  the  total  available  vaccine  to  Kansas  would 
be  the  same. 

Kansas  immunized  according  to  age  groups  having 
the  highest  incidence  of  poliomyelitis  with  the  five- 
to  nine-year-old  group  first  and  the  one-  to  four-year- 
old  group  next.  The  Board  of  Health  sought  to  meet 
the  need  rather  than  the  demand.  There  is  still  and 
always  has  been  a shortage  of  supply,  and  since  there 
are  about  50,000  of  each  age  in  Kansas,  the  physi- 
cians can  then  pretty  well  estimate  what  the  needs 
will  be. 

The  committee  sent  certain  recommendations  to  the 
Council.  These  were  acted  upon  and  appear  in  the 
Council  reports,  primarily  to  the  effect  that  the  posi- 
tion of  the  House  of  Delegates  as  of  May  5,  1955, 
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is  to  be  reaffirmed,  whereby  the  methods  of  imple- 
menting this  immunization  program  shall  be  left  to 
the  individual  county  medical  societies. 

This  committee  also  requested  a supplementary  re- 
port from  the  Board  of  Health  which  was  received 
a few  weeks  after  the  committee  meeting  and  is  re- 
produced in  full  below: 

"Since  our  meeting  with  the  special  Polio  Vaccine 
Committee  of  the  Kansas  Medical  Society  on  Sunday, 
February  5,  1956,  the  following  developments  have 
occurred  on  the  national  scene.  Both  the  House  and 
the  Senate  have  passed  a bill  to  extend  the  present 
Polio  Vaccine  Assistance  Act  Funds  until  July  1, 
1957.  The  President  has  already  signed  this  bill.  The 
net  effect  of  this  action  is  to  allow  unexpended  por- 
tions of  the  various  grants-in-aid  which  were  made 
in  August,  1955,  and  which  would  have  lapsed  on 
February  15,  1956,  to  be  used  for  this  additional 
period  of  time. 

"We  understand  that  a second  appropriation  of 
30  million  dollars  is  proposed  but  have  no  definite 
information  that  this  amount  has  been  listed  on  an 
appropriation  act. 

"If  no  further  funds  are  provided  by  the  federal 
government,  it  appears  likely  that  the  Kansas  polio 
vaccine  program  will  have  expended  all  of  its  funds 
prior  to  July  1,  1956.  If  no  further  funds  are  appro- 
priated by  the  federal  government,  we  will  no  longer 


be  engaged  in  the  distribution  of  free  vaccine  and 
at  that  time  vaccine  will  go  in  commercial  channels. 

"The  above  paragraph  is  based  on  the  conjecture 
that  vaccine  continues  to  reach  the  state  of  Kansas  at 
the  existing  rate  of  production,  and  that  no  additional 
federal  funds  are  made  available  for  extension  of  the 
program  to  other  age  groups. 

"If  additional  funds  are  appropriated  we  presume 
something  similar  to  the  present  program  will  con- 
tinue. Major  question  to  be  determined  would  be  the 
exact  use  of  government  purchased  vaccine  (confined 
to  narrow  age  limits  and  used  for  all  children  in 
designated  group  or  use  for  a portion  of  all  children 
1-19  and  pregnant  women). 

"In  connection  with  possible  alteration  in  the  pro- 
gram now  in  operation,  the  Kansas  State  Board  of 
Health  suggests  it  might  be  possible  to  amend  the 
current  plan  so  that  a third  alternative  choice  might 
be  available  to  each  county.  This  alternative  would 
be  that  the  county  will  agree  to  make  polio  vaccine 
available  to  all  its  citizens  of  the  designated  age 
groups  through  private  physicians  only,  provided  the 
physicians  agree  to  administer  the  polio  immuniza- 
tion to  all  individuals  without  discrimination  as  to 
financial  ability  to  pay. 

"The  Board  of  Health  will  continue  to  control  the 
flow  of  vaccine  into  areas  while  the  vaccine  is  in 
short  supply.  It  will  be  necessary  to  see  that  the  vac- 
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cine  is  equitably  distributed  through  the  various  coun- 
ties. (Private  drug  firms  do  not  have  equal  distribu- 
tion facilities  throughout  the  state.)  Vaccine  in  com- 
mercial channels  might  conceivably  be  made  available 
primarily  in  the  big  cities,  with  little  or  no  vaccine  in 
some  of  the  less  urban  areas.  Some  control  of  this 
from  the  state  level  is  necessary.  In  addition,  even  if 
all  funds  were  expended,  the  State  Board  of  Health 
would  continue  to  designate  the  age  groups  eligible 
to  receive  the  vaccine  while  vaccine  was  in  short  sup- 
ply. If  an  epidemic  occurred  it  is  conceivable  that 
the  State  Board  of  Health  might  divert  supplies  to 
the  threatened  areas. 

"It  must  be  understood  that  the  major  unknowns 
are  vaccine  production  rates  and  possible  action  of 
Congress  to  extend  financial  aid  to  states  so  that  new 
age  groups  will  be  offered  the  opportunity  of  free 
vaccine.” 

L.  E.  Leigh,  M.D.,  Chairman 


Postgraduate  Study 

W.  H.  Algie,  Kansas  City,  Chairman ; A.  H.  Baum, 
Dodge  City;  M.  H.  Delp,  Kansas  City;  H.  S.  Dreher, 
Jr.,  Salina;  G.  W.  Hammel,  El  Dorado;  E.  L.  Mills, 
Wichita;  A.  C.  Mitchell,  Lawrence;  R.  H.  O’Don- 


nell, Ellsworth;  H.  P.  Palmer,  Scott  City;  F.  H. 
Schiltz,  Wichita;  Alex  Scott,  Belleville. 

The  Committee  on  Postgraduate  Study  will  meet 
with  a committee  from  the  University  of  Kansas 
School  of  Medicine  on  March  25  to  consider  post- 
graduate studies  for  1957. 

W.  H.  Algie,  M.D.,  Chairman 


Public  Policy 

A.  C.  Armitage,  Hutchinson,  Chairman;  D.  A. 
Bitzer,  Washington;  J.  A.  Butin,  Chanute;  O.  W. 
Davidson,  Kansas  City;  C.  W.  Miller,  Wichita; 
L.  S.  Nelson,  Sr.,  Salina;  H.  F.  O’Donnell,  Wichita. 

This  committee  is  charged  with  creating  interest 
in  good  citizenship.  It  is  the  responsibility  of  every 
physician  as  an  enlightened  citizen  to  take  an  active 
interest  in  the  establishment  of  sound  legislation  to- 
ward the  end  that  health  laws  locally,  state-wide,  and 
on  a national  basis  will  serve  to  protect  the  public 
for  whom  they  are  designed. 

Details  of  this  effort  will  occupy  more  space  than 
is  available  in  these  pages.  Your  chairman  begs  leave 
to  make  a supplementary  oral  report  to  the  House  of 
Delegates. 

A.  C.  Armitage,  M.D.,  Chairman 
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Public  Relations 

F.  T.  Collins,  Topeka,  Chairman;  J.  O.  Austin, 
Garden  City;  L.  J.  Beyer,  Lyons;  E.  S.  Brinton, 
Wichita;  A.  R.  Chambers,  Iola;  K.  L.  Druet,  Salina; 
D.  E.  Eckart,  Hutchinson;  D.  B.  McKee,  Pittsburg; 
J.  D.  McMillion,  Coffeyville;  C.  O.  Stensaas,  Arkan- 
sas City;  F.  C.  Taggart,  Topeka;  V.  E.  Wilson,  Kan- 
sas City. 

The  Committee  on  Public  Relations  had  a meeting 
in  Topeka  on  December  18,  1955. 

It  was  the  opinion  of  the  committee  that  much 
could  be  done  in  local  societies  to  further  public  rela- 
tions for  the  medical  profession.  It  was  also  felt  that 
this  committee  should  propose  a form  for  accomplish- 
ing this  purpose,  as  a guide  for  local  societies  in  de- 
veloping their  public  relations. 

After  much  discussion  the  following  points  were 
acted  upon: 

1.  An  outline  for  formation  and  function  of  a 
grievance  committee  was  proposed. 

2.  Realizing  the  importance  of  voluntary  health 
plans  in  the  practice  of  medicine,  a resolution  was 
passed  concerning  this  program  and  was  referred  to 
the  Council  for  action  and  recommended  referral  to 
the  House  of  Delegates  for  final  action.  The  resolu- 
tion read  as  follows: 

Whereas,  Health  insurance  is  the  only  effective 
present  day  means  of  budgeting  health  costs,  there- 
fore 

Be  It  Resolved,  That  this  Committee  on  Public  Re- 
lations urgently  recommend  to  the  Council  that  a 
serious  study  be  made  toward  developing  an  insur- 
ance program  issuing  to  the  average  Kansan  a policy 
that  will  pay  the  physician  average  fees  for  his  serv- 
ices, and 

Be  It  Resolved,  That  these  average  fees  be  pub- 
lished for  public  information  with  the  understanding 
that  these  are  average  fees  for  the  average  condition 
to  the  average  patient  and  that  they  are  not  binding 
upon  the  profession,  and 

Be  It  Resolved.  That  the  Council  institute  a survey 
among  the  county  societies  to  determine  the  average 
physicians’  fees  in  Kansas  and  that  the  Council  then 
establish  a committee  to  correlate  this  information 
and  refer  it  to  the  House  of  Delegates  for  action,  and 

Be  It  Further  Resolved,  That  since  this  appears  to 
be  a project  of  unprecedented  public  relations  value 
which  has  the  enthusiastic  endorsement  of  many  phy- 
sicians located  in  many  areas  of  the  state  and  is  ob- 
jected to  principally  by  a minority  in  one  location, 
the  Council  should  take  cognizance  of  this  fact  and, 
acting  in  accord  with  the  majority  preference,  begin 
now  to  prepare  the  above  recommended  program  for 
the  House  of  Delegates  to  study  and  vote  upon. 

3.  It  was  felt  that  the  present  medical  practice  act 
is  obsolete,  and  a resolution  was  sent  to  the  Council 
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requesting  a committee  be  formed  for  the  purpose  of 
revising  the  present  act  as  a positive  approach  to  the 
question  of  cults  and  for  a positive  public  relations 
benefit,  and  that  this  act  be  submitted  to  the  local 
societies  in  time  for  their  discussion  prior  to  the 
annual  meeting  of  the  House  of  Delegates. 

4.  The  importance  of  a 24-hour  call  service  was 
emphasized,  and  each  society  should  assure  the  public 
that  this  service  is  available. 

5.  Discussion  of  a code  of  cooperation  between 
radio,  press,  and  medicine  ensued,  but  no  final  deci- 
sion was  made  at  this  meeting.  Recommendations  will 
be  made  later. 

6.  It  was  felt  that  the  importance  of  public  service 
by  physicians  was  not  being  emphasized  to  the  fullest 
extent,  and  it  is  our  opinion  that  a physician  is  first 
a citizen  and  secondly  a physician.  Each  physician 
should  accept  responsibility  for  community  improve- 
ment through  various  civic  organizations,  church  ac- 
tivities, etc. 

The  above  recommendations  were  sent  to  the  secre- 
tary of  each  county  medical  society.  Another  meeting 
of  this  committee  was  planned,  but  there  will  not  be 
time  to  get  the  report  into  the  Journal  for  publica- 
tion. If  suggestions  are  made  at  this  meeting,  they 
will  be  reported  either  to  the  House  of  Delegates  or 
to  the  local  society  secretaries. 

F.  T.  Collins,  M.D.,  Chairman 


Rural  Health 

A.  W.  Sandidge,  Mulberry,  Chairman;  M.  P.  Bal- 
lard, Delphos;  L.  E.  Beal,  Fredonia;  V.  E.  Brown, 
Sabetha;  I.  R.  Burket,  Ashland;  G.  F.  Davis,  Kanopo- 
lis;  T.  Dechairo,  Westmoreland;  L.  R.  Diehl,  Os- 
borne; M.  F.  Frederick,  Hugoton;  C.  C.  Gunter, 
Quinter;  B.  Hartman,  Kensington;  L.  C.  Joslin,  Har- 
per; F.  D.  Lose,  Madison;  R.  M.  Owensby,  Mankato; 
C.  E.  Petterson,  Syracuse;  E.  F.  Steichen,  Lenora; 
C.  R.  Svoboda,  Chapman. 

Your  Committee  on  Rural  Health  met  with  the 
Committee  on  Medical  Schools  at  the  office  of  the 
dean  of  the  University  of  Kansas  School  of  Medicine. 
This  meeting  is  reported  by  the  Committee  on  Medi- 
cal Schools. 

During  the  past  year  this  committee  has  spent  con- 
siderable time  with  various  farm  organizations  in  an 
effort  to  prepare  an  invitation  to  the  A.M.A.  Council 
on  Rural  Health  to  hold  its  annual  meeting  in  Wichita 
in  1959.  Dr.  Conrad  M.  Barnes,  president,  and  Dr. 
Thomas  Hood,  together  with  the  executive  assistant, 
attended  the  national  meeting  in  Portland,  Oregon, 
in  March  of  this  year,  at  which  time  they  extended  an 
invitation  on  behalf  of  this  committee  and  the  House 
of  Delegates  of  the  Kansas  Medical  Society. 

The  date  and  place  of  the  1959  meeting  will  be 
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In  1897  Benjamin  Burroughs 
Ralph.,  M.D.,  developed  methods  of 
treating  alcohol  and  narcotic  addic- 
tion that,  by  the  standards  of  the  time, 
were  conspicuous  for  success. 

Twenty-five  years  ago  expe- 
rience had  bettered  the  methods. 
Today  with  the  advantages  of  col- 


lateral medicine,  treatment  is  markedly 
further  improved. 

The  Ralph  Clinic  provides  per- 
sonalized care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy 
and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with 
referring  physicians.  Write  or  phone. 


A Department  of  the 
Benjamin  Burroughs 
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set  by  the  Council  on  Rural  Health  of  the  A.M.A.  in 
June  of  this  year. 

A.  W.  Sandidge,  M.D.,  Chairman 


Stormont  Medical  Library 

N.  V.  Treger,  Topeka,  Chairman;  A.  K.  Owen, 
Topeka;  O.  M.  Raines,  Topeka;  Nathaniel  Uhr,  To- 
peka; W.  L.  Valk,  Kansas  City. 

This  committee  has  performed  the  usual  duties  of 
advising  the  staff  at  the  Stormont  Library  with  refer- 
ence to  the  purchase  of  periodicals  and  books.  The 
budget  has  been  very  small  during  this  year,  and  no 
purchase  of  any  consequence  was  made. 

With  the  construction  of  the  new  state  office  build- 
ing, there  is  to  be  a considerable  shifting  of  office 
space  in  the  state  house.  The  legislature  has  shown 
considerable  interest  during  the  session  this  winter  in 
pre-empting  the  space  currently  occupied  by  the  Stor- 
mont Library  for  a conference  room.  Should  this 
occur,  there  appears  to  be  no  other  available  space  for 
the  library  on  this  floor.  The  legislature  appears  to 
be  planning  to  move  the  library  to  the  first  floor.  This 
committee  is  of  the  opinion  this  would  not  benefit 
the  library. 

The  Stormont  Medical  Library  is  directed  by  the 


librarian  of  the  law  library.  It  is  the  opinion  of  this 
committee  that  the  Society  should  take  some  effort 
toward  keeping  the  two  libraries  adjacent.  Should 
this  not  be  done,  there  will  be  a distinct  reduction  in 
the  services  of  the  Stormont  Library.  The  legislature, 
although  threatening  to  do  so,  did  not  act  on  this 
subject  in  the  1956  session.  They  undoubtedly  will 
attempt  to  do  so  in  1957.  This  committee  recom- 
mends to  the  succeeding  Committee  on  Stormont 
Medical  Library  that  some  effort  be  made  toward 
keeping  the  two  state  libraries  at  least  on  the  same 
floor  in  the  state  house. 

Newman  V.  Treger,  M.D.,  Chairman 


Study  of  Heart  Disease 

L.  H.  Leger,  Kansas  City,  Chairman;  D.  R.  Bed- 
ford, Topeka;  E.  G.  Dimond,  Kansas  City;  C.  W. 
Erickson,  Pittsburg;  H.  A.  Flanders,  Hays;  F.  J.  Mc- 
Ewen,  Wichita;  P.  W.  Morgan,  Emporia;  G.  L.  Nor- 
ris, Winfield;  L.  O.  E.  Peckenschneider,  Halstead; 
Maurice  Snyder,  Salina;  D.  C.  Wakeman,  Topeka. 

The  Committee  on  Study  of  Heart  Disease,  in  co- 
operation with  the  Kansas  State  Board  of  Health, 
conducted  a photofluorographic  chest  survey  among 
school  children  in  Cowley  and  Harvey  counties.  Film- 
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ing  has  been  completed  and  is  now  being  evaluated. 
A complete  report  will  be  made  available  to  the 
Society  as  soon  as  the  work  is  finished. 

The  committee  commends  county  societies  in  Kan- 
sas which  have  set  up  speakers’  bureaus  to  provide 
information  on  heart  disease  to  lay  audiences.  We 
recommend  that  county  societies  not  having  such 
bureaus  secure  the  cooperation  of  the  Woman’s  Aux- 
iliary in  establishing  such  service. 

By  unanimous  vote  the  committee  approved  a plan 
to  have  a postgraduate  course  in  cardiology  on  the 
pattern  of  those  held  in  previous  years  in  Emporia. 
Dr.  D.  R.  Bedford,  Topeka,  was  appointed  chairman 
of  the  1956  course. 

It  is  hoped  that  the  committee  can  soon  begin  a 
study  of  heart  disease  in  Kansas.  Criteria  for  this 
study  are  now  being  set  up. 

The  committee  would  like  to  see  more  scientific 
papers  on  cardiovascular  subjects  published  in  the 
Journal  and  solicits  such  papers  from  the  member- 
ship of  the  Society. 

Lee  H.  Leger,  M.D.,  Chairman 


Venereal  Disease 

A.  B.  Harrison,  Wichita,  Chairman;  M.  L.  Bau- 


man, Wichita;  M.  D.  McComas,  Jr.,  Concordia; 
V.  M.  Winkle,  Topeka. 

No  matters  requiring  the  attention  of  the  commit- 
tee were  reported  to  the  chairman  during  the  past 
year,  so  no  meeting  was  held. 

A.  B.  Harrison,  M.D.,  Chairman 


New  Health  Exhibits 

Scheduled  for  release  this  spring  are  two  new 
A.M.A.  health  exhibits  depicting  different  aspects 
of  the  human  body,  the  eye  and  the  ear.  Both  will 
feature  life  size  three-dimension  models. 

April  I is  release  date  for  the  eye  exhibit,  entitled 
"We  See.”  Charts  and  diagrams  will  show  construc- 
tion of  the  normal  eye,  and  panels  will  deal  with 
nearsightedness,  farsightedness,  and  color  blindness. 
Viewers  will  have  an  opportunity  to  check  themselves 
on  whether  or  not  they  have  eye  deficiencies. 

The  second  exhibit,  available  about  May  1,  is  en- 
titled "We  Hear.”  It  shows  how  sound  enters  the  ear 
and  is  carried  to  the  brain,  and  it  depicts  also  the 
physiology  of  motion  sickness,  the  mechanics  of  hear- 
ing aids,  and  information  on  quackery  in  the  field. 
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comforts— Controls  major  symptoms  within  6 to  10  days,  hot 
flushes  in  as  few  as  3 days. 

cheers  — Confers  a welcome  feeling  of  physical  vitality  and 
mental  well-being. 

compatible  — Much  less  prone  to  cause  the  side  effects  so  often 
experienced  with  stilbene  derivatives. 
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'Clinton,  M..  Round  Table  Discussion:  New  York  J.  Med.  5-/:  181,  195  t. 

Estinyl,®  brand  of  Ethinyl  Estradiol  U.S.P. 


ideal  endocrine  “companion” 
for  menopausal 


Blue  Shield 


The  Annual  Report  of  the  President  of  the  Kansas  Blue  Shield  Plan 


The  year  1955  produced  the  largest  membership 
gain  for  any  single  year  in  the  history  of  Kansas  Blue 
Shield.  Membership  was  increased  from  385,021  at 
the  end  of  1954  to  435,414  at  the  end  of  1955,  rep- 
resenting a net  increase  for  the  year  of  50,393  mem- 
bers. 

A total  of  $4,881,684.09  was  received  in  member- 
ship dues  for  the  period.  Of  this  amount,  $3,644,- 
308.76  was  paid  to  participating  physicians  for  serv- 
ices rendered  Blue  Shield  members. 

Operating  expenses  for  the  year  amounted  to  12.60 
per  cent  of  income  or  a total  of  $615,010.55. 

Approximately  $650,000  was  added  to  reserve  dur- 
ing 1955,  bringing  the  total  reserve  as  of  December 
31,  1955,  to  $2,314,609.19.  This  represents  an 
amount  equal  to  six  months  case  and  operating  ex- 
pense. 

The  Blue  Shield  Board  of  Trustees  has  authorized 
some  additional  benefits  to  Blue  Shield  members 
with  no  increase  in  costs. 

Among  these  benefits  are  coverage  for  radioactive 


gold  and  phosphorus  for  treatment  of  cancer,  indi- 
vidual consideration  of  burns  treated  in  or  out  of  the 
doctor’s  office  with  maximum  payment  of  $100  per 
case,  increasing  number  of  days  allowed  for  hospi- 
talized member  from  90  to  120  days,  and  increased 
allowances  for  several  surgical  procedures.  Other  new 
benefits  are  being  studied  presently. 

Effective  April  1,  cancer  was  added  to  the  list  of 
covered  illnesses  on  the  Extended  Benefits  Rider.  This 
will  enable  Blue  Shield  to  pay  up  to  $1,500  for  treat- 
ment of  cancer  in  addition  to  coverage  allowed  on 
the  basic  contract.  Payment  will  be  made  on  a co- 
insurance  basis,  the  member  paying  25  per  cent  and 
Blue  Shield  paying  75  per  cent  of  doctors’  charges. 

During  the  year  the  Blue  Shield  board  and  staff 
continued  work  on  two  new  service  contracts  with 
income  provisions  of  $4,500  and  $6,000. 

Several  meetings  were  held  with  the  Blue  Shield 
Fee  Committee  and  various  specialty  groups  in  an 
effort  to  determine  average  going  charges  for  surgical 
and  medical  services. 
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Full  Details  Readily  Supplied 

Merchants  Finance  Corporation,  Inc. 

Bennett  Bldg.,  Ottawa,  Kansas 
A Kansas  Corporation 


CLASSIFIED  ADVERTISEMENTS 

WANTED — X-ray  technician,  registered,  for  150-bed  hos- 
pital in  Kansas  City,  Kansas.  Write  the  Journal  1-56. 

FOR  RENT  OR  FOR  SALE — Good  location  for  general 
practiee  and  surgery.  Hospital  available  in  same  town.  Op- 
ortunity  unlimited.  Reason  for  sale  is  retirement.  Write  the 
ournal  2-56. 

FOR  SALE — Fischer  mobile  unit  x-ray,  20  M.P.  and  all 
accessories.  Developing  tank  never  used.  Write  the  Journal 

3- 56. 

WANTED — Locum  tenens  position  for  period  of  3 or  4 
months  starting  July  1956.  Graduate  of  University  of  Kan- 
sas, Kansas  license,  35  years  _ old,  category  IV.  Prefer  to 
work  with  general  practitioner  if  possible.  Write  the  Journal 

4- 56. 
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Approximately  50  additional  meetings  were  held 
with  district  relations  committees,  county  societies, 
and  special  groups  to  explain  these  proposed  con- 
tracts and  get  pertinent  suggestions  and  attitudes  of 
the  Kansas  doctors. 

In  February  the  Council  received  these  proposals 
and  voted  to  recommend  acceptance  by  the  House  of 
Delegates  at  the  annual  meeting  in  May. 

Approval  of  these  new  contracts  will  afford  Blue 
Shield  an  opportunity  to  offer  the  people  of  Kansas 
a means  of  prepaying  medical  and  surgical  expenses 
on  a realistic  basis. 

Many  participating  physicians  have  given  gener- 
ously of  their  time  in  working  out  details  of  these 
new  programs. 

The  cooperation  and  interest  of  Kansas  doctors 
have  resulted  in  Blue  Shield  meeting  more  public 
acceptance  than  any  medical-surgical  prepayment  plan 
in  Kansas. 

Higher  fee  schedules,  increased  benefits,  and  a 


better  extended  benefits  rider  should  make  Blue 
Shield  even  more  worthy  of  professional  support  in 
the  coming  year. 

L.  W.  Reynolds,  M.D.,  President 


Although  there  has  not  been  a member  of  the 
medical  profession  in  the  United  States  Senate  since 
1938,  there  is  now  at  least  one  physician  who  is  will- 
ing to  serve  in  that  capacity.  Dr.  Raymond  L.  White, 
a Republican  from  Boise,  Idaho,  has  announced  his 
candidacy.  He  has  been  an  alternate  delegate  from  the 
Idaho  State  Medical  Association  to  the  House  of  Dele- 
gates of  the  A.M.A.  for  several  years. 


"What  we  need  most  in  Washington,”  says  the 
Hon.  Walter  H.  Judd,  M.D.,  Minnesota  Congress- 
man, "is  more  doctors  in  government  and,  above  all, 
more  of  the  kind  of  mental  habits  that  good  doctors 
must  have.” 
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Pregnancy  and  Heart  Disease 

The  Surgical  Correction  of  Mitral  Stenosis 


JOHN  G.  SHELLITO,  M.D.,  and  JOHN  K. 

We  are  indebted  to  Bailey,  Glover,  and  O’Neil,1’  2 
together  with  Harkin,10  for  our  knowledge  of  early 
surgery  of  the  mitral  valve. 

Glover7  has  pointed  out  that  organic  heart  disease, 
usually  rheumatic,  complicates  1 to  2 per  cent  of  all 
pregnancies. 

Categorization  of  patients  referable  to  the  severity 
of  their  disease  has  now  been  established.  Group  I 
comprises  asymptomatic  patients.  These  are  persons 
with  ausculatory  findings  of  mitral  stenosis  who  have 
no  symptoms  referable  to  their  disease.  There  is  no 
enlargement  of  the  heart  and  there  is  no  specific 
electrocardiographic  change. 

Group  II  consists  of  patients  who  have  symptoms 
referable  to  the  heart  but  have  never  had  congestive 
failure. 

Group  III  consists  of  patients  who  have  had  con- 
gestive failure,  who  show  the  signs  and  symptoms 
of  the  Group  II  patient,  but  who  also  have  systemic 
congestive  manifestations  which  can  be  controlled. 

Group  IV  includes  patients  who  have  intractable 
congestive  heart  failure  due  to  mitral  stenosis. 

It  is  now  known  that  surgery  is  much  better  tol- 
erated by  patients  in  Groups  II  and  III  than  in  Group 
IV.  Surgery  is  not  usually  necessary  in  Group  I. 

To  date  the  number  of  reported  mitral  commis- 
surotomies during  pregnancy  has  been  small.  Cooley 
and  Chapman5  reported  two  cases  successfully  oper- 
ated in  the  fourth  month  and  36th  week  of  preg- 
nancy, respectively.  Baker  et  al.3  reported  three  cases, 

From  the  Departments  of  Surgery  and  Internal  Medicine, 
Wichita  Clinic,  Wichita,  Kansas. 


in  the  Presence  of  Pregnancy 

FULTON,  M.D.,  Wichita 


Editor’s  Note.  This  article  and  the  one 
following  were,  through  coincidence,  re- 
ceived by  the  Journal  at  almost  the  same 
time  and  are  being  published  together 
even  though  they  do  not  necessarily  re- 
flect identical  ideas.  The  problem  of  the 
pregnant  woman  with  a complicating 
mitral  stenosis  is  discussed,  with  con- 
sideration of  a possible  surgical  attack 
on  the  heart  lesion  rather  than  therapeu- 
tic abortion  or  continuation  of  a com- 
plicated pregnancy. 


one  performed  in  the  third  month  and  two  in  the 
28th  week.  Watt,  Bigelow,  and  Greenwood13  reported 
seven  cases  operated  on  during  the  first  or  second 
trimester  of  pregnancy.  Three  had  been  delivered  at 
the  time  of  the  report,  and  all  had  shown  "continued 
improvement”  in  cardiac  status  following  the  opera- 
tion. 

Glover  et  al.7  published  a report  of  their  experi- 
ence with  five  mitral  commissurotomies  during  preg- 
nancy. Four  of  the  patients  delivered  normal  infants 
following  commissurotomy.  One  of  the  five  patients 
had  a spontaneous  abortion  six  weeks  following  sur- 
gery. All  were  improved  in  the  postpartum  period. 

The  decision  to  undertake  mitral  commissurotomy 
during  pregnancy  is  not  to  be  lightly  considered.  In 
cases  thus  far  reported  the  indications  have  not  al- 
ways been  clearly  outlined.  The  preoperative  condi- 
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tions  of  those  described  by  Watt  et  al.13  are  not  given 
in  detail.  One  had  had  repeated  episodes  of  failure 
and  hemoptysis  before  her  pregnancy.  The  patient  re- 
ported by  Cooley  and  Chapman5  had  been  in  con- 
gestive failure  shortly  before  the  procedure.  Rhythm 
was  regular  and  the  response  to  a preparatory  medical 
regimen  had  been  good.  Each  of  the  three  patients 
reported  by  Baker  et  al.3  had  been  subject  to  attacks 
of  pulmonary  edema  either  before  or  after  onset  of 
pregnancy.  These  authors  advocate  mitral  commissur- 
otomy as  an  emergency  measure  if  intractable  failure 
occurs  in  the  second  or  third  trimester  of  pregnancy. 

Alternatively,  medical  management  must  be  evalu- 
ated as  to  its  efficacy  and  safety  in  dealing  with  the 
situation.  Mortality  from  medical  management  of 
Grade  II  cardiacs  followed  by  MacRae11  was  1.4  per 
cent,  utilizing  bed  rest  in  management  and  digitalis, 
salt  restriction,  and  diuretics  when  necessary.  Barry4 
reported  a maternal  mortality  of  0.37  per  cent  in  his 
Grade  II  cardiacs  and  a figure  of  1.42  per  cent  in 
Groups  III  and  IV.  Hamilton9  reports  a mortality 
figure  of  3 per  cent,  and  Stromme  and  Kuder12  re- 
port a figure  of  1.3  per  cent.  Such  statistics  speak 
well  for  medical  management  in  most  instances  where 
pregnancy  is  complicated  by  cardiac  disease. 

Mortality  in  large  series  of  mitral  commissurotomies 
is  usually  stated  to  be  6 per  cent.  On  statistical 
grounds,  mitral  commissurotomy  is  not  the  treatment 
of  choice  for  the  usual  case  of  mitral  stenosis  associ- 
ated with  pregnancy.  It  is  also  doubtful,  in  view  of 
the  above  figures,  that  therapeutic  abortion  is  often 
indicated  on  the  basis  of  anything  but  the  most  se- 
vere and  intractable  cardiac  disease.  It  should  be 
pointed  out  that  older  series  on  mortality  of  the  car- 
diac patient  in  pregnancy  gave  maternal  mortality  fig- 
ures as  high  as  18  per  cent  for  Grade  III  patients. 
With  modern  meticulous  attention  to  sodium  restric- 
tion, rest,  diuretics,  and  digitalis,  the  figure  has  been 
much  improved,  as  the  several  mentioned  series  indi- 
cate. 

The  decision  to  perform  mitral  commissurotomy  on 
our  patient  was  reached  on  the  basis  of  several  con- 
siderations: (1)  She  was  considered  an  ideal  candi- 
date for  the  procedure,  had  pregnancy  not  been  pres- 
ent; (2)  Her  previous  pregnancy  had  been  marked 
by  complete  disability  with  repeated  hemoptyses ; (3) 
When  non-pregnant,  her  compensation  was  excellent 
without  restriction  of  activities,  and  (4)  Economically 
she  was  unable  to  provide  for  herself  the  required 
rest  and  other  attentions  necessary  for  adequate  medi- 
cal management. 

CASE  REPORT 

Mrs.  G.  L.,  C-107,401,  24-year-old  white  gravida 
III,  para  IV,  was  first  seen  in  the  first  month  of 
pregnancy.  During  her  last  pregnancy  18  months 


previously  she  had  had  ankle  edema,  ease  of  fatigue, 
occasional  hemoptyses,  and  marked  dyspnea  to  such 
a degree  that  she  was  bedfast  during  the  entire  preg- 
nancy. Two  weeks  postpartum  she  had  regained  her 
usual  exercise  tolerance  and  was  able  to  climb  stairs 
without  dyspnea.  She  first  suspected  pregnancy  when 
she  noted  the  return  of  dyspnea  and  fatigue.  Physical 
findings  showed  a normal  rhythm,  slight  cardiac  en- 
largement, a prominent  systolic  and  presystolic  thrill 
at  the  apex,  and  an  easily  palpable  thrust  synchronous 
with  P2  at  the  base.  Typical  rumbling  diastolic  and 
soft  systolic  murmurs,  together  with  a loud  snapping 
first  apical  and  loud  second  pulmonic  sound,  were 
heard.  The  blood  pressure  was  100/60  mm.  There 
was  no  edema  or  distention  of  the  neck  veins. 

On  December  1,  1954,  utilizing  the  usual  antero- 
lateral incision  through  the  bed  of  the  resected  fourth 
rib,  the  chest  was  opened.  When  the  auricular  ap- 
pendage was  touched  there  were  immediate  aberrant 
contractions  of  the  cardiac  musculature.  Procaine  was 
utilized  for  the  insertion  of  the  purse  string  suture, 
and  some  intravenous  procaine  was  given  by  the 
anesthetist.  Entrance  to  the  left  auricle  was  via  the 
appendage  in  the  classic  fashion.  A typical  mitral 
stenosis  was  found,  having  an  opening  approximately 
the  size  of  the  head  of  a kitchen  match.  The  antero- 
lateral commissure  was  thoroughly  split  and  dilated 
to  the  edge  of  the  valve  ring.  The  posterolateral  com- 
missure was  not  split  or  cut. 

Pathological  examination  of  the  resected  portion 
of  the  auricular  appendage  demonstrated  a small 
Aschoff  nodule. 

The  patient  stood  the  procedure  well  and  was  dis- 
missed from  the  hospital  nine  days  postoperatively. 
She  has  since  been  delivered  of  a normal  infant  with- 
out difficulty  or  evidence  of  cardiac  failure. 

Most  certainly  the  case  reported  is  not  representa- 
tive of  what  is  to  be  expected  of  mitral  commissurot- 
omy as  a procedure  of  choice  for  mitral  stenosis  en- 
countered during  pregnancy.  Some  will  have  large 
hearts  with  weakened  myocardiums,  some  will  have 
irreversible  pulmonary  changes,  some  will  have  auric- 
ular fibrillation,  calcified  valves,  or  previous  history 
of  embolization  suggesting  that  the  mortality  from 
mitral  commissurotomy  would  exceed  the  expected 
benefits.  Many  others,  while  having  undoubted  mitral 
stenosis,  will  tolerate  pregnancy  without  marked  dif- 
ficulty, as  was  the  case  with  this  patient  in  her  first 
two  pregnancies. 

COMMENT 

1.  Uncomplicated  pregnancy  associated  with  mitral 
stenosis  is  not  a contraindication  to  commissurotomy. 

2.  The  commissurotomy  should  be  done  during 
the  first  trimester  of  pregnancy,  if  possible. 
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3.  Mitral  commissurotomy  during  pregnancy  should 
be  reserved  for  those  patients  who  otherwise  would 
require  therapeutic  abortion.  These  are  patients  who 
can  be  expected  to  develop  intractable  failure  or 
hemoptysis  or  cannot  cooperate  with  a medical  regi- 
men. 

4.  Cardiacs  who  can  be  expected  to  remain  in  cate- 
gory I or  II  during  pregnancy  may  delay  commissurot- 
omy until  after  delivery,  if  it  is  then  indicated. 

The  Wichita  Clinic 
3244  East  Douglas 
Wichita,  Kansas 
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Pregnancy  and  Heart  Disease 

Mitral  Commissurotomy  during  Pregnancy 


ALFRED  M.  TOCKER,  M.D.,  ERNEST  W.  CROW,  M.D., 
and  GRANT  E.  EVANS,  M.D.,  Wichita 


Although  mitral  commissurotomy  is  now  widely 
accepted  and  firmly  established  as  a standard  sur- 
gical intervention  with  low  mortality  and  good  re- 
sults, the  utilization  of  this  procedure  in  the  preg- 
nant woman  presents  special  problems.  There  are 
now  numerous  short  reports  of  mitral  commissurot- 
omy during  pregnancy9-  25  which  have  shown  that 
the  hazards  of  mitral  surgery  are  more  apparent  than 
real.  These  have  proved  that  even  in  severe  cases  of 
mitral  stenosis,  pregnancy  need  not  invariably  be 
terminated.  Since  the  long  term  results  of  the  opera- 
tive procedure  itself,  as  well  as  its  relation  to  preg- 
nancy, will  not  be  known  for  perhaps  another  dec- 
ade, policies  with  regard  to  utilization  of  this  sur- 
gical procedure  under  such  circumstances  must  be 
tentative. 

Asymptomatic  lesions,  often  unknown  to  the  pa- 
tients, are  discovered  during  routine  prenatal  physi- 
cal examinations.  In  about  half  the  cases  so  discovered 
in  one  clinic,  the  patients  were  not  aware  of  the  ex- 

From  the  Departments  of  Surgery,  Internal  Medicine, 
and  Obstetrics  and  Gynecology,  Wesley  Hospital,  Wichita, 
Kansas. 


istence  of  the  disease.7  The  effectiveness  of  case  find- 
ing in  this  group  of  patients  is  further  enhanced  by 
the  effect  of  pregnancy  in  making  the  signs  of  heart 
disease  more  obvious.  Obstetrical  patients  with  bor- 
derline indications  for  surgery,  if  they  can  be  carried 
through  their  pregnancies  safely,  will  often  show  a 
minimum  of  signs  and  symptoms  in  the  non-pregnant 
state. 

Yet  the  fact  must  be  kept  in  mind  that  in  the 
practice  of  obstetrics,  heart  disease  is  one  of  the  lead- 
ing causes  of  maternal  morbidity  and  mortality.  Or- 
ganic heart  disease  complicates  1 to  2 per  cent  of  all 
pregnancies11  and  accounts  for  about  25  per  cent  of 
all  maternal  deaths.6  Ninety  per  cent  or  more  of  the 
cardiac  lesions  that  occur  in  pregnant  women  are  at- 
tributable to  rheumatic  etiology,21  and  in  at  least  two- 
thirds  of  these  patients  there  is  involvement  of  the 
mitral  valve  alone,  usually  with  mitral  stenosis  with 
or  without  mitral  insufficiency.7-  n-  15  Eighty-five  per 
cent  of  these  rheumatic  heart  disease  patients  are  in 
functional  Class  I or  Class  II23  (New  York  Heart  As- 
sociation Classification)  and  generally  tolerate  their 
pregnancies  well. 


270 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


In  unfavorable  cases,  maternal  mortality  approaches 
40  to  45  per  cent,  and  cardiac  decompensation  ac- 
counts for  60  to  65  per  cent  of  the  fatalities.21  This 
relatively  small  group  of  patients  with  severe  mitral 
stenosis  (Classes  III  and  IV)  accounts  for  most  ma- 
ternal mortality,  and  it  is  in  this  group  that  one  must 
choose  between  continuation  of  the  pregnancy,  inter- 
ruption by  curettage  or  hysterotomy,  or  mitral  com- 
missurotomy. 

Some  time  ago  we  were  faced  with  such  a decision. 
It  is  the  purpose  of  this  paper  to  present  this  case 
history  and  discuss  the  question,  pro  and  con,  of 
mitral  commissurotomy  during  pregnancy. 

CASE  HISTORY 

Mrs.  G.  T.,  a 27-year-old  white  housewife,  was 
admitted  to  Wesley  Hospital,  Wichita,  on  August  17, 
1953,  with  a diagnosis  of  threatened  abortion  and  in- 
active rheumatic  heart  disease,  predominantly  mitral 
valvulitis  with  stenosis.  She  was  estimated  to  be  ap- 
proximately in  her  third  month  of  pregnancy. 

Past  history  revealed  that  at  the  age  of  12  she  had 
had  uncontrollable  muscle  jerkings  and  was  treated 
as  a bed  patient  for  six  months.  Since  childhood  she 
had  been  subject  to  aching  of  her  legs  with  severe 


cramps  and  coldness  of  her  feet  and  frequent  upper 
respiratory  infections.  Her  best  weight  had  been  106 
pounds  some  six  years  previously,  and  she  had  lost 
weight,  weighing  84l/2  pounds  on  admission.  Three 
times  since  age  19  she  had  experienced  fainting  after 
undue  exertion  and  had  had  progressive  exertional 
dyspnea  for  six  years  to  the  point  of  dyspnea  on 
walking  less  than  one  flight  of  stairs.  Slight  dependent 
edema  had  been  present  for  four  years  intermittently. 
Auricular  fibrillation  appeared  in  May  1953-  She 
was  digitalized  April  1953,  at  which  time  commis- 
surotomy was  first  advocated.  She  stated  she  always 
felt  tired,  whether  or  not  she  exerted  herself.  Al- 
though she  felt  she  was  able  to  do  her  own  house- 
work prior  to  her  pregnancy  if  she  took  her  time,  for 
some  time  her  mother  had  been  doing  her  housework 
for  her. 

The  patient  was  a para  I,  gravida  V.  Her  first 
pregnancy  had  resulted  in  the  birth  of  a premature 
infant,  who  died  shortly  after  birth.  Her  second  and 
third  pregnancies  resulted  in  miscarriages.  Her  last 
pregnancy  six  years  ago  terminated  favorably  with 
the  delivery  of  a male  infant  weighing  5 pounds  and 
5 ounces.  Although  she  weighed  104  pounds  at  the 
onset  of  her  fourth  pregnancy,  she  weighed  only  96 


Figure  1 

A B 

Lateral  x-rays  of  chest  showing  diminution  in  size  of  left  atrium  as  outlined  by  barium  swallow  following  mi- 
tral commissurotomy  (B)  as  compared  with  pre-operative  film  (A). 
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pounds  at  the  time  of  delivery.  During  this  fourth 
pregnancy  she  had  had  several  episodes  of  hemoptysis. 
She  and  her  husband  were  eager  to  have  another  child. 

At  the  time  of  admission  she  was  experiencing 
vague  lower  abdominal  and  flank  pains  and  was 
bleeding  vaginally.  She  exhibited  a Grade  II  low- 
pitched,  soft,  rumbling,  diastolic  murmur  over  the 
apical  and  mitral  areas.  Blood  pressure  was  90/60. 
The  second  pulmonic  sound  was  accentuated.  Elec- 
trocardiogram revealed  digitalis  effect,  flutter-fibril- 
lation, and  right  heart  hypertrophy.  Fluoroscopy  and 
x-ray  revealed  an  increased  transverse  diameter  of  the 
heart  with  definite  enlargement  of  the  left  atrium 
(Figure  lA) . 

With  the  threatened  abortion  controlled,  decision 
was  made  to  perform  mitral  commissurotomy  rather 
than  to  permit  continuance  of  the  complicated  preg- 
nancy or  to  perform  a therapeutic  abortion.  The  op- 
eration was  performed  on  August  22,  1953.  At  opera- 
tion, numerous  pleural  adhesions  were  encountered. 
The  pericardial  sac  was  unusually  tense,  and  incision 
into  the  pericardial  sac  released  a moderate  amount 
of  fluid.  The  enlarged  left  atrium  of  the  fibrillating 
heart  was  entered  through  its  auricle.  Digital  explora- 
tion revealed  soft  pliable  valve  leaflets,  no  calcifica- 
tion being  present,  with  the  valvular  orifice  measur- 
ing approximately  0.5  cm.  in  diameter.  The  antero- 
lateral commissure  was  finger-fractured  with  only 
moderate  difficulty,  and  the  postero-medial  commis- 
sure was  easily  split  by  a similar  maneuver,  resulting 
in  an  orifice  which  the  operator  (A.M.T.)  estimated 
would  admit  ll/2  to  2 fingers.  No  regurgitation  was 
noted  prior  to  or  following  the  commissurotomy.  The 
left  auricular  appendage  was  ligated  at  its  base,  par- 
tially amputated,  and  the  open  end  oversewn  with 
continuous  fine  silk  suture.  The  amputated  auricular 
myocardium  showed  mild  fibrosis  with  no  evidence 
of  Aschoff  bodies.  A lung  biopsy  revealed  only  fibrous 
pleuritis. 

The  patient  withstood  the  operation  well.  However, 
her  convalescence  postoperatively  was  prolonged.  Her 
only  serious  postoperative  complication  was  an  ate- 
lectasis of  the  medial  segment  of  the  right  middle 
lobe,  which  responded  to  bronchoscopic  aspiration. 
She  continued  to  receive  digitalis  and  was  discharged 
from  the  hospital  on  September  6,  1953. 

During  the  remainder  of  her  pregnancy  her  car- 
diac status  did  not  become  worse ; in  fact  both  dysp- 
nea and  edema  were  less  than  when  examined  by 
one  of  us  (E.W.C.)  in  May  1953,  prior  to  preg- 
nancy. The  prenatal  course  was  uneventful. 

She  was  delivered  January  31,  1954,  after  a five- 
hour  labor,  of  a living  female  infant  weighing  4 
pounds  and  8l/2  ounces.  Labor  was  spontaneous  with 
a midline  episiotomy.  During  labor  60  mgm.  of  ni- 
sentil  was  given  and  a pudendal  block  was  done  for 


delivery.  During  labor,  delivery,  and  immediately 
postpartum,  no  signs  of  cardiac  decompensation  were 
noted. 

Since  delivery  her  weight  has  varied  from  82  to  89 
pounds.  The  severe  cramping  of  her  legs  and  cold- 
ness of  her  feet  which  were  always  present  on  exer- 
tion prior  to  operation  have  disappeared  completely. 
Although  she  continued  digitalis,  she  no  longer  finds 
it  necessary  to  remain  on  a low  salt  diet.  Edema  of 
feet  and  ankles,  which  had  been  present  prior  to 
operation,  is  no  longer  observed.  She  is  less  suscep- 
tible to  upper  respiratory  infections.  Her  exertional 
tolerance  has  improved  to  a point  where  only  hard 
work  tires  her.  She  is  able  to  do  all  of  her  own 
housework,  including  such  tasks  as  waxing  floors, 
without  difficulty.  She  states  that  she  can  walk  at  a 
normal  rate  as  far  as  desired  without  dyspnea.  The 
mitral  murmur,  though  still  present,  has  been  sig- 
nificantly diminished.  An  electrocardiogram  still  shows 
auricular  fibrillation  with  a slow  ventricular  response. 
Her  blood  pressure  remains  unchanged. 

Roentgenological  examination  reveals  evidence  of 
postoperative  improvement.  The  transverse  diameter 
of  the  heart  is  still  enlarged,  but  there  is  some  dim- 
inution in  the  size  of  the  left  atrium  (Figure  IB). 

DISCUSSION 

The  hemodynamic  burden  of  pregnancy,  as  well 
as  the  natural  course  of  rheumatic  heart  disease,  ac- 
counts for  cardiac  deaths  during  pregnancy.  Medical 
and  surgical  therapeutic  means  are  available  which 
control  many  of  the  factors  giving  rise  to  this  hemo- 
dynamic burden. 

These  patients  must  be  carefully  and  frequently 
observed.  The  curve  of  cardiac  work  in  pregnancy, 
maximum  in  the  seventh  and  eighth  months,  must 
be  kept  in  mind.  Often  rigid  cardiac  regimens  must 
be  enforced,  especially  during  the  critical  periods  of 
pregnancy.  The  major  principle  is  to  organize  ways 
and  means  which  limit  or  restrict  the  rise  in  cardiac 
output,  cardiac  rate,  and  total  blood  volume.  Limi- 
tation of  physical  activity,  avoidance  of  emotional 
stress,  proper  attention  to  ectopic  rhythms  and  tachy- 
cardia, digitalization,  limitation  of  sodium  intake,  the 
avoidance  of  infusions  or  transfusions  which  may 
increase  the  blood  volume,  and  proper  attention  to 
other  factors  (such  as  anemia,  obesity,  infections,  and 
hyperthyroidism)  are  necessary.  The  severity  of  the 
heart  disease,  the  age  of  the  patient,  the  history  or 
occurrence  of  heart  failure,  and  the  possibility  of 
adequate  supervision  and  accurate  management  must 
also  be  taken  into  consideration.  It  is  generally  felt 
that  operation  is  not  indicated  in  patients  falling  into 
functional  classes  1 and  2. 9 

In  cases  in  which  the  mitral  valve  is  so  tight  and 
the  patient’s  cardiac  reserve  so  severely  compromised 
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that  no  amount  of  supportive  therapy  will  compen- 
sate for  the  load  of  pregnancy  (Classes  3 and  4 pa- 
tients), interruption  of  pregnancy  or  mitral  valvu- 
lotomy must  be  considered.  The  demonstrated  effec- 
tiveness and  low  mortality  of  this  surgical  procedure 
should  give  it  priority  over  interruption  of  pregnancy. 
Patients  with  a history  of  doing  badly  from  a cardiac 
standpoint  during  previous  pregnancies,  or  who  de- 
velop pulmonary  edema  in  spite  of  adequate  medical 
treatment  early  in  pregnancy,  should  be  offered  this 
operation. 

According  to  a recent  report  covering  a period  of 
15  years,  therapeutic  abortions  have  varied  from  one 
abortion  per  166  deliveries  to  one  abortion  per  357 
deliveries  in  the  average  teaching  hospital.19  Cardiac 
cases  account  for  15  to  20  per  cent.  Approximately 
85  per  cent  of  these  abortions  for  cardiac  disease 
were  in  patients  with  pure  mitral  stenosis  or  combined 
lesions  due  to  rheumatic  infection.19  Glover  et  al.9 
postulate  that  since  the  number  of  therapeutic  abor- 
tions for  tuberculosis  has  decreased,  while  the  num- 
ber for  cardiac  disease  has  remained  nearly  the  same, 
this  percentage  in  recent  years  has  doubled  in  propor- 
tion, making  it  30  to  40  per  cent  of  all  cases.  In 
their  recently  reported  series  of  500  mitral  commis- 
surotomies, 1 per  cent  of  the  cases  were  operated 
upon  during  pregnancy  without  mortality  and  with 
improvement  in  all.9  These  patients  would  ordinarily 
have  been  considered  for  therapeutic  abortion. 

Proper  judgment  in  selection  or  rejection  of  cases 
for  surgery  requires  an  understanding  of  the  patho- 
physiological mechanisms  of  the  cardiac  disease  and 
the  physiological  mechanisms  of  pregnancy,  individ- 
ually and  combined. 

PHYSIOLOGICAL  CHANGES  DURING  PREGNANCY 

Certain  physiologic  changes  have  been  shown  to 
take  place  in  pregnancy,  a knowledge  of  which  is  im- 
portant in  evaluating  and  managing  the  cardiac  pa- 
tient who  is  pregnant. 

1.  Oxygen  consumption  progressively  increases 
during  pregnancy  to  a maximum  of  25  per  cent  above 
the  non-pregnant  state.21  This  results  from  increased 
demands  of  the  pregnant  uterus  and  fetus.7’  26 

2.  There  is  an  increase  in  the  respiratory  ventilation 
volume  relatively  greater  than  the  increase  in  oxygen 
consumption  resulting  in  a lowering  of  alveolar  and 
blood  C02  partial  pressures.7 

3.  Cardiac  rate,  pulse  pressure,  and  venous  pres- 
sure (in  the  legs)  are  increased  during  normal  preg- 
nancy.26 

4.  Total  blood  volume  increases  up  to  50  per  cent 
during  pregnancy,  a fall  in  hematocrit  resulting  from 
a relatively  greater  increase  of  plasma  volume  than 
red  cell  volume.  The  volume  increases  up  to  about 


the  eighth  month,  and  then  decreases  as  term  ap- 
proaches. 

5.  Cardiac  output  increases  to  a maximum  of  50 
per  cent  in  about  the  32nd  week,  being  achieved  by 
both  an  increased  heart  rate  and  stroke  volume. 

6.  The  placental  site  contains  large  arteriovenous 
communications  which  add  further  to  the  increased 
cardiac  load. 

7.  Labor  itself  adds  considerably  to  the  cardiac 
load  by  increasing  oxygen  consumption  and  cardiac 
output. 

8.  Cardiac  decompensation  occasionally  occurs  24 
to  72  hours  following  delivery,  a phenomenon  which 
has  been  attributed  by  some  authors5  to  interruption 
of  the  placental  circulation  and  occluding  the  "shunt” 
and  allowing  a transient  increase  in  circulating  blood 
volume. 

PATHOPHYSIOLOGICAL  MECHANISM 
OF  MITRAL  STENOSIS 

Mitral  stenosis  produces  changes  in  the  circulation 
due  to  obstruction  of  the  flow  of  blood  through  the 
reduced  mitral  valve  orifice.  Left  atrial  pressure  rises, 
and,  in  the  less  severe  cases,  a normal  cardiac  output 
may  be  maintained  at  rest,  but  often  not  during  activ- 
ity. The  elevated  pressure  in  the  left  atrium  is  neces- 
sarily followed  by  a corresponding  rise  in  pulmonary 
capillary  pressure.  In  severe  mitral  stenosis,  the  dia- 
stolic time  is  not  sufficient  to  permit  adequate  filling 
of  the  left  ventricle,  and  an  increase  in  heart  rate 
further  reduces  this  diastolic  time.  Thus  cardiac  out- 
put is  further  reduced,  requiring  a further  rise  in  the 
atrial  pressure.  This  vicious  cycle  is  reflected  in  an 
elevated  pressure  in  the  pulmonary  artery,  especially 
during  exercise,  which  may  be  demonstrable  roent- 
genographically  and  determined  by  cardiac  catheteri- 
zation. 

COMBINED  EFFECTS 

OF  PREGNANCY  AND  MITRAL  STENOSIS 

In  all  pregnant  women  there  is  an  encroachment 
on  cardiac  reserve.14  Pregnancy  imposes  an  extra 
strain  on  an  already  struggling  heart,  causing  a de- 
creased margin  of  cardiac  reserve  and  increasing  the 
threat  of  decompensation.  Severe  pulmonary  conges- 
tion, large  hemoptyses,  attacks  of  pulmonary  edema, 
and  cardiac  decompensation  are  likely  to  develop. 

The  normal  rise  in  cardiac  output  which  accom- 
panies pregnancy  requires  an  increased  rate  of  flow  of 
blood  through  the  stenotic  valve,  necessitating  further 
increase  in  left  atrial  pressure.  This  is  reflected  in  an 
increased  pulmonary  capillary  pressure.  This  is  fur- 
ther complicated  by  the  elevation  of  atrial  and  capil- 
lary pressures  resulting  from  the  increased  blood  vol- 
ume and  tachycardia  of  pregnancy.  Thus  failure  of 
cardiac  output  and  pulmonary  edema  are  constant 
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threats  to  the  pregnant  patient  with  mitral  stenosis. 

In  some  patients  with  mitral  stenosis,  aggravation 
of  dyspnea  occurs  unexpectedly  early — within  a few 
weeks  of  conception.  It  has  been  suggested  that  this 
increase  in  dyspnea  may  be  similar  to  that  commonly 
noticed  in  women  during  the  time  of  menses,  and 
it  may  be  related  to  fluid  retention  by  hormonal 
control.16 

It  is  obvious,  therefore,  that  the  physician  con- 
cerned with  these  patients  must  take  into  considera- 
tion all  factors — those  due  to  pregnancy,  those  due 
to  valvular  disease,  the  combined  effects  of  these  two, 
and  those  changes  due  to  other  factors  (obesity, 
anemia,  etc.) — in  making  the  best  decision  for  these 
patients  to  permit  attainment  of  the  obstetrical  ideal, 
a living  mother  and  a living  baby,  without  subjecting 
both  to  the  dangers  of  a possibly  needless  operation. 

ARGUMENTS  AGAINST  OPERATION 
DURING  PREGNANCY 

The  history  of  mitral  surgery,  especially  during 
pregnancy,  is  recent  and  requires  further  evaluation. 
The  normal  pregnant  woman  may  exhibit  many  find- 
ings which  mimic  organic  heart  disease:9-  11  arrhyth- 
mias (particularly  paroxysmal  auricular  tachycardia), 
functional  murmurs  (heard  in  50  to  70  per  cent  of 
all  pregnant  women),  increased  heart  rate,  breathless- 
ness, nocturnal  dyspnea,  orthopnea,  and  ankle  edema 
(due  to  venous  congestion  of  the  lower  extremities). 
Intrathoracic  changes  during  pregnancy,  especially 
those  resulting  from  elevation  of  the  diaphragm  and 
the  lordotic  posture  of  the  patient,  are  suggestive  of 
organic  heart  disease.  These  include  an  increased 
haziness  of  the  lung  bases  (suggestive  of  pulmonary 
congestion),  an  illusion  of  cardiac  enlargement,  ac- 
centuation of  the  pulmonary  conus,20  and  bulging  of 
the  upper  segment  of  the  left  cardiac  border  with 
retrodisplacement  of  the  esophagus13  (mimicking  the 
findings  produced  by  enlargement  of  the  left  atrium 
seen  in  mitral  stenosis).  Murmurs  that  are  impressive 
during  pregnancy  may,  upon  postpartum  reappraisal, 
be  minimal  or  even  absent. 

If  the  pathological  state  can  be  tolerated  during 
pregnancy  without  too  great  risk,  surgery  may  prove 
unnecessary.  Pregnancy  does  not  seem  to  hasten  or 
adversely  affect  the  pathological  changes  of  rheumatic 
heart  disease.12  Women  with  mitral  stenosis  and 
pregnancy  on  the  whole  do  well  with  informed  medi- 
cal treatment.  While  surgery  may  be  performed  suc- 
cessfully and  the  pregnancy  continued  to  a successful 
conclusion,  most  of  these  women  would  probably  do 
well  without  an  operation  and  with  adequate  medical 
supervision. 

Operative  hazards  are  increased  by  the  combined 
effects  of  pregnancy  and  cardiac  pathology.  Commis- 
surotomy may  reactivate  rheumatic  fever.  Operation, 


if  indicated  upon  completion  of  pregnancy,  subjects 
only  one  life  to  the  risk  of  surgery.  Diagnosis,  even 
in  the  best  of  hands,  is  uncertain.  Regurgitation  or 
multiple  valvular  disease  may  exist,  and  these  patients 
may  be  subjected  to  operation  without  benefit  and 
with  increased  risk  both  during  and  following  car- 
diotomy.  The  operation  does  carry  some  mortality,10 
and  even  patients  with  pure  mitral  stenosis  may  be 
made  worse  by  surgery. 

The  life  of  the  fetus,  in  particular,  is  theoretically 
endangered  by  operation.2  Bouts  of  cyanosis  may 
occur  during  the  induction  of  anesthesia  or  during  the 
surgical  maneuvers,  which  may  also  give  rise  to  se- 
vere hypotension.  This  hypotension  may  be  tempo- 
rary or  may  persist  postoperatively  for  varying  pe- 
riods of  time.  The  fetal  arterial  blood  is  believed  to 
maintain  the  same  oxygen  tension  as  the  mother’s 
venous  blood.  Therefore,  even  slight  degrees  of  hy- 
poxia in  the  mother’s  circulation  may  be  reflected  in 
a low  venous  oxygen  tension  and  consequent  extreme 
hypoxia  of  the  fetus.  Death  of  the  fetus  and  subse- 
quent abortion  or  miscarriage  may  result. 

ARGUMENTS  FOR  OPERATION  DURING  PREGNANCY 

Mitral  surgery  has  made  childbearing  possible  for 
many  women  heretofore  doomed  to  barren  marriage 
by  severe  rheumatic  disease.  Frequently  marriages  fail 
to  survive  because  of  this  factor  alone.  Even  in  preg- 
nancy, the  results  of  the  operation  have  been  reported 
generally  as  good.2-  9 Many  feel  the  policy  of  termi- 
nating pregnancy  and  sterilizing  these  patients  is  no 
longer  justified  until  the  valve  is  actually  examined 
at  operation.4-  7-  9 

Modern  cardiology  is  not  limited  to  clinical,  radio- 
logical, and  laboratory  examination.  It  extends  into 
the  operating  room  where  the  final,  more  complete, 
and  more  exact  assessment  can  often  be  made.4- 9 
Patients  have  been  subjected  to  mitral  commissurot- 
omy after  the  pregnancy  has  been  terminated  and 
even  after  sterilization.  Yet  experience  has  shown 
that  the  risk  of  operation  during  pregnancy  is  an  ac- 
ceptable one.9-  25  During  pregnancy  the  lives  of  the 
patient  and  the  unborn  child  are  often  in  peril,  and 
aggravation  of  symptoms  such  as  dyspnea  or  acute 
pulmonary  edema  may  occur  unexpectedly  early. 

The  operation  may  be  performed  at  any  time,  even 
during  the  period  of  greatest  hemodynamic  strain, 
but  it  is  generally  agreed  that  early  operation  is  pref- 
erable.9 The  earlier  in  pregnancy  operation  is  under- 
taken, the  sooner  benefits  accrue  before  the  circula- 
tory burden  asserts  itself.  And,  in  the  event  of  sur- 
gical failure,  there  will  be  more  opportunity  to  re- 
sort to  interruption  of  pregnancy — when  this  proves 
absolutely  necessary. 

The  hormones  of  pregnancy  may  have  a protective 
effect  against  reactivation  of  rheumatic  disease  fol- 
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lowing  commissurotomy  during  pregnancy.9  It  is  our 
opinion  that  abortion  is  less  likely  to  occur  after 
successful  operation.  Even  if  the  pregnancy  is  com- 
pleted successfully  without  operation,  the  mother  may 
be  left  a cardiac  cripple,  in  need  of  operation,  unwill- 
ing or  unable  to  leave  the  care  of  her  child  to  under- 
go surgery,  and  yet  less  able  to  care  for  the  child  and 
home  because  of  her  cardiac  disability.  During  this 
time,  the  cardiac  condition  in  the  more  severe  cases 
may  undergo  considerable  progressive  deterioration. 

CONCLUSIONS 

Every  case  of  mitral  stenosis  during  pregnancy 
must  be  carefully  individualized.  Supportive  therapy, 
mitral  commissurotomy,  and  occasionally  therapeutic 
abortion  may  have  a place  in  the  treatment  of  these 
patients.  Ordinarily  only  patients  in  Classes  III  and 
IV  will  require  mitral  commissurotomy.9 

If,  under  proper  medical  care,  signs  of  cardiac  de- 
compensation prior  to  the  "safe  interlude”  preceding 
delivery  do  not  develop,  the  outlook  is  relatively  good 
with  improvement  in  cardiac  symptoms  during  the 
final  weeks  of  pregnancy.  The  incidence  of  heart  fail- 
ure steadily  increases  in  pregnancy  up  to  the  32nd 
week,  but  primary  failure  seldom  occurs  after  that 
time.24  Labor  is  usually  well  tolerated  and  does  not 
impose  an  unbearable  strain  on  the  heart. 

However,  in  those  patients  who,  in  spite  of  intel- 
ligent medical  management,  develop  stubborn  conges- 
tive phenomena  or  give  promise  of  doing  so  (history 
of  doing  badly  in  previous  pregnancies  in  spite  of 
good  medical  management,  poor  cardiac  status  prior 
to  pregnancy,  etc.),  mitral  commissurotomy  is  often 
preferable  to  therapeutic  abortion. 

Although  mitral  commissurotomy  may  be  performed 
at  almost  any  time,  even  during  the  period  of  greatest 
hemodynamic  strain,  the  earlier  in  pregnancy  it  is  per- 
formed, the  better.  The  cardiac  reserve  diminishes  as 
the  burden  of  pregnancy  increases,  and  the  hazards 
of  operation  are  progressively  greater  and  its  benefits 
less  marked  as  pregnancy  advances.  Operation  can  best 
be  done  during  the  first  trimester.  The  findings  of 
patients  in  the  16th  to  the  32nd  weeks  of  pregnancy 
should  be  carefully  weighed  before  the  operation  is 
offered.  It  is  contraindicated,  as  a rule,  after  the 
32nd  week.9 

It  is  the  opinion  of  many,  including  ourselves,  that 
repeated  embolic  phenomena  call  for  emergency  mitral 
commissurotomy  at  any  stage  in  pregnancy.9 

Mitral  commissurotomy  is  a diagnostic  as  well  as 
a therapeutic  procedure  which  should  be  utilized  be- 
fore termination  of  pregnancy.4  Cesarean  section  or 
therapeutic  abortion  is,  as  a rule,  seldom  justifiable 
prior  to  operation.  In  many  cases  improvement  will 
nullify  the  necessity  of  terminating  the  pregnancy. 

On  the  other  hand,  if  cardiotomy  reveals  a rigid, 


calcified  mitral  valve,  moderate  regurgitation  or  a high 
degree  of  cardiac  enlargement,  or  if  the  therapeutic 
response  following  commissurotomy  is  poor  (especial- 
ly in  patients  over  35  years  of  age  or  in  those  with 
auricular  fibrillation),  termination  of  pregnancy  may 
be  justified,  in  spite  of  the  performance  of  a techni- 
cally adequate  commissurotomy.9  This  is  also  true  if 
other  serious  pathology  is  discovered  at  operation. 
Thus  the  findings  at  operation  will  enable  the  car- 
diologist and  the  obstetrician  to  determine  whether  or 
not  the  present  and  possible  future  pregnancies  are 
too  great  a threat  to  the  patient’s  life. 
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Rectal  and  Colonic  Cancer 

with  Special  Reference  to  the 
Importance  of  Precursory  Lesions 

CHARLES  W.  MAYO,  M.D.,  and  DONALD  R.  DAVIS,  M.D., 

Rochester , Minnesota 


When  it  is  considered  that  15  per  cent  of  malignant 
tumors  of  the  human  body  occur  in  the  anus,  rectum, 
and  colon,  that  30,000  to  35,000  American  people 
die  annually  of  this  disease,  and  that  approximately 
12  per  cent  of  persons  harbor  lesions  of  malignant 
potentialities  in  the  colon  or  rectum  at  some  time  in 
their  lifetime,  impetus  is  given  to  efforts  advanced  for 
the  eradication  of  precancerous  lesions  in  this  region. 

We  are  in  agreement  with  Pansier1  in  his  belief 
that  further  extension  of  the  surgical  attack  on  cancer 
of  the  colon  and  rectum  will  offer  little  in  the  way 
of  improving  our  present  statistics  on  salvage.  Fur- 
thermore, we  are  of  the  opinion  that  greatest  improve- 
ment will  evolve  from  efforts  to  detect  and  eradicate 
certain  premalignant  lesions,  namely  adenomatous  pol- 
yps of  the  rectum  and  colon,  familial  polyposis,  and 
chronic  ulcerative  colitis.  Thus,  it  is  apparent  that  the 
task  of  improving  our  present  salvage  rate  is  not  one 
that  falls  only  to  the  skill  of  the  surgeon  but,  rather, 
is  the  prerogative  of  all  physicians  actively  engaged 
in  the  practice  of  medicine. 

It  is  generally  agreed  that  adenomatous  polyps  of 
the  colon  and  rectum  constitute  one  of  the  most  dan- 
gerous precursors  of  cancer  known,2  and  furthermore, 
this  precursor  is  the  most  common.  In  a recent  report, 
Hitchcock  and  Aust3  reviewed  the  records  of  5,352 
men  and  women  examined  at  the  Cancer  Detection 
Center  of  the  University  of  Minnesota  between  March, 
1948,  and  February,  1953.  They  found  that  1.7  per 
cent  of  these  patients  were  hosts  to  clinical  cancer  and 
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that  the  colon  and  rectum  were  the  primary  sites  of 
the  lesions  twice  as  frequently  as  was  any  other  organ. 
Thirteen  hundred  patients,  or  24  per  cent  of  their 
total  group,  had  precancerous  lesions  of  one  form  or 
another.  Six  hundred  twenty-four  of  these  lesions,  or 


Improvement  in  cure  rates  for  cancer 
of  the  colon  and  rectum  is  more  likely  to 
result  from  proper  treatment  of  precan- 
eerous  lesions  than  from  extensions  of 
our  operative  procedures.  Conditions 
considered  include  adenomatous  polyps, 
familial  polyposis,  and  chronic  ulcer- 
ative colitis. 


approximately  half,  were  adenomas  of  the  rectum  or 
colon.  This  represents  an  incidence  of  11.7  per  cent 
of  all  persons  examined.  It  is  our  opinion  that  all 
these  people,  if  given  sufficient  time,  ultimately  would 
have  clinical  cancer  and  that  a portion  of  them  would 
die  of  the  disease. 

Whether  or  not  all  cancers  of  the  colon  and  rectum 
have  their  origin  in  adenomatous  polyps  has  been  a 
much-debated  question  and,  of  course,  the  answer  is 
not  known.  Jackman  and  Mayo4  outlined  the  evidence 
that  has  accumulated  in  recent  years  to  indicate  that 
polyps  of  the  colon  and  rectum  are  important  fore- 
runners of  cancer.  This  evidence,  we  feel,  is  worthy 
of  reiteration,  as  follows:  (1)  There  is  a close  paral- 
lelism between  the  location  of  polyps  and  the  location 
of  clinical  cancer  in  the  large  intestine;  (2)  There 
also  is  significant  similarity  of  age  and  sex  distribu- 
tion between  patients  who  harbor  adenomas  and  those 
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who  harbor  carcinomas;  (3)  The  frequency  with 
which  adenomas  and  carcinomas  are  encountered  in 
the  same  patient  is  noteworthy;  (4)  Persons  with 
familial  polyposis  almost  invariably  die  of  cancer  of 
the  colon  or  rectum  if  they  are  not  treated  and  if 
they  live  long  enough;  (5)  Untreated  polyps  show 
malignant  degeneration  on  subsequent  examination; 
and  (6)  Polypoid  disease  and  subsequent  carcinoma 
are  among  the  most  common  complications  of  chronic 
ulcerative  colitis. 

Seventy  per  cent  of  cancers  that  involve  the  large 
intestine  are  within  reach  of  the  24-cm.  sigmoido- 
scope. The  same  is  true  of  adenomatous  polyps.  Can- 
cer of  the  colon  occurs  most  frequently  in  patients 
between  the  ages  of  30  and  70  years,  the  so-called 
cancer  age.  Again,  the  same  is  true  of  adenomatous 
polyp.  Both  adenomas  and  carcinomas  predominate  in 
men  in  a ratio  of  3:2.  Eighteen  per  cent  of  specimens 
removed  because  of  carcinoma  of  the  colon  have  one 
or  more  polyps  adjacent  to  the  growth,  which  are 
commonly  designated  "sentinel  polyps.”  If  it  is  con- 
sidered that  the  remainder  of  the  colon  may  harbor 
tiny  polyps  not  visible  by  roentgenographic  means, 
the  actual  incidence  must  be  a good  deal  higher  than 
this. 

Buie5  has  estimated  that  25  to  30  per  cent  of  all 
persons  with  cancer  of  the  colon  or  rectum  have  as- 
sociated polyps  somewhere  in  the  colon,  but  he  has 
stated  that  the  majority  occur  close  to  the  growth. 
Dockerty6  is  of  the  opinion  that  approximately  50  per 
cent  of  persons  with  familial  polyposis  will  die  of 
cancer  by  the  age  of  30  years,  whereas  practically  all 
of  them  will  have  advanced  abdominal  cancer  or  will 
die  of  cancer  before  the  age  of  50  years.  Buie  and 
Brust7  reported  on  eight  patients  who  had  solitary 
rectal  adenomas  and  refused  treatment.  In  four  of 
these  cases,  clinical  cancer  developed  at  the  site  of 
the  original  polyps  during  periods  ranging  from  2 to 
10  years.  Bacon  and  associates8  studied  800  cases  of 
cancer  of  the  colon  and  reported  that  in  90,  or  11.2 
per  cent,  there  was  evidence  that  the  carcinoma  had 
its  inception  in  an  adenomatous  polyp,  and  that  in  an 
additional  3.7  per  cent  there  was  presumptive  evidence 
of  such  origin.  A patient  treated  by  us  illustrates  viv- 
idly the  adenoma-carcinoma  sequence. 

Illustrative  Case.  A machine  operator,  aged  52 
years,  first  came  to  the  Mayo  Clinic  in  1948  because 
of  nervousness  and  worry  about  his  health.  After  a 
satisfactory  examination,  including  digital  rectal  ex- 
amination, he  was  dismissed  with  a diagnosis  of  anx- 
iety neurosis.  In  1952  he  experienced  an  episode  of 
rectal  bleeding  and  consulted  his  home  physician; 
proctosigmoidoscopic  examination  revealed  two  small 
polyps  in  his  rectum.  Immediate  treatment  by  figura- 
tion was  recommended  but  was  refused  by  the  patient. 
In  September,  1954,  after  two  years  of  procrastination, 
he  was  referred  to  this  clinic  by  his  home  physician 


for  treatment  of  rectal  carcinoma.  On  proctoscopic 
examination,  the  diagnosis  of  annular,  ulcerative,  ob- 
structive adenocarcinoma,  grade  2 (Broders’  classifica- 
tion), was  confirmed.  An  operation  that  was  under- 
taken with  hope  for  a cure  revealed  extensive  hepatic 
metastasis  which  involved  both  lobes  of  the  liver,  so 
only  a palliative  resection  was  performed  to  relieve 
intestinal  obstruction. 

Here,  then,  was  a man  doomed  to  early  death  be- 
cause of  his  procrastination  in  the  treatment  of  rectal 
polyps.  It  may  seem  redundant  to  emphasize  that  pa- 
tients with  rectal  polyps  who  delay  treatment  should 
be  fully  informed  of  the  hazard  of  cancer  and,  should 
they  persist  in  refusing  treatment,  the  responsibility 
should  be  entirely  their  own. 

Twenty-five  years  ago  it  was  not  believed  that  can- 
cer ever  occurred  as  a complication  of  chronic  ulcer- 
ative colitis.  However,  since  the  report  of  Yoeman,9 
in  1927,  there  has  been  an  ever-increasing  number  of 
reports  in  the  medical  literature  connoting  its  fre- 
quency. Bargen  and  associates10  recently  reported 
1,564  cases  of  chronic  ulcerative  colitis  and  attempted 
to  determine  the  relative  frequence  with  which  car- 
cinoma occurred  as  a complication.  They  determined 
that  6.3  per  cent  of  patients  in  their  group  died  of 
carcinoma  of  the  colon.  Not  concerning  themselves 
with  the  number  of  cases  in  which  cancer  may  de- 
velop later,  they  compared  the  number  of  deaths  from 
cancer  in  their  group  with  the  expected  number  of 
deaths  from  cancer  of  the  colon  in  the  normal  popu- 
lation, utilizing  death  rates  supplied  by  the  United 
States  Public  Health  Service.  They  concluded  that 
cancer  of  the  colon  and  rectum  develops  30  times  as 
frequently  in  persons  who  have  chronic  ulcerative  co- 
litis as  it  does  in  individuals  of  similar  age  groups  in 
the  general  population. 

It  has  been  noted  that  the  incidence  of  malignancy 
is  greater  in  persons  afflicted  with  chronic  ulcerative 
colitis  at  an  early  age ; that  in  this  group  of  patients 
the  grade  of  malignancy  usually  is  high ; that  the 
lesions  frequently  are  multiple,  and  that  the  outlook 
for  these  patients  is  extremely  grave.  Of  73  patients 
studied  by  Shands  and  associates11  and  subjected  .to 
operation  with  hope  for  cure,  only  two  lived  for  five 
years  and  one  of  these  subsequently  succumbed  to  car- 
cinoma. 

Having  presented  evidence  illustrating  the  serious 
danger  of  cancer  associated  with  adenomatous  polyps, 
familial  polyposis,  and  chronic  ulcerative  colitis,  we 
are  confronted  with  the  problem  of  how  we  might 
deal  with  these  conditions  to  advantage  from  the  as- 
pect of  prevention  of  cancer. 

ADENOMATOUS  POLYPS 

It  is  fundamental  that  physicians  and  surgeons 
should  be  aware  of  the  high  incidence  of  polyps  in 
seemingly  normal  persons.  In  evaluating  the  advantage 


MAY,  1956 


277 


of  routine  proctosigmoidoscopy,  Hauch  and  associ- 
ates12 reviewed  the  records  of  1,919  patients  who  had 
had  no  symptoms  referable  to  the  anus  or  gastroin- 
testinal tract.  They  found  that  8.1  per  cent  of  this 
group  had  adenomas  of  the  rectum  or  sigmoid  colon. 
Baggenstoss,13  in  a study  of  2,784  necropsies  in  which 
death  was  attributable  to  diseases  not  related  to  the 
colon,  found  that  14.7  per  cent  of  the  men  and  9.0 
per  cent  of  the  women  had  polyps  in  the  large  in- 
testine. In  view  of  the  fact  that  one  in  10  patients 
more  than  40  years  of  age  has  polyps  that  are  vis- 
ible through  the  24-cm.  sigmoidoscope,  the  "polyp- 
conscious physician”  can  render  a great  service  to  his 
patients  by  finding  and  destroying  these  lesions  in 
their  early  stages  of  development. 

Medical  schools,  hospitals,  and  teaching  clinics  are 
urged  to  familiarize  students  with  the  proper  handling 
of  proctosigmoidoscopic  equipment  and  to  teach  with 
emphasis  the  value  of  adequate  examination  of  the 
rectum  and  terminal  portion  of  the  colon.  Practition- 
ers not  fully  acquainted  with  the  technic  of  proctosig- 
moidoscopic examination  should  take  time  off  from 
their  busy  practices  to  observe  and  learn  this  technic 
so  that  they  may  render  this  service  to  their  patients. 
We  feel  that  every  patient  who  undergoes  a routine 
examination  and  is  40  years  old,  or  older,  should  be 
subjected  to  proctosigmoidoscopic  examination  and, 
perhaps,  to  x-ray  examination  of  the  colon. 

Once  a polyp  has  been  discovered,  its  immediate 
removal  is  mandatory.  The  size  of  the  growth  gives 
no  indication  as  to  whether  or  not  malignant  change 
has  taken  place,  nor  can  it  be  predicted  when  a given 
polyp  will  undergo  malignant  change.  It  is  not  pos- 
sible to  tell,  by  gross  inspection,  which  polyps  are 
benign  and  which  are  malignant ; microscopic  study 
is  necessary  to  determine  their  true  nature.  Once  a 
polyp  has  been  discovered  and  treated,  either  by  fi- 
guration or  by  surgical  removal,  the  patient  should  be 
instructed  to  watch  carefully  for  signs  of  rectal  bleed- 
ing. Also,  he  should  have  a proctoscopic  examination 
and  barium-enema  study  at  least  once  a year  thereafter. 
It  has  been  shown  that  in  approximately  20  per  cent 
of  cases,  additional  polyps  develop  after  fulguration 
of  rectal  polyps,  and  that  in  30  per  cent  of  cases  ad- 
ditional polyps  develop  after  transcolonic  polypecto- 
my. The  necessity  for  careful  follow-up  is  therefore 
obvious. 

FAMILIAL  POLYPOSIS 

Total  abdominal  colectomy  is  the  only  safe  treat- 
ment for  familial  polyposis,  in  view  of  its  serious 
malignant  potentialities.  This  view  is  universally  ac- 
cepted. In  general,  we  follow  one  of  two  approaches 
to  the  problem,  depending  on  the  presence  or  absence 
of  cancer  of  the  rectum. 

In  the  presence  of  cancer  of  the  rectum,  we  prefer 
to  carry  out  total  abdominoperineal  resection  with 


establishment  of  a permanent  ileac  stoma.  The  node- 
bearing tissues  along  the  superior  hemorrhoidal  and 
inferior  mesenteric  vessels  are  removed  en  bloc,  as  in 
any  other  adequate  operation  for  cancer.  We  prefer 
either  skin-grafting  the  ileac  stoma  or  cuffing  it  with 
mucous  membrane,  believing  they  offer  certain  ad- 
vantages to  the  patient. 

In  the  absence  of  cancer  of  the  rectum,  provided  the 
rectum  is  not  diffusely  and  completely  involved  with 
polyps,  total  abdominal  colectomy  with  preservation 
of  the  rectum  and  ileorectostomy  is  the  operation  of 
choice.  Polyps  in  the  rectal  remnant  are  fulgurated 
through  the  sigmoidoscope  prior  to  or  at  a propitious 
time  after  the  operation.  We  prefer  one-stage  resection 
with  primary  end-to-end  anastomosis  because  of  cer- 
tain technical  advantages  to  both  the  patient  and  the 
surgeon,  as  well  as  great  economic  saving  to  the  pa- 
tient. 

Follow-up  examination  of  the  rectum  in  the  years 
after  operation  is  extremely  important  and  must  be 
emphasized  to  the  patient;  we  advise  it  be  done  every 
six  months.  In  practically  100  per  cent  of  patients  ad- 
ditional polyps  develop,  and  these  will  require  ful- 
guration. Black  and  Hansboro14  found  that,  of  26  pa- 
tients, all  but  one  had  polyps  in  the  rectum  that  re- 
quired fulguration  each  year  for  four  years  after  op- 
eration. Total  colectomy  with  ileorectostomy  will  be 
successful  only  if  the  polyp-bearing  rectal  remnant  is 
examined  periodically  and  indefinitely. 

CHRONIC  ULCERATIVE  COLITIS 

Because  cancer  develops  30  times  as  frequently  in 
patients  with  long-standing  chronic  ulcerative  colitis 
as  in  persons  not  so  afflicted,  it  behooves  the  attending 
physician  to  observe  these  patients  carefully  for  polyp- 
oid change  and  for  symptoms  suggestive  of  super- 
vening malignancy.  Opinion  is  widely  divided  as  to 
the  proper  method  of  dealing  with  this  condition. 
There  are  those  who  advocate  total  colectomy  with 
permanent  ileac  stoma  in  every  case  as  soon  as  the  di- 
agnosis has  been  established  definitely.  On  the  other 
hand,  others  adhere  to  a more  conservative  view,  re- 
sorting to  operation  only  in  the  event  of  definite  indi- 
cations, such  as  severe  intractability,  hemorrhage, 
polypoid  change,  or  malignant  degeneration. 

In  general,  the  problem  of  selecting  patients  for 
operation  has  not  been  standardized.  In  view  of  the 
great  number  of  patients  who  have  been  treated  suc- 
cessfully by  medical  means  alone,  we  are  convinced 
that  routine  total  colectomy  with  ileostomy  borders  on 
the  unjust  and  that  surgeons  should  maintain  an  open 
mind,  weighing  carefully  the  question  as  to  whether 
surgical  treatment  is  necessary  to  return  the  patient 
to  a useful  life.  We  have  leaned  toward  the  conserva- 
tive school  in  the  treatment  of  chronic  ulcerative  co- 
litis, but  we  feel  that  all  patients,  with  or  without 
ileostomy,  should  be  examined  periodically,  with  re- 
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view  of  their  histories  and  with  laboratory  studies, 
proctoscopic  examination,  and  barium-enema  study  of 
the  colon  to  detect  any  supervening  malignancy  at  the 
earliest  possible  moment.  In  reviewing  the  manage- 
ment of  this  disease  at  the  Mayo  Clinic,  we  found 
that  total  colectomy  has  been  performed  three  times 
more  frequently  for  chronic  ulcerative  colitis  after 
1940  than  it  was  prior  to  1940.  We  do  total  colectomy 
in  approximately  12  per  cent  of  cases  at  present. 

With  reference  to  polyps  complicating  chronic  ul- 
cerative colitis,  those  within  reach  of  the  sigmoido- 
scope should  be  fulgurated,  preferably  during  a re- 
mission to  avoid  flare-up  of  the  disease,  and  those 
above  the  proctoscopic  level  should  be  checked  fre- 
quently by  roentgenologic  and  fluoroscopic  examina- 
tions to  detect  any  change  in  si2e.  Should  a polyp 
show  enlargement  on  successive  examinations,  the  in- 
tervention of  malignancy  should  be  seriously  con- 
sidered and  the  patient  should  undergo  total  colec- 
tomy. 

SUMMARY  AND  CONCLUSIONS 

1.  Early  detection  and  eradication  of  precancerous 
lesions  rather  than  further  extension  of  our  operative 
attack  will  improve  our  present  salvage  rates  in  car- 
cinoma of  the  colon  and  rectum. 

2.  Adenomatous  polyps  in  the  colon  and  rectum 
are  important  forerunners  of  cancer  and  should  be 
removed.  One  person  in  10  past  the  age  of  40  will 
have  polyps  visible  through  the  24-cm.  sigmoidoscope. 

3.  Total  abdominal  colectomy  is  the  only  safe  treat- 
ment for  familial  polyposis,  and  successful  surgical 
treatment  after  ileoproctostomy  hinges  upon  adequate 
follow-up  and  treatment  of  the  rectal  remnant. 

4.  Persons  with  chronic  ulcerative  colitis  have  can- 
cer of  the  colon  and  rectum  30  times  as  frequently  as 
do  persons  not  so  afflicted.  Periodic  review  of  the  pa- 
tient’s history,  physical  examination,  laboratory  stud- 
ies, proctoscopic  examination,  and  barium-enema  stud- 
ies will  determine  the  question  of  medical  or  surgical 
therapy. 

5.  A plea  is  made  for  medical  schools,  hospitals 
and  teaching  clinics  to  familiarize  their  students  with 


the  proper  use  of  proctoscopic  equipment.  Busy  prac- 
titioners should  take  time  away  from  their  practices, 
if  need  be,  to  learn  how  to  perform  an  adequate  proc- 
tosigmoidoscopic  examination. 

Charles  W.  Mayo,  M.  D. 

Mayo  Clinic 
Rochester,  Minnesota 

Donald  R.  Davis,  M.D. 

5830  Nall  Avenue 
Mission,  Kansas 
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People  sometimes  refer  to  higher  education  as  the  higher  learning,  but  colleges  and 
universities  are  much  more  than  knowledge  factories;  they  are  testaments  to  man’s 
perennial  struggle  to  make  a better  world  for  himself,  his  children  and  his  children’s 
children.  This,  indeed,  is  their  sovereign  purpose.  They  are  great  fortifications  against 
ignorance  and  irrationality;  but  they  are  more  than  places  of  the  higher  learning — they 
are  centers  and  symbols  of  man’s  higher  yearning. 

- — W.  H.  Cowley 


Rheumatic  Heart  Disease 


The  Experimental  Production  of  Rheumatic-Like 
Lesions  in  the  Hearts  of  Animals 

VIRGINIA  LEE  ENGLAND  TUCKER,  Kansas  City 


INTRODUCTION 

Reproduction  of  characteristic  heart  lesions  of  rheu- 
matic fever  in  experimental  animals  has  been  the  sub- 
ject of  much  research  and  speculation  particularly  con- 
centrated in  the  past  25  to  30  years.  Demonstration 
of  the  heart  lesions  of  rheumatic  fever  in  experimental 
animals  is  essential  to  the  establishment  of  etiological 
factors  and  the  treatment  of  the  disease.  Outranked 
only  by  tuberculosis  and  syphilis,  rheumatic  fever  is 
the  third  most  common  serious  infectious  disease  in 
this  country.  It  is  the  foremost  cause  of  death  in  indi- 
viduals below  the  age  of  20. 5 Before  measures  of  pre- 
vention and  control  can  be  established,  an  experi- 
mental model  must  be  reproduced. 

Historically  the  definitive  signs  of  the  disease  have 
been  observed  with  sufficient  frequency  to  enable 
some  basis  for  judgment  and  analysis  of  experimental 
results. 

In  1805  J.  Haygarth8  led  the  research  in  the  field 
by  the  observation  that  clinically  these  lesions  were  a 
"cyanche,  a not  uncommon  antecedent  of  attacks  of 
rheumatic  fever.” 

The  microscopic  requirements  of  the  lesions  in  the 
acute  phase  of  the  disease  were  described  by  L.  Asch- 
off1 in  1904.  His  classic  description  of  Aschoff  bodies 
as  specific  lesions  of  rheumatic  fever  has  been  the 
measuring  device  for  the  production  of  the  disease  in 
the  heart  experimentally. 

An  attempt  to  formulate  the  lesions  demonstrated 
in  the  heart  to  a pathogenesis  of  a disease  process  was 
made  by  Shick25  in  1907.  The  essence  of  his  sugges- 
tions related  the  endocarditis  to  an  "eminent  allergic 
sequelae”  of  rheumatic  fever. 

The  etiologic  factor  of  the  disease  was  defined  by 
A.  F.  Coburn3  in  1931.  A hemolytic  streptococcus  was 
considered  to  be  implicated  in  epidemiological  and 
bacteriological  studies  of  rheumatic  fever  patients. 

Rebecca  Lancefield13  did  much  to  restrict  the  etio- 
logical agent  to  a specific  organism  by  demonstrating 
that  Group  A streptococcus  was  serologically  specific 
for  man. 

The  purpose  of  this  paper  is  two-fold:  (1)  to  re- 
view the  experimental  work  which  has  been  done  in 
the  production  of  the  heart  lesions  characteristic  of 

Mrs.  Tucker  is  a student  at  the  University  of  Kansas 
School  of  Medicine.  This  paper  was  written  during  her 
sophomore  year  at  the  school. 


rheumatic  fever,  (2)  to  analyze  the  positive  and  nega- 
tive findings  in  experimental  animals  simulating  the 
heart  lesions  of  rheumatic  fever.  A complete  review 
of  the  literature  has  not  been  made.  It  is  felt,  how- 
ever, that  an  adequate  sampling  of  the  representative 
types  of  experimental  work  sufficient  to  illustrate  the 
major  trends  on  the  subject  of  the  paper  has  been 
accomplished. 

REVIEW  OF  EXPERIMENTAL  WORK 

The  experimental  work  which  has  been  done  in 
the  production  of  rheumatic  heart  disease  in  animals 
can  arbitrarily  be  placed  in  five  categories  based  on 
theories  pursued  by  investigators  concerning  the  path- 
ogenesis of  rheumatic  fever.  They  are  as  follows:  (1) 
a hypersensitive  reaction  to  hemolytic  streptococcus, 
(2)  the  effects  of  trauma  or  stress  placed  on  the  heart 
with  a superimposed  streptococcal  infection,  (3)  the 
effects  of  nutritional  deficiency  with  a superimposed 
streptococcal  infection,  (4)  the  synergistic  effects  of 


Before  an  experimental  research  an- 
imal can  he  said  to  demonstrate  the 
changes  and  eardiac  lesions  of  rheumatic 
fever,  the  complete  course  of  the  disease 
should  he  observed,  not  just  the  more 
obvious  initial  stage.  In  order  to  accom- 
plish this,  the  experiment  must  be  main- 
tained for  long  enough  periods  of  time 
that  animals  can  demonstrate  these  le- 
sions. 


streptococcus  and  vaccinia  virus,  and  (5)  an  immune 
reaction  based  on  a parasite-host  response  mechanism. 

The  first  category  concerns  experimental  work  based 
on  the  assumption  that  lesions  found  in  the  hearts  of 
rheumatic  fever  patients  result  from  a hypersensitive 
reaction. 

McKeown15  induced  a hypersensitive  response  in 
the  hearts  of  rabbits  by  repeated  injections  of  horse 
serum.  Microscopically,  the  tissue  response  to  sensi- 
tization by  horse  serum  was  evidenced  by  focal  necro- 
sis of  collagen  in  perivascular  tissue,  interstitial  sep- 
tum of  the  myocardium,  and  fibrous  tissue  formation 
on  the  valve  rings  and  valves.  The  inflammatory  re- 
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sponse  of  the  myocardium  and  perivascular  region 
was  felt  to  simulate  Aschoff  nodules. 

Kirschner  and  Howie,12  using  rabbits,  repeated  the 
work  of  McKeown.  However,  they  enlarged  the  ex- 
periment to  include  not  only  the  hypersensitive  re- 
sponse to  horse  serum  but  also  any  apparent  syner- 
gistic effects  that  might  be  present  from  multiple 
injections  of  horse  serum  and  killed  streptococci.  A 
third  group  of  rabbits  was  given  multiple  injections 
of  Group  A hemolytic  streptococci.  Cardiac  lesions 
were  observed  to  vary  only  in  degree  of  severity  in 
cases  where  streptococci  were  used.  Incidence  of  le- 
sions within  a group  was  approximately  the  same  in 
all  three  groups  of  rabbits. 

Robinson23  used  both  monkeys  and  rabbits,  but 
soon  abandoned  monkeys  since  only  mild  carditis 
could  be  produced.  The  intent  of  his  experimental 
work  was  to  demonstrate  the  cardiac  lesions  character- 
istic of  rheumatic  fever  were  related  to  a hypersensi- 
tive response  rather  than  to  an  infectious  process.  He 
made  comparative  studies  of  groups  of  rabbits  given 
repeated  inoculations  of  Group  A streptococci,  single 
inoculations  of  streptococci,  multiple  injections  of 
diphtheroids,  heated  mouth  washings  of  rheumatic 
patients,  and  unheated  mouth  washings  of  rheumatic 
fever  patients.  The  most  severe  cardiac  lesions  were 
produced  in  rabbits  subjected  to  multiple  injections 
of  Group  A streptococci.  Although  he  had  no  evi- 
dence of  such  experimentally,  he  felt  that  the  factor 
responsible  for  the  lesions  was  a "heat-labile,  non- 
antigenic  factor,  a toxic  albumin — bacterioplasma,”  a 
specific  toxin  of  streptococci. 

Murphy  and  Swift19  did  a series  of  experiments 
over  a two-year  period  attempting  to  produce  a rheu- 
matic fever-like  state  in  rabbits  by  successive  focal  in- 
jections of  heterologous  types  of  Group  A strepto- 
coccus. The  rabbits  were  observed  from  three  to  20 
months  before  being  sacrificed.  The  heterologous 
streptococcus  under  the  circumstances  of  the  experi- 
ment produced  lesions  more  typical  of  human  rheu- 
matic fever  than  had  previously  been  demonstrated. 

Schultz  and  Fite24  sensitized  rabbits  with  an  initial 
intravenous  injection  of  acacia  followed  by  multiple 
injections  of  serum  derived  from  rheumatic  fever  pa- 
tients. The  animals  were  sacrificed  in  three  months 
after  approximately  seven  to  12  injections.  Vascular 
lesions  similar  to  those  rather  characteristically  seen 
in  cases  of  human  rheumatic  fever  were  observed. 
Other  findings  were  regarded  as  equivocal. 

Thomas  and  Stetson28’  29>  30  induced  a generalized 
Swartzman  reaction  in  rabbits  which  resulted  in  val- 
vular, perivascular,  and  myocardial  lesions  of  the  heart. 
Coronary  vessels  were  observed  to  undergo  fibrinoid 
necrosis.  Deposits  of  fibrinoid  occurred  on  the  mitral 
and  aortic  valves,  principally  on  valve  surfaces.  Af- 
fected valves  displayed  fragmentation  of  the  ground 


substance.  Often  encountered  in  the  vicinity  of  blood 
vessels  were  areas  of  necrotic  myofibrils  infiltrated  by 
mononucleated  inflammatory  cells  possessing  baso- 
philic cytoplasm  and  characteristic  "owl-eyed”  nuclei. 

Instead  of  giving  streptococci  as  the  preparatory 
and  provocative  agent  in  producing  the  generalized 
Swartzman  reaction,  Thomas,  Denny,  and  Floyd31 
produced  similar  lesions  in  the  heart  by  using  strep- 
tococci as  the  preparatory  agent  and  meningococci  as 
the  provocative  agent.  No  cardiac  lesions  were  pro- 
duced using  meningococci  alone. 

The  second  category  concerns  experimental  work 
based  on  the  assumption  that  lesions  may  be  produced 
by  trauma  or  stress  placed  on  the  heart  with  a super- 
imposed streptococcal  infection. 

Lillehei,  Hammerstrom,  Wargo,  and  Clawson14 
produced  bacterial  endocarditis  by  surgically  produc- 
ing A-V  fistulas  in  dogs  followed  by  intravenous  in- 
jections of  Group  D hemolytic  streptococci.  A simi- 
lar procedure  was  followed  in  a second  group  of  dogs 
except  that  after  septicemia  had  been  established,  a 
series  of  antibiotics  was  administered.  In  the  six  ani- 
mals in  the  first  group  of  dogs  not  receiving  antibi- 
otics, 100  per  cent  developed  bacterial  endocarditis. 
In  the  second  group,  dogs  receiving  antibiotics,  endo- 
carditis was  produced  in  four  of  the  five  dogs  tested. 
The  mitral  valve  was  most  frequently  involved. 

By  subjecting  rats  to  the  equivalent  of  an  altitude 
of  25,000  feet,  Highman  and  Altland10  produced 
fibrinous  nodules  on  the  heart  valves  of  rats.  Having 
produced  the  initial  lesions,  they  were  able  to  produce 
bacterial  endocarditis,  particularly  valvulitis  on  the 
mitral  and  aortic  valves.  They  used  a variety  of  or- 
ganisms isolated  from  cases  of  human  bacterial  endo- 
carditis. 

The  third  category,  the  effects  of  nutritional  defi- 
ciency with  a superimposed  streptococcal  infection, 
was  demonstrated  by  Rinehart  and  Mettier.22  They 
were  able  to  show  a degenerative  and  proliferative 
valvular  lesion  in  the  hearts  of  scorbutic  guinea  pigs 
by  infection  with  Group  A hemolytic  streptococcus. 
The  limiting  factor  of  this  experiment  is  that  similar 
lesions  were  evidenced  with  organisms  other  than 
streptococci. 

The  fourth  category,  the  synergistic  effects  of  strep- 
tolysin O and  vaccinia  virus,  was  observed  incidental- 
ly in  an  experiment  designed  specifically  for  the  in- 
duction of  rheumatic  and  rheumatoid  arthritis.  Soko- 
loff  and  Beegel26  noted  a high  frequency  of  "viral 
carditis”  in  rabbits  receiving  injections  of  streptolysin 
O and  vaccinia  virus.  The  lesions  were  characterized 
by  myocarditis  and  acute  mitral  valvulitis. 

The  fifth  category,  an  immune  reaction,  was  pro- 
posed by  Calvelti.2  He  attempted  to  demonstrate  ex- 
perimentally in  rats  that  the  lesions  of  rheumatic  fever 
result  from  the  ability  of  streptococcus  to  combine 
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with  substances  of  heart  tissue.  The  streptococcal- 
tissue  substance  union  acted  as  an  antigen,  resulting 
in  the  production  of  auto-antibodies  by  the  tissues  to 
this  antigen.  The  combination  of  this  auto-antibody 
and  antigen  led  to  the  damage  of  these  tissues.  Emul- 
sions of  heart  tissue  and  connective  tissue  were  used 
respectively  with  soluble  streptococcal  protein  and 
ether  killed  streptococcus.  The  most  typical  lesions 
were  produced  by  heart  and  connective  tissue  emul- 
sions. Connective  tissue  involvement  was  character- 
istic of  both  cases. 

RESULTS  OF  EXPERIMENTAL  WORK 

In  all  cases  reviewed,  endocarditis  was  produced. 
The  question  still  remains,  "Have  the  identical  lesions 
of  human  rheumatic  fever  been  duplicated  experi- 
mentally ?” 

The  time  element  in  the  development  of  rheumatic 
phenomena  in  the  course  of  the  disease  is  important. 
Three  phases  plus  the  possibility  of  a residium  or 
sequelae  to  the  disease  are  outlined  by  Colburn.4  The 
first  phase  is  associated  with  infection.  Activity  is  con- 
centrated on  an  exudative  process  with  varying  de- 
grees of  intensity.  The  second  phase  results  in  a spe- 
cific histologic  change  in  the  endothelial  cells.  Colla- 
gen necrosis,  fragmentation  of  myocardium,  and  de- 
position of  fibrin  and  the  trapped  serum  contents  can 
be  demonstrated  microscopically.  The  appearance  of 
the  third  phase  may  occur  several  weeks  or  months 
after  the  onset  of  the  initial  infection.  A period  of 
quiescence  may  supersede  this  phase  in  which  no  ap- 
parent infection  is  present.  The  manifestation  of  se- 
quelae is  obscure  but  appears  in  a sizable  number  of 
cases.  The  most  striking  differences  of  the  reactivity 
of  the  patient  during  the  progress  of  the  disease  are 
(1)  the  primary  lesions  being  associated  with  infec- 
tion, and  (2)  the  late  lesions  being  associated  with 
disturbances  in  metabolism. 

Gross  and  Ehrlich6’  7 described  the  life  cycle  of  the 
Aschoff  body  which  appears  during  the  early  stage 
of  the  disease.  Since  the  Aschoff  body  has  been  cred- 
ited as  the  discrete  histological  evidence  of  the  pri- 
mary stage  of  rheumatic  fever,  it  has  been  the  center 
of  much  attention  in  experimental  work  on  rheumatic 
fever.  Aschoff  bodies  pass  through  an  orderly  se- 
quence of  changes  ending  in  an  "intrafollicular  scar." 
They  appear  in  sites  where  collagen  is  most  abundant: 
"in  planes  between  the  myocardial  bundles,  in  fibro- 
elastic  tissue  around  blood  vessels,  and  in  the  endo- 
cardium.” In  consequence,  the  architecture  of  the 
Aschoff  body  is  subject  to  much  variation  depending 
on  the  stage  of  the  disease  and  the  type  of  tissue  in 
which  it  lies.  Murphy17  believes  he  has  been  able  to 
demonstrate  that  the  Aschoff  body  arises  from  injured 
myofibrils  rather  than  directly  from  collagen. 

Experimental  findings  which  most  closely  resem- 


ble the  lesions  of  rheumatic  heart  disease  are  centered 
on  the  infectious  organism  responsible  for  the  pri- 
mary infectious  phase  of  the  disease  and  the  sequence 
of  events  which  occur  during  the  primary  stage.  It 
has  not  been  possible  to  define  the  mechanisms  or  the 
pathogenesis  of  the  phase  of  the  disease  concerned 
with  the  "non-suppurative  post-streptococcal  disor- 
ders”21 experimentally. 

The  most  typical  and  consistent  results  closely  sim- 
ulating the  picture  seen  in  rheumatic  patients  were 
demonstrated  in  those  animals  given  repeated  injec- 
tions of  the  Lancefield  Group  A streptococcus.  The 
use  of  heterologous  types  of  Group  A streptococcus 
by  Murphy  and  Swift19  duplicated  human  streptococ- 
cal infections  which  have  been  shown  to  vary  as  to 
serological  groups  at  different  times.  Dr.  Lowell  A. 
Rantz21  considered  the  work  of  Murphy  and 
Swift,16’  19  and  Kirschner  and  Howie12  to  have  ful- 
filled the  requirements  necessary  to  say  that  lesions 
of  rheumatic  heart  disease  have  been  produced.  He 
said,  "Anatomical  study  of  the  tissues  of  these  ani- 
mals (rabbits)  revealed  lesions  indistinguishable  from 
those  seen  in  fatal  rheumatic  fever  in  adults.  The 
most  severe  tissue  lesions  appear  in  those  animals  that 
responded  to  later  injections  of  living  streptococci  by 
a very  vigorous  antibody  production  of  the  type  seen 
in  rheumatic  fever  in  man.”  The  fact  that  in  the  case 
of  Murphy  and  Swift  the  animals  were  maintained 
for  a period  of  three  to  20  months  certainly  made  an 
analysis  of  the  total  effects  of  the  disease  on  the  heart 
in  sequential  order  simpler. 

The  generalized  Swartzman  reaction  produced  cel- 
lular thrombi  in  the  myocardium,  pericardium,  and 
valves  of  the  hearts  of  rabbits.  Some  investigators 
felt  that  these  thrombi  which  have  been  shown  to  be 
of  leukocyte-platelet  origin  are  as  pathognomonic  of 
the  disease  in  the  heart  as  Aschoff  bodies.  These  le- 
sions were  shown  to  be  specific  to  Group  A strepto- 
coccal infection.27 

The  results  of  elevation  of  rats  to  25,000  feet10 
and  the  stress  of  inducing  A-V  fistulas14  in  dogs  plus 
superimposing  streptococcal  infections  revealed  other 
mechanisms  which  are  being  studied,  having  been 
revised  in  attempts  to  produce  the  changes  of  rheu- 
matic fever.*  Bacterial  endocarditis  has  been  pro- 
duced consistently,  but  the  characteristic  effects  of 
rheumatic  fever  on  the  heart  were  not  demonstrated 
experimentally. 

Epidemiological  studies  of  the  incidence  of  rheu- 
matic fever  reveal  that  "rheumatic  fever  occurs  most 
frequently  in  those  sections  of  large  cities  in  which 
the  economic  level  is  low  and  standards  of  living 
poor."21  Credit  for  the  recognition  of  increased  inci- 

* Hamilton,  T.  R.:  Personal  communication  regarding  re- 
search currently  in  progress. 
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dence  of  rheumatic  fever  among  persons  who  would 
most  likely  be  subjected  to  vitamin  deficiencies  can 
be  given  to  Rinehart  and  Mettier22  for  their  attempt 
to  produce  rheumatic  heart  disease  with  hemolytic 
streptococci  in  scorbutic  guinea  pigs.  Environmental 
factors  may  have  more  significance  than  is  recognized 
today. 

Experimental  data  concerning  lesions  producing 
"viral  carditis”  in  rabbits  receiving  injections  of  strep- 
tolysin O and  vaccinia  virus  were  not  described  suffi- 
ciently to  enable  discrete  analysis.26 

In  animals  in  which  Cavelti2’  20  was  able  to  produce 
heart  lesions  by  injection  of  emulsions  of  heart  or 
connective  tissue  with  soluble  streptococcal  protein 
extracts,  results  indirectly  indicated  that  an  auto- 
antibody has  been  produced.  A time  lag  was  noted 
before  the  lesions  were  produced.  Lesions  were  pres- 
ent only  when  an  autogenous  tissue  was  used.  No  re- 
action in  the  heart  was  observed  with  skeletal  muscle 
devoid  of  connective  tissue.  Serological  studies  were 
made  in  vitro  with  extracts  of  plain  homologous  tis- 
sue component  antibodies  demonstrable  with  serum 
from  animals  treated  with  either  heart  or  connective 
tissue  emulsion  and  killed  streptococci. 

DISCUSSION 

The  basis  for  evaluation  of  experimental  data  on 
rheumatic  fever  is  placed  solely  on  its  contribution 
to  a better  understanding  of  the  pathogenesis  of  the 
disease.  Much  progress  has  been  made  experimentally 
as  to  the  infectious  agent  responsible  for  initiating 
the  sequence  of  events.  Experimental  results  have  con- 
clusively pointed  to  Lancefield  Group  A streptococcus. 
Why  some  individuals  are  susceptible  to  an  attack  of 
rheumatic  fever  and  others  are  not  under  similar  cir- 
cumstances of  repeated  focal  infections  is  unknown. 
Experimentally  it  was  revealed  that  there  was  little 
consistency  among  animals  concerning  the  degree  of 
involvement  of  the  heart.  Some  appeared  more  resist- 
ant than  others,  although  the  amount  of  exposure  to 
infection  was  well  controlled. 

The  significance  of  multiple  infections  or  injec- 
tions, as  the  case  may  be,  appears  significant  both 
clinically  and  experimentally.  In  all  cases  of  experi- 
mental success  in  producing  some  type  of  heart  le- 
sion, a sensitizer  was  required  whether  it  be  horse 
serum,  a virus,  trauma,  or  an  initial  dose  of  strepto- 
coccus. The  logical  conclusion  would  equate  the  dis- 
ease to  either  a hypersensitive  or  immune  reaction 
which  requires  a characteristic  pattern  of  response  to 
stimulation  on  the  part  of  the  host  tissue. 

The  presence  or  absence  of  Aschoff  bodies  has  been 
the  cause  of  much  debate  among  investigators  at  the 
experimental  level.  Murphy  and  Swift18’  19  claim  to 
have  produced  in  rabbits  the  identical  microscopic 


picture  of  Aschoff  bodies  seen  in  humans.  Other 
workers  have  described  swollen  collagen  fibers  sur- 
rounded or  infiltrated  with  "owl-eyed”  cells.  Hamil- 
ton and  Syverton9  have  described  the  origin  of  these 
cells  as  tissue  mast  cells  brought  into  play  during  the 
first  phase  of  the  disease.  A host  response  to  insult 
results  in  alteration  of  the  appearance  of  these  cells 
by  "degranulation.”  Although  experimental  work  is 
not  conclusive  that  this  is  the  case,  they  suggest  that 
deficiency  in  this  granular  material  may  be  important. 

Gross  and  Ehrlich6’  7 have  outlined  a life  cycle  of 
the  cell  which  indicates  that  variation  in  appearance 
of  the  Aschoff  body  can  exist  in  patients,  depending 
on  the  stage  of  the  disease  at  the  time  they  are  pre- 
sented for  autopsy.  Group  A streptococcus  is  a natural 
pathogen  for  man,  not  experimental  animals.  There- 
fore, tissue  response  may  vary  because  of  altered  re- 
activity of  animal  tissue  cells  to  a foreign  pathogen, 
or  to  the  stage  of  the  lesion  at  which  the  observation 
was  made.  Aschoff19  has  emphasized  the  importance 
of  applying  the  same  etiological  stimulus  to  different 
species  of  animals  and  comparing  responses  if  one  is 
to  establish  common  cause  for  their  responses. 

Leukocyte-platelet  thrombi  in  areas  of  Aschoff  or 
Aschoff-like  bodies  and  in  coronary  vessels  were  ob- 
served both  on  patients  brought  to  autopsy  with  rheu- 
matic heart  disease  and  in  experimental  animals.  Stet- 
son and  Watson27’  32  demonstrated  that  the  verrucae 
seen  on  the  valve  leaflets  consist  of  "masses  of  blood 
platelets  with  unmeshed  leukocytes,  erythrocytes,  and 
strands  of  fibrin”  which  appear  much  like  "parietal 
thrombi.”  The  suggestion  is  that  the  leukocyte-platelet 
thrombi  and  the  verrucae  on  the  valves  are  of  com- 
mon origin. 

Experimental  work  done  on  animals  has  contrib- 
uted significantly  to  the  "phase  1 and  phase  2”  picture 
of  rheumatic  heart  disease  as  outlined  by  Coburn.4 
Only  until  someone  has  demonstrated  the  complete 
gamut  of  the  disease  can  the  production  or  lack  of 
production  of  the  lesions  of  rheumatic  fever  experi- 
mentally in  laboratory  animals  be  analyzed.  The  most 
apparent  fault  of  the  experimental  work  that  has  been 
done  is  the  impatience  of  research  workers.  The  ani- 
mals have  either  died  or  been  sacrificed  before  the 
stage  of  quiescence  has  been  bridged  and  the  third 
phase  or  the  sequelae  of  rheumatic  fever  have  de- 
veloped. Mitral  stenosis,  shortening  of  the  chordae 
tendinae,  dilatation  of  the  left  auricle  with  a mural 
thrombus  climbing  up  its  wall  approximating  the  mi- 
tral valve,  signs  of  decompensation,  etc.  are  signifi- 
cant to  the  pathologist  at  the  autopsy  table  in  formu- 
lating the  pathogenesis  of  rheumatic  fever.  In  conse- 
quence, it  appears  to  be  a goal  to  be  reached  experi- 
mentally. 
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SUMMARY 

Before  the  etiological  factors  essential  to  the  patho- 
genesis of  the  heart  lesions  of  rheumatic  fever  or 
treatment  of  the  disease  can  be  accomplished,  an  ex- 
perimental model  must  be  produced.  A sampling  of 
the  significant  attempts  to  reproduce  the  lesions  of 
rheumatic  heart  disease  experimentally  has  been  re- 
viewed. An  effort  to  evaluate  results  of  experimental 
work  on  the  basis  of  what  has  been  observed  clinically 
and  at  the  autopsy  table  has  been  made.  A summary 
of  this  work  follows: 

1.  Lancefield  Group  A streptococcus  has  been  con- 
clusively implicated  as  the  initial  factor  in  a sequence 
of  events  leading  to  rheumatic  fever. 

2.  The  necessity  of  multiple  injections  of  Group  A 
streptococcus  before  characteristic  heart  lesions  can  be 
produced  is  suggestive  that  the  basic  mechanism  of 
the  disease  is  related  either  to  a hypersensitive  or  an 
antigen-antibody  reaction. 

3.  The  factor  of  biological  variation  enters  into  the 
picture  plus  the  changes  in  the  life  cycle  of  the 
Aschoff  body.  These  must  be  considered  before  suc- 
cess or  failure  of  an  experiment  is  asserted. 

4.  On  the  basis  of  experimental  observation  and 
postmortem  pathological  observation,  leukocyte- 
platelet  thrombi  in  coronary  vessels  and  areas  in  close 
approximation  to  Aschoff  bodies  are  similar  to  the 
verrucae  seen  on  the  mitral  and  aortic  valves. 

5.  Experimental  work  has  covered  only  the  primary 
stage  of  the  disease.  Lesions  of  mitral  stenosis  and 
the  sequelae  of  rheumatic  fever  have  not  been  pro- 
duced experimentally. 

University  of  Kansas  School  of  Medicine 
39th  and  Rainbow 
Kansas  City  3,  Kansas 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

It  is  a strange  anxiety  you  feel  when  you  become  president. 

The  responsibility  weighs  more  heavily  than  you  believed  it  would. 

Problems  seem  larger  and  more  formidable  when  you  stand  before 
them. 

You  are  determined  to  uphold  the  high  tradition  of  medicine,  and 
realize,  for  the  first  time  in  your  life,  that  a president  simply  cannot  do 
this  without  help. 

And  you  say  you  will  ask  for  the  cooperation  of  every  member,  and 
every  auxiliary  member,  to  accomplish  the  goals  you  have  in  mind: 

Like  the  goal  of  achieving  a better  public  understanding  of  what 
medicine  has  to  offer,  and  what  medicine  stands  for. 

Like  the  goal  of  revising  antiquated  laws,  so  medicine  may  better 
serve  the  public. 

Like  the  goal  of  improving  patient  care. 

Then  the  thought  strikes  you  that  these  have  been  the  objectives  of 
every  president  before  you.  They  also  asked  for  help,  but  you  were  sure 
they  meant  someone  else. 

Why  didn’t  this  occur  to  you  years  ago?  Had  you  assumed  more 
responsibility  in  the  past  as  a physician  and  as  a citizen,  some  of  your 
present  problems  might  have  been  solved. 

So  you  experience  a strange  anxiety  as  you  become  president,  and  you 
wonder  about  your  friends.  Do  they  know  how  you  feel,  and  how 
urgent  these  problems  are?  Will  they  help?  I hope  so. 

Fraternally  yours, 


Clyde  W.  Miller,  M.D. 


MAY,  1956 
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EDITORIAL  COMMENT 


The  Free  Public  School 

Editor’s  Note.  Although  prepared  as  an  address 
and  not  an  editorial,  the  following  paragraphs  by 
Dr.  Richard  Greer,  a member  of  our  Editorial  Board, 
seem  destined  for  a wider  audience  than  that  which 
heard  his  talk,  delivered  at  the  dedication  of  the 
A.  ].  Stout  Elementary  School  in  Topeka  on  Jan- 
uary 19.  Dr.  Greer’s  thoughts  are  reproduced  here 
without  his  knowledge  or  consent. 

In  dedicating  this  school  tonight  to  the  memory 
of  A.  J.  Stout,  we  do  more  than  honor  a man,  we 
reaffirm  an  ideal.  When  we  opened  the  doors  of  this 
building  we  opened  them  to  all  children  regardless 
of  their  heritage,  social  position,  or  ability.  This  is 
the  American  Ideal — the  Free  Public  School — a con- 
cept not  known  before  this  nation  was  founded,  and 
even  now  seldom  realized  elsewhere.  This  ideal  has 
led  to  troubles;  the  tax  burden  is  great,  school  sys- 
tems become  large  and  unwieldy,  teachers  are  scarce, 
and  the  results,  to  some  critics,  seem  poor  indeed. 

I think  that  the  record  deserves  some  support. 
The  specious  arguments  about  teaching  methods  with 
the  same  turgid  emotional  reasoning  are  making  head- 
lines. Although  we  adhere  to  the  philosophy  that  all 
children  will  be  taught  equally,  we  cannot  guarantee 
that  they  will  learn  equally  well.  However,  if  we 
look  at  the  staggering  technical  and  scientific  achieve- 
ments of  the  past  fifty  years,  we  are  struck  with 
the  fact  that  somebody  learned  something,  some- 
where. I admit,  though  only  grudgingly,  that  we  may 
lag  in  the  humanities,  and  I am  afraid  that  often  we 
do  not  have  time  to  dream,  and  if  our  dreams  do 
reach  for  the  stars  they  are  likely  to  take  the  form 
of  a skyscraper,  a bridge,  or  a drill  rig.  I submit  to 
you,  that  of  course  Johnny  can  read!  But,  I also  in- 
sist that  we  need  to  devote  our  energies  to  content — 
to  make  wisdom  our  goal — that  all  our  knowledge  be 
applied  to  human  good. 

I think  that  it  is  nice  to  remember  that  this  dedica- 
tion is  being  made  in  memory  of  a dedicated  man — - 
a man  dedicated  to  the  American  Dream — the  Free 
Public  School! 


Medical  History 

Two  significant  projects  designed  to  assemble  and 
preserve  the  history  of  pioneer  medicine  in  Kansas 
are  now  in  operation.  Both  need  the  cooperation  of 
individual  Kansas  physicians. 

The  Department  of  History  at  the  University  of 
Kansas  is  performing  exhaustive  research  through 


newspaper  archives  in  the  preparation  of  a book  en- 
titled A Century  of  Medicine  in  Kansas.  In  addition, 
the  Kansas  Medical  Society  is  making  available  out 
of  its  files  the  minutes  of  all  meetings  from  the  date 
of  its  founding  in  1859  to  the  present. 

There  are  many,  quite  possibly  the  finest,  historical 
anecdotes  lying  dormant  in  the  memory  of  descend- 
ants of  pioneer  physicians  which  no  research  can 
uncover  without  the  cooperation  of  those  who  know 
these  stories.  Events  of  significance  of  even  50  years 
ago  are  being  lost  for  lack  of  an  effort  made  to  pre- 
serve them.  Such  things  as  early  day  epidemics,  pi- 
oneer surgery,  unusual  personal  experiences,  educa- 
tion, travel  difficulties,  fees,  collections,  and  a thou- 
sand other  subjects  are  priceless  items  in  the  story  of 
Kansas  medicine. 

It  is  hoped  that  each  physician  who  can  recall  a 
story  or  many  events  out  of  medicine’s  past  will  con- 
tribute them  to  this  Society  project  and  that  this  will 
be  done  soon  so  the  book  can  be  completed  by  1959 
in  time  for  the  centennial  celebration.  A finished  lit- 
erary effort  is  not  required.  The  contribution  may  be 
a single  anecdote,  a letter,  or  a biography.  Anything 
will  be  appreciated  to  make  this  story  a complete  and 
an  authoritative  one. 

The  second  project  relating  to  the  history  of  med- 
icine in  Kansas  in  which  the  profession  is  urged  to 
help  relates  to  the  Kansas  Historical  Museum  at 
Topeka.  The  director  is  currently  constructing  a pi- 
oneer town  with  rooms  depicting  a general  store,  a 
home,  etc.  One  such  will  be  a physician’s  office.  This 
will  exhibit  authentic  medical  material,  including  any- 
thing a pioneer  physician  might  have  had  in  his  of- 
fice. 

This  permanent  exhibition  is  currently  being  as- 
sembled, and  a number  of  rare  surgical  instruments, 
saddlebags,  and  an  old  examining  table  have  already 
been  contributed.  It  is  hoped  that  many  more  items 
may  be  made  available  to  give  this  display  the'  prom- 
inence it  deserves. 

Should  any  physician  be  willing  to  assist  with  either 
project,  he  is  urged  to  write  W.  M.  Mills,  M.D., 
chairman  of  the  Committee  on  History,  Kansas  Med- 
ical Society,  315  West  Fourth  Street,  Topeka,  and  de- 
scribe what  he  has  available  so  the  committee  can 
determine  how  it  might  be  used.  Any  cooperation 
given  to  either  of  these  projects  will  be  of  real  serv- 
ice to  the  Society  and  much  appreciated  by  the  com- 
mittee. 


Opposition  to  HR  7225 

Thousands  of  words  of  testimony  have  been  spoken 
before  the  Senate  Finance  Committee  in  its  hearings 
on  HR  7225,  the  Social  Security  Amendments  Bill 
passed  by  the  House  of  Representatives  last  summer 
and  now  under  consideration  in  the  Senate. 
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Many  persons  from  all  walks  of  life  have  expressed 
opinions  on  lowering  the  retirement  age  for  women 
from  65  to  62,  extending  monthly  benefits  for  dis- 
abled children  beyond  the  age  of  18,  extending  cover- 
age to  self-employed  groups,  and  raising  social  secu- 
rity taxes.  And  the  most  controversial  section  of  the 
bill,  which  would  make  permanently  and  totally  dis- 
abled persons  eligible  to  receive  benefits  at  age  50 
instead  of  65,  has  been  argued  at  length. 

Physicians  have  been  especially  critical  of  this  pro- 
vision, arguing  that  permanent  and  total  disability  is 
difficult  if  not  impossible  to  establish,  that  enactment 
of  this  amendment  would  encourage  malingering, 
that  it  would  be  a step  toward  a program  of  com- 
pulsory federal  medical  care. 

Opposition  to  the  amendment  was  also  expressed, 
for  an  entirely  different  reason,  by  Mr.  Henry  Vis- 
cardi,  president  of  a manufacturing  company  known 
as  Abilities,  Incorporated,  of  New  York.  He  believes 
such  consideration  for  disabled  persons  is  unnecessary, 
and  he  should  know  for  he  himself  was  born  with- 
out limbs. 

"I  have  spent  my  life  close  to  this  problem  of  dis- 
ability,” he  told  the  committee,  "and  I have  a great 
faith  in  solutions  which  can  be  obtained  in  a com- 
petitive, free  enterprise  spirit. 

"I  was  born  a crippled  child,  horribly  deformed, 
with  no  lower  limbs,  and  I spent  the  first  seven  years 
of  my  life,  consecutive  years,  in  one  hospital.  . . . 

"When  I was  a child,  I remember  asking  my 
mother,  'Why  me?’ 

"And  she  told  me  that  when  it  was  time  for  an- 
other crippled  boy  to  be  born  into  the  world,  the 
Lord  and  his  counselors  held  a meeting  to  decide 
where  he  should  be  sent,  and  the  Lord  said,  'I  think 
that  the  Viscardis  would  be  a good  family  for  a crip- 
pled boy.’  ” 

Possibly  a background  which  includes  that  type  of 
philosophy  gave  Mr.  Viscardi  the  impetus  he  needed 
to  found  his  company  three  years  ago  on  an  $8,000 
loan.  In  the  first  year  of  business  the  company  grew 
to  59  employees — all  disabled  persons  who  could 
not  get  work  elsewhere.  The  borrowed  capital  was 
repaid,  with  interest,  during  the  first  year,  and  a prof- 
it was  realized.  During  the  second  year  the  company 
grossed  more  than  $400,000  in  sales,  and  during 
the  third  year  gross  sales  were  in  excess  of  $600,000. 
The  firm  produces  lace  cable  assemblies  that  are  a 
component  of  the  firing  mechanism  of  sabre  jets. 

Mr.  Viscardi  now  has  169  employees.  This  fact  was 
of  special  significance  to  the  Senate  committee  when 
he  added  that  every  one  of  this  self-supporting  group 
"could  qualify  for  permanent  disability  under  the 
terms  of  this  law.” 

These  "totally  and  permanently”  disabled  persons 
made  a striking  contribution  to  the  economy  of  their 
community  and  their  country:  they  produced  goods 


valued  at  $1,248,700;  they  received  salaries  of  $668,- 
500;  they  paid  $22,650  in  social  security  taxes,  $6,- 
200  in  withholding  taxes,  and  $4,830  in  disability 
payments  to  the  state,  and  they  returned  $2,067,790 
in  new  wealth  to  their  community.  During  these  three 
years  it  would  have  cost  the  government  $415,850  to 
have  supported  these  people  on  relief  rolls. 

"Their  disability  is  because  of  prejudice  and  aver- 
sion and  ignorance  on  the  part  of  the  industrial  and 
commercial  community,”  Mr.  Viscardi  testified.  "What 
troubles  me  is  that,  should  we  stigmatize  our  dis- 
abled people  and  put  on  an  age  limit  of  50,  we  might 
destroy  the  opportunity  for  them  to  be  productive, 
and  we  might  condone  some  of  the  ignorance  and 
some  of  the  prejudice  that  exist  which  prevent  them 
from  exercising  their  abilities  and  not  their  disabil- 
ities. . . . 

"If  we  could  only,  in  communities  of  America 
and  in  commerce  and  industry,  shake  the  ancient 
superstitions  which  make  us  divide  our  world  into 
able  and  disabled  persons,  and  the  prevailing  be- 
lief that  the  man  who  has  lost  his  limbs  is  different 
from  other  people.  From  a medical  point  of  view, 
sure,  he  is  different;  but  in  society  and  industry  it  is 
his  abilities  that  count  and  not  his  disabilities.  . . . 

"The  extremes  of  physical  suffering  carry  a great 
complement,  which  is  the  patience  to  continue  to 
struggle  for  the  right  to  be  considered  the  same  as 
the  rest  of  the  world,  and  not  different. 

"There  is  nothing  that  can  be  substituted  for  this 
basic  human  right.  No  honors,  no  pensions,  no  pa- 
rades, no  subsidy,  can  replace  the  wishes  of  every  per- 
son who  has  known  disability  to  live  and  work  in 
dignity,  in  free  and  open  competition  with  all  the 
world,  not  as  a different  person,  but  rather  as  the 
same  as  others,  with  varying  degrees  of  weakness  and 
strength  and  complementary  qualities  to  offset  the 
extremes  of  physical  make-up.” 

In  summing  up  his  opposition  to  the  disability  ben- 
efits, he  added,  "I  have  the  belief  in  other  solutions 
to  the  problem  if  we  can  only  try  them.” 


A.M.A.  Meeting  Next  Month 

The  105th  annual  meeting  of  the  American  Med- 
ical Association  will  be  held  in  Chicago,  June  11-15. 
Section  meeting  rooms  will  be  located  in  University 
of  Illinois  facilities,  Northwestern  University  build- 
ings, and  nearby  hotels.  The  headquarters  hotel  will 
be  the  Palmer  House,  and  exhibits  will  be  housed  at 
Navy  Pier. 

The  National  Medical  Civil  Defense  Conference, 
sponsored  annually  by  the  Council  on  National  De- 
fense, will  be  held  at  the  Palmer  House  immediately 
preceding  the  A.M.A.  meeting,  on  June  9. 


MAY,  1956 


"The  great  work  in  which  we  are  en- 
gaged demands  all  our  time  and  all  our 
energies.  Let  us  see  to  it  that  we  do  not 
allow  ourselves  to  be  diverted  from  the 
real  objects  of  our  pursuit  to  waste  our 
time  and  energies  in  combatting  senseless 
theories,  which,  left  alone,  will  soonest 
reach  the  oblivion  to  which  they  are  in- 
evitably destined.  Let  us  remember  that 
the  aim  of  the  true  physician  is  not  the 
accumulation  of  wealth,  or  personal  fame 
or  aggrandizement,  but  the  advancement 
of  his  science,  the  perfection  of  his  art, 
and  the  emancipation  of  mankind  from 
the  bondage  of  disease;  that  he  alone  is 
the  sole  conservator  of  the  public  health, 
and  that  he  alone  is  charged  with  the 
responsible  and  elevating  duty  of  rescuing 
his  race  from  the  disease  and  death  in- 
curred by  their  own  ignorance  and  reck- 
lessness. This  duty  and  this  responsibility 
is  ours. 

"We  cannot  go  forth  into  life  without 
taking  upon  ourselves  all  of  life’s  duties 
and  responsibilities.  We  may  ignore  or 
disregard  them,  but  they  rest  upon  us 
nevertheless,  and  we  shall  justly  be  called 
to  render  account  for  the  manner  in  which 
we  have  improved  the  talents  and  op- 


portunities which  have  been  intrusted  to 
us.  No  man  can  safely  allow  himself  in 
any  pursuit  to  be  governed  by  self-in- 
terest alone. 

"If  we  would  not  dwarf  and  cripple 
the  highest  and  noblest  elements  of  our 
being,  we  must  seek  to  be  governed  by 
higher  and  nobler  incentives.  And  what 
higher  incentive  to  action  than  the  con- 
sciousness that  its  object  and  its  tendency 
are  to  prolong  human  life  and  rescue  it 
from  the  thraldom  of  disease  and  suffer- 
ing; to  increase  its  pleasures  and  diminish 
its  pains ; to  stay  in  its  course  the  death- 
scattering pestilence,  and  to  cause  that 
health  and  joyousness  and  thanksgiving 
shall  prevail  where  otherwise  would  be 
death,  disease  and  misery.  Can  we  ask  or 
seek  a higher  field  or  nobler  work  than 
this  ? 

"Let  us  study  to  obtain  higher  and 
clearer  views  of  the  noble  aims  of  our 
profession,  that  we  may  thereby  be  led 
to  a more  perfect  consecration  of  all  our 
energies  to  the  great  and  ennobling  work 
in  which  we  are  engaged.’’ — Albert  New- 
man, M.D.,  President,  Kansas  Medical 
Society,  1868. 


Clinicopathological  Conference 

Severe , Progressive  Constipation  of  the  Newborn 


CASE  PRESENTATION 

The  case  for  our  consideration  today  is  that  of  a 
one-month-old  white  male  who  was  admitted  to 
KUMC  on  May  17,  1955,  and  expired  on  June  25, 
1955. 

The  parents  brought  the  child  in  with  the  com- 
ment that  he  "slept  all  the  time.”  He  had  seemed  to 
be  normal  until  five  days  prior  to  admission,  at  which 
time  the  parents  noticed  that  he  was  eating  poorly 
and  becoming  lethargic.  These  symptoms  became  pro- 
gressively worse  during  the  next  five  days.  His  intake 
of  fluid  was  down  to  two  or  three  ounces  daily,  and 
there  was  marked  oliguria.  On  the  day  before  admis- 
sion the  child  had  some  seizures  characterized  by 
jerking  of  the  head,  flexing  of  the  arms,  and  clench- 
ing of  the  hands.  His  temperature  was  101  degrees. 
Two  small  transfusions  of  blood  were  given  into  the 
gluteal  muscles,  and  subcutaneous  fluids  were  admin- 
istered at  a local  hospital  prior  to  his  being  sent  here. 

On  closer  questioning  the  parents  admitted  that  the 
infant  had  been  extremely  constipated  since  birth  and 
had  been  given  frequent  enemas  to  produce  evacua- 
tion of  his  bowels. 

At  birth  the  child  had  weighed  9 pounds  14 
ounces.  The  remainder  of  the  past  medical  history  is 
non-contributory. 

On  admission  the  patient  was  a poorly  nourished, 
poorly  developed  white  male  who  weighed  3925 
grams,  and  who  appeared  to  be  acutely  and  chronical- 
ly ill.  His  skin  showed  extreme  pallor,  and  hemato- 
mas were  noted  in  both  buttocks.  There  was  a grade 
II  systolic  murmur  heard  over  the  entire  precordium. 
iThe  abdomen  was  protuberant  and  tympanitic,  and 
no  bowel  sounds  were  heard.  The  liver  was  palpable 
5 cm.  below  the  right  costal  margin. 

Numerous  pus  cells  were  present  in  the  urine,  and 
there  were  occasional  pus  casts.  There  was  no  al- 
bumin, blood,  or  sugar  in  the  urine,  and  urine  cul- 
tures were  all  negative.  The  red  cell  count  was  1,- 
850,000  with  6.1  gm.  hemoglobin;  the  white  cell 
count  was  37,400  with  37  per  cent  polys  (29  per  cent 
non-filamented) , 6 per  cent  myelocytes,  8 per  cent 
lymphocytes,  and  10  per  cent  metamyelocytes.  There 
were  83  nucleated  red  blood  cells  per  100  white  blood 
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cells.  The  reticulocyte  count  was  18.8  per  cent.  The 
serum  non-protein  nitrogen  was  33  mg.  per  cent,  and 
the  creatinine  was  1.3  mg.  per  cent.  The  serum  elec- 
trolytes were:  sodium  129  milliequivalents  per  liter, 
potassium  5.4  mEq.  and  chlorides  98  mEq.  The  red 
blood  cell  fragility  and  Coombs  tests  were  negative. 
Stool  cultures  were  negative  for  pathogenic  bacteria, 
but  a blood  culture  on  the  day  of  admission  was  posi- 
tive for  Micrococcus  pyogenes  var.  aureus.  On  May 
24  a blood  culture  was  positive  for  Escherichia  coli. 
Subsequent  blood  cultures  were  negative. 

The  child  underwent  surgery  on  May  18;  a greatly 
distended  bladder  and  peritonitis  were  found.  A cys- 
totomy tube  was  inserted,  and  the  abdomen  was 
closed.  Following  surgery  the  child  did  poorly  for 
many  days,  having  severe  abdominal  distention  which 
seemed  to  be  aggravated  by  oral  feeding.  Consequent- 
ly he  could  not  take  adequate  food  by  mouth  and  had 
to  be  given  intravenous  blood,  plasma,  glucose,  and 
electrolyte  solutions.  For  the  first  11  days  he  received 
blood  almost  daily.  On  May  27  he  developed  a wound 
infection  at  the  site  of  the  laparotomy.  He  had  fre- 
quent, small,  greenish-brown  stools  almost  every  day. 

For  a while  the  infant  gradually  seemed  to  im- 
prove and  began  to  take  his  feedings  a little  better 
than  previously.  His  abdominal  distention  was  partial- 
ly relieved  by  saline  enemas  and  by  colon  tube,  and 
he  was  no  longer  as  lethargic  as  he  had  been  on  ad- 
mission, albeit  he  remained  somewhat  weak. 

On  several  occasions  he  voided  through  the  penis, 
and  the  urinary  stream  was  considered  to  be  adequate. 
A cystoscopy  was  done  on  June  21  and  findings  were 
normal,  so  the  cystotomy  tube  was  removed.  Sub- 
sequent to  this  he  developed  a urinary  tract  infection 
which  yielded  a heavy  growth  of  Bacillus  proteus.  He 
vomited  occasionally  while  in  the  hospital,  but  this 
was  not  really  a prominent  symptom  until  the  last  few 
hours  of  his  life. 

During  the  postoperative  period  he  received  several 
antibiotics,  including  penicillin,  streptomycin,  intra- 
venous erythromycin,  and  intramuscular  and  oral 
chloramphenicol.  The  leukocyte  count  remained  be- 
tween 20,000  and  30,000  with  10  to  20  per  cent  of 
the  leukocytes  being  non-filamented  polymorphonu- 
clears.  During  the  last  four  or  five  days  of  life  his 
temperature  ranged  between  102-103  degrees  rectally. 
Prior  to  this  he  had  been  essentially  afebrile. 

On  June  25  the  baby  was  noted  to  have  extreme 
abdominal  distention,  labored  respiration,  and  cyano- 


MAY,  1956 


289 


sis.  It  was  decided  to  do  a colostomy,  but  he  expired 
before  the  procedure  could  be  started.  Postmortem 
electrolytes  were  normal,  but  the  non-protein  nitro- 
gen was  61  mg.  per  cent. 

Dr.  Delp  (moderator)  : Dr.  Stockdale  has  tried  to 
anticipate  many  questions  that  needed  to  be  asked. 
Are  there  any  other  questions? 

R.  Leroy  Carpenter  (fourth  year  medical  student)  : 
What  about  the  nature  of  the  bowel  movements  dur- 
ing the  last  five  days? 

Dr.  Earl  Stockdale  (resident  pediatrician)  : They 
did  not  change  much.  He  had  several  small,  watery, 
green  bowel  movements.  Occasionally  when  the  colon 
tube  was  inserted  he  had  explosive,  large,  bowel 
movements.  Rectal  examinations  were  done  at  fre- 
quent intervals,  and  at  no  time  was  a fecal  impaction 
found. 

Jay  Armstrong  (fourth  year  medical  student)  : Was 
a blood  culture  done  during  the  last  five  days  of  life? 

Dr.  Stockdale:  No. 

Dr.  Sloan  Wilson  (hematologist)  : Did  the  blood 
picture  change  after  the  initial  count? 

Dr.  Stockdale:  The  child  was  transfused  and  his 
hemoglobin  went  up  nicely. 

Dr.  Wilson:  What  happened  to  the  reticulocytes 
and  the  nucleated  red  cells? 

Dr.  Stockdale:  On  admission  there  were  83  nu- 
cleated red  cells  per  100  white  cells;  two  weeks  later 
there  was  only  one. 

Dr.  Wilson:  Was  a reticulocyte  count  taken  other 
than  the  first  one? 

Dr.  Stockdale:  No,  sir. 

Dr.  Delp:  The  white  count  varied  from  37,000  on 
admission  to  56,000  on  June  15,  which  was  ten  days 
before  death.  Then  the  count  gradually  dropped  to 
15,000  on  June  24,  one  day  before  death. 

Nelson  Bachus  (fourth  year  medical  student)  : 
Would  you  describe  the  heart  murmur,  and  did  it 
improve  upon  the  administration  of  blood? 

Dr.  Delp:  It  was  described  as  a grade  I murmur  by 
one  observer  and  a grade  II  systolic  murmur  at  the 
apex  by  another.  Nothing  particularly  was  made  of 
this  murmur. 

Dr.  Antoni  Diehl  (pediatric  cardiologist)  : Was  the 
fluid  in  the  abdomen  cultured  at  the  time  of  surgery? 

Dr.  Stockdale:  No  culture  was  done  at  that  time. 

Dr.  Delp:  What  was  done  at  this  procedure? 

Dr.  Stockdale:  A laparotomy  was  done,  and  the 
peritonitis  was  found.  There  were  adhesions  present 
in  the  peritoneal  cavity,  and  the  bladder  was  en- 
larged. Because  of  this  a cystotomy  was  done. 

Dr.  Delp:  May  we  see  the  x-rays? 

Willard  Brown  (fourth  year  medical  student)  : A 
flat  plate  of  the  abdomen  taken  on  the  sixth  hospital 
day  shows  normal  bony  structures  and  a diffuse  hazi- 


ness throughout  the  abdomen.  Considerable  gas  is 
present  which  appears  to  be  in  a dilated  colon.  There 
is  no  gas  present  in  the  rectal  ampula. 

The  film  of  a barium  enema  taken  on  the  seventh 
hospital  day  shows  the  rectum  to  be  of  normal  cal- 
iber; the  sigmoid  and  descending  colon  are  enlarged, 
and  the  haustral  markings  are  poor  (Figure  1)  . Again 
we  note  a diffuse  haziness  throughout  the  abdomen. 
The  lateral  view  (Figure  2)  taken  at  the  same  time 
demonstrates  a fusiform  swelling  which  becomes 
quite  marked  in  the  sigmoid  area. 

On  a flat  film  of  the  abdomen  taken  the  day  of 
death  the  liver  does  not  appear  enlarged,  but  there 
is  diffuse  haziness  throughout  the  abdomen  and 
marked  distention  of  the  colon  and  intestines  with 
gas.  The  abdomen  appears  distended.  Again  no  gas 
is  present  in  the  rectal  ampula. 

In  the  chest  film  the  lung  fields  appear  clear,  and 
there  is  no  inflammatory  process  apparent.  The  heart 
is  normal  in  size  and  configuration  for  a patient  of 
this  age. 

Dr.  Delp:  Dr.  Youngstrom,  do  you  have  any  com- 
ment concerning  these  films? 

Dr.  Karl  Youngstrom  (radiologist)  : No,  I think 
that  they  have  been  well  described.  I might  add  that 
the  fluoroscopy  showed  inertia  in  emptying  the  bowel. 

Dr.  Delp:  Mr.  Carpenter,  we  want  your  summary 
and  differential  diagnosis. 


Figure  1 
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DIFFERENTIAL  DIAGNOSIS 

Leroy  Carpenter  (fourth  year  medical  student)  : 
The  patient  for  consideration  today  was  a one-month 
old  male  who  had  had  constipation  requiring  fre- 
quent enemas  since  birth.  Otherwise  he  was  apparent- 
ly well  until  five  days  before  admission,  when  he  be- 
gan to  take  feedings  poorly,  became  lethargic,  oligur- 
ic, febrile,  and  had  generalized  seizures.  He  entered 
KUMC  acutely  and  chronically  ill,  weighing  one 
pound  less  than  his  birth  weight.  His  abdomen  was 
protuberant  and  tympanitic.  There  was  absence  of 
bowel  sounds  and  a faint  heart  murmur.  Laboratory 
studies  revealed  pyuria,  severe  anemia,  reticulocytosis 
and  a positive  blood  culture  for  hemolytic  staph- 
ylococci. 

A laparotomy  was  performed  on  the  day  after  ad- 
mission. The  protocol  mentions  that  distention  of  the 
bladder  and  peritonitis  were  found,  and  that  a cys- 
totomy tube  was  inserted.  The  patient  received  blood, 
fluid,  and  intensive  antibiotic  therapy  following  sur- 
gery. He  did  poorly  for  a few  days,  then  began  to 
improve.  He  voided  well,  and  cystoscopy  was  normal. 
Five  days  before  death  he  again  developed  a tempera- 
ture of  102  to  103  degrees,  marked  abdominal  dis- 
tention, and  labored  respirations.  He  expired  prior 
to  a planned  colostomy  five  weeks  after  admission. 

I shall  base  my  differential  diagnosis  on  the  causes 
of  chronic  progressive  constipation  of  the  newborn. 
Occasional  causes  of  constipation  of  this  type  are  spi- 


Figure  2 


nal  cord  lesions  such  as  cord  injuries,  meningomy- 
eloceles, and  spinal  cord  tumors.  I rule  these  out  be- 
cause of  the  lack  of  any  history  of  spinal  cord  injury 
and  the  lack  of  x-ray  or  physical  findings. 

This  leaves  us  with  the  consideration  of  megacolon. 
Functional  megacolon  never  occurs  in  this  age  group. 
Organic  megacolon  caused  by  lesions  occurring  in  the 
lower  colon  and  rectum,  such  as  hemangiomas,  pri- 
mary sarcomas,  carcinomas,  polyps,  congenital  bands 
and  valves,  or  anal  sphincter  abnormalities  can  be 
ruled  out  on  the  basis  of  the  rectal  examinations  and 
x-ray  findings. 

The  third  type  of  megacolon  is  that  called  Hirsch- 
sprung’s disease  or  aganglionic  megacolon.  It  occurs 
in  one  out  of  every  20,000  to  30,000  live  births  and  is 
ten  times  more  frequent  in  males  than  in  females. 
The  outstanding  features  of  this  disease  are  progres- 
sive constipation  starting  at  birth,  anorexia,  weight 
loss,  anemia,  bladder  distention,  and  occasionally 
megaloureter.  Ninety  per  cent  of  such  cases  have  nar- 
rowing of  the  recto-sigmoid  junction.  Temporary  re- 
lief is  given  these  children  by  enemas,  but  this  is 
never  permanent.  I believe  that  this  patient  had  typ- 
ical Hirschsprung’s  disease.  He  had  chonic  progres- 
sive constipation  since  birth.  The  fecal  retention  may 
have  resulted  in  pressure  necrosis  and  perhaps  per- 
foration of  the  intestine  with  resulting  peritonitis  and 
septicemia.  The  terminal  event,  I feel,  was  a combina- 
tion of  acute  colitis,  recurrence  of  the  peritonitis,  and 
septicemia  which  led  to  his  death. 

CLINICAL  DISCUSSION 

Dr.  Delp:  Mr.  Bachus,  why  was  this  patient  le- 
thargic? Apparently  he  was  lethargic  from  the  day  he 
got  home  from  the  hospital,  about  the  sixth  or  seventh 
day  of  life,  and  had  to  be  awakened  for  his  feedings. 
Lethargy  was  prominent  when  the  child  arrived  here. 

Mr.  Bachus:  I thought  originally  that  his  lethargy 
was  due  to  his  septicemia,  and  was  increased  by  his 
anemia  and  dehydration.  But  if  he  was  lethargic  from 
the  time  he  came  home  from  the  hospital  that  would 
not  explain  it.  I have  no  other  explanation. 

Dr.  Delp:  If  his  lethargy  had  started  ten  days  be- 
fore he  came  in,  it  could  be  explained  by  his  sepsis? 

Mr.  Bachus:  Yes,  sir. 

Dr.  Delp:  Mr.  Belzer,  what  do  you  think  about  the 
problem  ? 

David  Belzer  (fourth  year  medical  student)  : I 
agree  with  Mr.  Bachus.  It  might  be  caused  by  the 
septicemia  that  this  child  had,  and  aggravated  by  the 
dehydration  on  the  basis  of  decreased  intake  of  fluid. 

Dr.  Delp:  Mr.  Bare? 

Chester  Bare  (fourth  year  medical  student)  : I 
agree  with  what  has  been  said,  but  the  anemia  could 
cause  it  also. 
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Dr.  Delp:  Mr.  Carpenter? 

Mr.  Carpenter:  He  had  oliguria  and  I would  add, 
along  with  the  other  causes,  the  possibility  of  reten- 
tion of  nitrogenous  wastes. 

Dr.  Delp:  His  nonprotein  nitrogen  was  33  when 
he  came  in.  Mr.  Brown,  can  you  think  of  something 
else  that  might  make  the  patient  lethargic? 

Mr.  Brown:  It  could  be  his  C02. 

Dr.  Delp:  His  first  COo  was  24.4  mEq;  the  next 
one  was  down  to  23.2,  and  the  one  done  on  the  25th 
was  7.2.  Anything  else,  Mr.  Armstrong? 

Jay  Armstrong:  I was  thinking  about  potassium, 
but  it  is  normal  here. 

Dr.  Delp:  Well,  he  had  several  potassium  deter- 
minations; the  first  one  was  5.4  mEq/L  and  the  next 
one  was  4.9.  Tire  last  blood  specimen  was  hemolized. 
Mr.  Alcox,  why  did  this  patient  have  seizures? 

Leroy  Alcox  (fourth  year  medical  student)  : Sei- 
zures are  frequent  in  young  children  with  high  fevers. 

Dr.  Delp:  Are  you  perfectly  satisfied  with  that  ex- 
planation? Can't  you  be  a bit  more  exact? 

Mr.  Alcox:  On  the  basis  of  the  laboratory  findings 
there  is  nothing  to  explain  it. 

Dr.  Delp:  Mr.  Bachus? 

Mr.  Bachus:  I thought  this  was  a febrile  convul- 
sion. 

Dr.  Delp:  Well,  of  course  we  don’t  know  whether 
he  had  fever  with  the  first  one,  but  he  apparently  had 
fever  when  he  first  got  to  the  hospital.  Mr.  Alcox, 
how  can  we  explain  the  fact  that  this  patient  had 
peritonitis? 

Mr.  Alcox:  Peritonitis  is  frequent  in  children  with 
Hirschsprung’s  disease.  Enemas  or  other  attempts  to 
lavage  the  intestines  easily  perforate  it. 

Dr.  Delp:  Do  you  have  any  other  ideas,  Mr. 
Bachus? 

Mr.  Bachus:  I don’t  think  the  patient  perforated.  I 
think  that  the  bacteria  were  transmitted  through  the 
bowel  secondary  to  dilatation. 

Dr.  Delp:  By  osmosis? 

Mr.  Bachus:  Well,  perhaps  a pressure  necrosis 
would  let  them  through  the  wall. 

Dr.  Delp:  I see,  and  the  wall  became  more 
permeable  under  those  circumstances.  Mr.  Belzer,  do 
you  accept  that? 

Mr.  Belzer:  Well,  it  is  a possibility,  but  I also 
think  the  septicemia  could  explain  it. 

Dr.  Delp:  What  was  the  origin  of  the  septicemia? 

Mr.  Carpenter:  I think  this  lad  had  colitis.  He  had 
an  infection  in  his  bowel,  and  the  bacteria  got  into 
the  peritoneum  that  way.  He  had  large  fecal  masses, 
distention,  and  irritation  of  the  bowels  with  colitis 
and  ulcerations. 

Dr.  Delp:  Mr.  Bare,  what  do  you  think  that  anti- 
biotics had  to  do  with  this  patient’s  signs  and  symp- 
toms? 


Mr.  Bare:  They  undoubtedly  account  for  the  neg- 
ative blood  and  urine  cultures  that  were  found  dur- 
ing his  hospitalization. 

Dr.  Delp:  Anything  else? 

Mr.  Bare:  The  chloramphenicol  could  account  for 
some  of  the  shift  to  the  left  in  the  blood  count. 

Dr.  Delp:  Mr.  Brown,  what  do  you  think? 

Mr.  Brown:  There  are  several  cases  reported  in 
which  antibiotics  were  the  cause  of  the  colitis. 

Dr.  Delp:  Mr.  Carpenter? 

Mr.  Carpenter:  Antibiotic  colitis  is  a strong  pos- 
sibility with  change  in  flora  to  resistant  forms. 

Dr.  Delp:  Do  you  want  to  change  your  diagnosis 
now? 

Mr.  Carpenter:  I will  stick  to  Hirschsprung’s  dis- 
ease with  a secondary  colitis. 

Dr.  Delp:  Mr.  Alcox,  why  did  this  child  have  a 
distended  bladder? 

Mr.  Alcox:  In  50  per  cent  of  all  cases  of  Hirsch- 
sprung’s disease,  there  is  an  associated  dilatation  of 
the  bladder. 

Dr.  Delp:  You  heard  that  there  was  a cystoscopic 
examination  here  and  that  the  lower  urinary  tract  was 
normal.  What  about  the  distended  bladder,  Mr.  Bach- 
us? 

Mr.  Bachus:  I was  accounting  for  it  in  much  the 
same  way.  Certainly  he  didn’t  have  any  lower  urinary 
tract  pathology  to  produce  the  distended  bladder,  and 
one  might  think  of  a primary  bladder  hypotonia. 

Dr.  Delp:  Mr.  Carpenter? 

Mr.  Carpenter:  I was  going  to  postulate  that  the 
peritonitis  caused  this  bladder  distention. 

Dr.  Delp:  Mr.  Armstrong,  why  was  this  patient 
dyspneic? 

Mr.  Armstrong:  Probably  on  the  basis  of  the  ab- 
dominal distention  to  start  with.  The  lung  fields  look 
pretty  good. 

Dr.  Delp:  Mr.  Brown,  what  caused  the  dyspnea? 

Mr.  Brown:  Didn’t  you  say  that  his  C02  was  7? 

Dr.  Delp:  I did! 

Mr.  Brown:  Probably  acidosis. 

Dr.  Delp:  Mr.  Bachus? 

Mr.  Bachus:  His  anemia  could  also  be  another  fac- 
tor. 

Dr.  Delp:  When  he  was  extremely  dyspneic  his 
hemoglobin  was  50  per  cent.  Was  he  dyspneic  all 
the  time,  Dr.  Stockdale,  or  just  the  last  two  or  three 
days  ? 

Dr.  Stockdale:  Severe  dyspnea  was  present  only  in 
the  last  few  days. 

Dr.  Delp:  Have  you  any  other  ideas,  Mr.  Bare? 

Mr.  Bare:  I don’t  have  any. 

Dr.  Delp:  Dr.  Miller,  I would  like  to  have  your 
comments  concerning  this  patient. 

Dr.  Herbert  Miller  (pediatrician)  : I would  like  to 
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ask  what  kind  of  enemas  were  given  to  the  baby  at 
home  ? 

Dr.  Delp:  We  don’t  know. 

Dr.  Miller:  If  these  were  tap  water  enemas,  this 
could  possibly  account  for  the  low  sodium  that  this 
baby  had.  He  did  have  an  acidosis  according  to  stud- 
ies that  were  done  on  admission,  with  the  base  total- 
ing up  to  134  milliequivalents  and  the  total  anions  in 
the  neighborhood  of  144  milliequivalents.  This  would 
suggest  that  the  baby  had  some  respiratory  acidosis 
when  he  came  in.  He  was  distended  and  perhaps  did 
have  some  trouble  blowing  off  carbon  dioxide  as  a 
result  of  the  marked  abdominal  distention.  The  low 
sodium  might  have  been  accounted  for  by  repeated 
enemas  which  would  tend  to  draw  sodium  out  of  the 
body  if  tap  water  were  used. 


Figure  3.  A shaggy  pseudomembrane  covers  the  muco- 
sa of  the  hypertrophied  and  dilated  descending  and  sig- 
moid colon.  Arrow  indicates  the  beginning  of  the  rec- 
tum where  the  lumen  begins  to  narrow  to  normal  cal- 
iber and  the  pseudomembrane  disappears.  A small  band 
of  anal  skin  is  included  on  the  lower  end  of  the  spec- 
imen (reduced  V4). 


Dr.  Delp:  On  the  second  day,  Dr.  Miller,  the  so- 
dium was  126  and  the  chloride  was  94. 

Dr.  Miller:  I would  think  that  these  are  probably 
correct.  In  my  opinion  the  baby’s  sleeping  all  the  time 
was  related  to  the  infection.  What  caused  the  con- 
vulsions I do  not  know,  unless  they  resulted  from 
fever.  It  is  easy  for  babies  to  have  convulsions  when 
they  have  considerable  fever.  I cannot  explain  why 
this  is  so. 

I have  no  reasons  to  disagree  with  Mr.  Carpenter 
with  regard  to  what  was  going  on  in  this  baby.  I 
think  that  he  is  very  likely  right. 

Dr.  Delp:  Dr.  Allbritten,  do  you  have  any  com- 
ments about  this  diagnosis  ? Do  you  disagree  with  Mr. 
Carpenter? 

Dr.  Frank  Allbritten  (surgery)  : No,  I agree  with 
the  diagnosis.  I think  that  it  was  not  clear  at  the  time 
of  exploration  as  to  the  extent  of  the  baby’s  adhesions 
and  peritonitis.  I assume  it  was  generalized  peritonitis. 
There  was  no  comment  about  the  colon’s  having  been 
identified  at  the  time  of  operation,  and  it  is  conceiv- 
able that  there  was  a mass  of  adhesions  and  fibrinous 
material  so  that  one  could  not  delineate  the  small 
and  large  bowel,  although  the  bladder  could  be  seen 
as  an  anatomical  structure. 

Dr.  Delp:  One  of  the  medical  students  drew  a pic- 
ture in  this  chart  indicating  a ridge-like  mass  that  ex- 
tended from  the  upper  left  quadrant  to  about  the 
middle  of  the  right  flank.  Do  you  think  this  would 
mean  anything  so  far  as  the  physical  findings  are  con- 
cerned ? 

Dr.  Allbritten:  Yes,  it  would  be  suggestive  of  a 
tremendously  distended  transverse  colon. 

Dr.  Delp:  Now  may  we  have  the  pathologist’s  re- 
port? 

PATHOLOGY  REPORT 

Dr.  Harlan  Firminger  (pathologist)  : At  the  time 
of  autopsy  this  child  was  about  normal  in  height, 
measuring  23  inches.  He  was  distinctly  undernour- 
ished, weighing  only  4300  grams,  and  his  abdomen 
was  greatly  distended.  There  was  a healed  scar  over 
the  lower  abdomen  and  a healing  cystotomy  wound. 
When  the  abdomen  was  opened  the  bowel  loops  were 
clearly  adherent,  and  everything  was  bound  together 
in  a mass  by  fibrinous  adhesions.  In  addition  there 
was  an  abscess  4 cm.  in  diameter  in  the  pelvic  region. 

The  major  item  of  interest  was  the  colon.  It  was 
a tremendously  dilated  structure  occupying  much  of 
the  abdomen.  It  had  thick  walls  and  was  distinctly 
hypertrophied  as  well  as  dilated.  The  lumen  of  the 
colon  narrowed  gradually  just  above  the  rectum  to 
about  normal  caliber  (Figure  3). 

The  mucosa  of  the  colon  was  covered  with  a white 
pseudomembrane  which,  when  scraped  off,  revealed 
a rather  granular  underlying  surface.  The  pseudo- 
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Figure  4.  Pseudomembranous  colitis  with  edge  of  an 
ulcer  extending  into  the  submucosa.  There  is  necrosis 
particularly  of  the  superficial  mucosa  which  is  covered 
by  a fibrinopurulent  membrane.  At  the  right  margin  the 
marked  inflammatory  process  extends  through  the  muco- 
sa into  the  submucosa.  The  underlying  muscularis  pro- 
pria, incompletely  shown,  is  much  thickened  (hematox- 
ylin and  eosin  stain). 

membrane  covering  the  colonic  mucosa  disappeared 
in  the  rectum. 

A microscopic  section  (Figure  4)  shows  the  pseu- 
domembranous covering  of  the  colon  with  many 
polymorphonuclear  leukocytes  and  inflammatory  cells 
throughout  all  layers,  some  destruction  in  the  upper 
layers  of  the  mucosa,  and  considerable  edema  and  in- 
flammatory infiltration  of  the  submucosa.  In  one  area 
there  is  an  ulceration  of  the  colon;  there  were  a 
number  of  such  ulcerations.  In  three  places  we  found 
actual  perforations  of  the  colon  extending  out  into 
the  adjacent  peritoneal  area. 

The  volume  of  the  urinary  bladder  was  only  mod- 
erately increased,  but  the  wall  of  the  urinary  bladder 
was  three  or  four  times  normal  thickness.  A section 
of  the  wall  of  the  bladder  showed  the  thickening  to 
be  the  result  of  hypertrophied  muscularis  and  sub- 
mucosa. 

There  were  several  lesions  in  the  lungs.  One  was 
an  organizing  embolus  in  the  pulmonary  artery  at  the 
hilus  of  the  left  lung.  We  also  found  a cystic  area 
of  old  infarction  at  the  base  of  the  right  lung  which 
was  adherent  to  the  diaphragm.  There  were  scattered 
yellow  areas  which  we  interpreted  as  aspiration  pneu- 


monia; at  the  time  of  autopsy  there  was  vomitus  in 
the  trachea  and  in  the  mouth. 

The  liver  was  slightly  enlarged,  weighing  300 
grams.  It  contained  only  a small  amount  of  fat.  There 
were  pigmented  macrophages  and  Kupffer  cells  con- 
taining a golden  brown  hemosiderin  pigment  every- 
where. This  indicated  hemosiderosis.  There  were  also 
foci  of  hematopoesis,  and  the  bone  marrow  was  hy- 
perplastic. 

There  was  a marked  involution  of  the  thymus.  It 
weighed  only  1.5  grams. 

The  heart  was  enlarged,  weighing  38  grams,  which 
is  almost  twice  the  normal  weight  for  this  age. 

Regarding  the  Hirschsprung  type  of  megacolon, 
there  is  ordinarily  a constricted,  aganglionic  segment 
of  bowel  at  the  region  of  the  rectosigmoid,  and  in- 
deed that  was  the  situation  in  this  case  (Figure  5, 
top) . Above  this  level,  in  the  hypertrophied  portion 
of  the  megacolon,  Auerbach’s  plexus  is  intact  (Figure 
5,  bottom) . 

As  has  been  suggested,  this  is  sometimes  associated 
with  distention  of  the  urinary  bladder.  Both  the  uri- 
nary bladder  and  the  colon  are  supplied  by  the  pelvic 
parasympathetic  plexus,  and  it  seems  likely  that  de- 
ficiency of  these  nerves  would  involve  the  bladder  as 
well  as  the  colon.  At  times  this  has  been  found.3  In 
this  case  we  have  been  unable  to  confirm  this  despite 
many  sections.  We  could  see  nothing  in  the  bladder 
and  urethra  to  explain  the  distention,  and  we  could 


Figure  5.  Note  the  absence  of  Auerbach's  plexus  in 
the  aganglionic  segment  of  the  rectum  (top)  in  con- 
trast to  the  large  ganglia,  indicated  by  arrow,  in  a sec- 
tion from  the  hypertrophied  and  dilated  colon  (bottom) 
(hematoxylin  and  eosin  stain). 
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not  say  that  it  was  necessarily  comparable  to  the 
change  in  the  colon. 

The  pseudomembranous  colitis  is  similar  to  the 
two  cases  which  Moriarty  and  Ramsey1  reported  in 
babies  with  megacolon  who  had  been  given  large 
doses  of  antibiotics.  Presumably  this  was  a matter  of 
changing  flora  and  stasis  of  the  material  in  this  area. 

The  enlarged  heart  is  difficult  to  explain.  Dr.  Mil- 
ler has  already  referred  to  the  possibility  that  this 
baby  was  given  tap  water  enemas  at  home.  In  ad- 
dition to  losing  sodium,  there  may  have  been  ab- 
sorption of  water  which  could  produce  hydremia.  An- 
other factor  may  have  been  the  anemia,  but  this  heart 
was  hypertrophied  out  of  all  proportion  to  what  is 
normal  in  a child  of  this  age.  With  respect  to  the 
anemia,  there  was  hyperplasia  of  the  marrow  with 
abundant  red  cell  formation.  Most  of  these  children 
do  have  anemia,  though  I am  not  quite  sure  what  the 
etiology  is.  I doubt  that  it  is  suppression  of  the  mar- 
row. The  hemosiderosis  is  probably  attributable  to  the 
transfusions  which  this  child  had  received. 

Dr.  Delp:  There  have  been  allusions  to  the  fact 
we  now  have  for  this  syndrome  an  explanation  which 
did  not  exist  a few  years  ago.  I am  old  enough  to  re- 
call vividly  and  bitterly  the  number  of  such  patients 
that  I encountered  when  I was  an  intern  and  resident 
in  which  the  outcome  was  invariably  just  as  unsatisfac- 
tory as  in  this  case. 

I would  like  to  clear  up  a few  things  in  the  time 
remaining  by  calling  on  Dr.  Allbritten,  Dr.  Miller, 
and  Dr.  Valk. 

Dr.  Allbritten:  There  has  been  considerable  change 
in  the  treatment  of  this  disease  in  the  past  few  years. 
Previously  the  treatment  was  directed  toward  the  di- 
lated segment  of  the  colon,  and  surgical  attempts 
were  made  to  resect  large  areas  of  the  dilated  portion 
of  the  colon  and  do  end  to  end  anastomosis.  To 
everyone’s  disappointment,  the  dilatation  promptly 
recurred.  The  attempts  were  directed  toward  the  ob- 
vious area  rather  than  to  the  area  of  functional  ob- 
struction. In  1948  Whitehouse  and  Kernohan,5  and 
later  Swenson  with  his  coworkers,4  approached  the 
disease  from  a different  standpoint  and  started  the  di- 
rect surgical  attack  on  the  obstructed  area.  They  re- 
sected the  aganglionic  segment  of  the  bowel  and  anas- 
tomosed the  colon  to  the  anal  area.  This  procedure 
has  proved  to  be  more  satisfactory. 

One  thing  that  has  been  commented  on,  and  which 
needs  repetition,  is  that  the  area  that  is  dilated  was 
examined  for  abnormalities,  but  no  abnormality  was 
found.  Regarding  this  patient’s  bladder,  I wonder  if 
we  were  not  looking  in  the  wrong  area  in  the  blad- 
der, and  should  have  been  looking  at  the  site  of  ob- 
struction rather  than  at  the  site  of  dilatation. 

Dr.  Firminger:  We  did  examine  the  urethra,  and 


ganglia  were  present  down  into  the  prostatic  urethra 
at  least. 

Dr.  Allbritten:  Even  through  the  membranous 
urethra  and  sphincter? 

Dr.  Firminger:  Our  microscopic  sections  include 
the  sphincter  and  part  of  the  prostatic  urethra.  The 
remainder  of  the  urethra  was  grossly  normal. 

Dr.  Delp:  Dr.  Valk,  do  you  have  any  comments? 

Dr.  William  Valk  (urologist)  : When  one  en- 
counters distention  of  the  bladder  and  pus  in  the 
urine,  the  normal  procedure  is  to  pass  a catheter  into 
the  bladder  to  relieve  this  distention.  This  type  of 
bladder  can  obstruct  the  recto-sigmoid  and  cause 
severe  dilatation  of  the  colon.  It  can  blot  out  the 
venous  return  in  the  pelvic  veins  and  cause  edema  of 
the  extremities.  I am  sure  that  this  child  had  primary 
Hirschsprung’s  disease,  but  I am  also  sure  that  he 
might  have  been  greatly  improved  by  simple  passage 
of  a catheter  before  surgery.  This  would  have  re- 
lieved his  distention  and  distress  a great  deal.  As  has 
been  said,  urinary  tract  anomalies  are  associated  with 
Hirschsprung’s  disease,  but  it  is  a little  different  from 
the  bowel  and  gastrointestinal  tract  as  far  as  innerva- 
tion is  concerned.  One  can  totally  denervate  the  ure- 
ters and  the  bladder  without  producing  a picture  sim- 
ilar to  Hirschsprung’s  disease.  A denervated  ureter 
does  not  distend  and  become  a greatly  dilated  struc- 
ture as  the  colon  does.  I believe  that  it  is  probably 
a little  different  mechanism  than  aganglionic  disease 
of  the  colon. 

Dr.  Delp:  Dr.  Miller? 

Dr.  Miller:  The  English  have  recently  shown  that, 
in  ten  babies  who  had  Hirschsprung’s  disease,  the 
colon  is  not  large  and  dilated  in  the  first  two  or  three 
months  of  life.  Might  not  the  bladder  have  been  en- 
larged because  of  peritonitis  instead  of  Hirschsprung’s 
disease? 

Dr.  Valk:  At  operation  the  bladder  was  a thin, 
friable,  dilated  structure.  This  is  extremely  unusual 
in  the  absence  of  organic  or  neurogenic  obstruction 
of  the  bladder.  Hypertrophy  of  the  bladder  indicates 
that  oliguria  must  have  been  present  at  birth  or  even 
from  the  seventh  month  of  intrauterine  life  when 
the  fetus  first  starts  to  pass  urine  into  the  amniotic 
fluid. 

Dr.  Miller:  You  think  the  bladder  was  involved 
even  though  the  ganglion  cells  appear  in  normal 
amount  ? 

Dr.  Valk:  I don’t  know. 

Dr.  Delp:  Any  final  comments  or  questions? 

Dr.  Youngstrom:  Swenson  and  Fisher2  have  re- 
cently reported  on  dilated  ureters  associated  with 
this  condition,  and  they  theorize  that  the  lesion  might 
be  in  the  cord  rather  than  in  the  bladder  or  urethra. 
So  there  seems  to  be  room  for  further  thought  on  the 
etiology  of  this  condition. 
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DR AMAMINE®  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


III.  Meniere’s  Syndrome 


1.  Paroxysmal  Whirling  Vertigo.  This  consists  of  sudden  attacks  of  dizziness,  often  when 
the  patient  is  at  rest  or  asleep.  The  patient  may  feel  that  he  himself  is  whirling  or  that  fixed 
objects  about  him  are  whirling.  The  attack  usually  lasts  for  a few  minutes;  occasionally  it 
is  severe  for  weeks  or  subacute  for  months. 


2.  Subtotal  Hearing  Loss. 

Deafness  will  usually  affect  the 
high  tones  and  it  may  be  uni- 
lateral or  bilateral.  Sometimes 
the  hearing  loss  is  severe  and 
also  progressive. 


3.  Tinnitus.  This  is  usually  uni- 
lateral and  present  in  the  ear 
with  greater  hearing  loss  and 
is  without  a definite  pattern. 


Fewer  diagnostic  errors1  will  result  if  a “triad  of 
symptoms”  is  required  of  patients  with  suspected 
Meniere’s  syndrome.  These  are  the  symptoms  of 
typical  Meniere’s  syndrome: 

1 . Severe  paroxysmal  vertigo  which  may  be  of  two 
types;  either  the  patient  feels  that  he  is  whirling 
or  that  objects  about  him  are  whirling. 

2.  Fluctuating  subtotal  hearing  loss,  usually  affect- 
ing the  higher  tones,  is  noted  at  the  same  time  as 
vertigo. 

3.  Tinnitus,  usually  unilateral,  is  associated  with  the 
deafness  and  dizziness. 

With  Meniere’s  syndrome  there  is  no  definite  locali- 
zation2 by  the  Barany  (vestibular  reaction)  test  and 
results  of  the  caloric  test  are  not  diagnostic.  Physi- 
cal examination  should  rule  out  disease  of  the  cen- 
tral nervous  or  cardiovascular  systems  before  a 
diagnosis  is  made. 

“Treatment  with  Dramamine®.  . . is  effective3  in 
aborting  and  preventing  attacks  of  Meniere’s  syn- 


drome . . . will  prevent  or  arrest  attacks  of  vertigo. 
It  will  also  reduce  the  intensity  of  the  tinnitus  and 
so  may  save  some  of  the  hearing  in  the  affected  ear.” 
Dramamine  is  recommended  for  Meniere’s  syn- 
drome as  the  sole  therapy  or  in  combination  with 
other  treatment  programs. 

It  is  a therapeutic  standard  also  for  motion  sick- 
ness and  is  useful  for  relief  of  nausea  and  vomiting 
of  radiation  sickness  and  fenestration  procedures. 

Dramamine  (brand  of  dimenhydrinate)  is  supplied 
in  tablets(50  mg.); Supposicones®(100  mg.); ampuls 
(250  mg.);  liquid  (12.5  mg.  in  each  4 cc.).  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

2.  Jackson,  C.,  and  Jackson,  C.  L.  (editors):  Diseases  of  the 
Nose,  Throat,  and  Ear,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1945,  pp.  368;  414. 

3.  Queries  and  Minor  Notes:  Meniere’s  Syndrome,  J.A.M.A., 
141:500  (Oct.  15)  1949. 


A new  edition  of  " Dramamine  Reviews  and  Abstracts/'  containing  di- 
gests of  more  than  1 00  recent  articles,  is  available  on  request  to  . . 


s 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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Dr.  Delp:  Hirschsprung’s  disease  should  occupy 
high  priority  in  a differential  diagnosis  of  progressive 
constipation  in  the  newborn.  Such  a statement  be- 
comes even  more  reasonable  today  with  newer  knowl- 
edge concerning  the  true  character  of  the  malady  and 
the  gratifying  results  from  prompt  surgical  treatment. 
Only  a moment’s  thought  will  suggest,  as  in  this 
case,  the  danger  of  salt  depletion  and  water  intoxica- 
tion which  may  result  from  retained  water  enemas  in 
such  a patient.  The  recently  recognized  relationship  of 
megacolon  and  megaloureters  is  given  further  legit- 
imacy by  this  case. 

PATHOLOGICAL  ANATOMICAL  DIAGNOSIS 

Primary 

Congenital  megacolon  with  hypertrophy  and  dilata- 
tion of  the  sigmoid,  transverse  and  ascending  colon 
with  multiple  ulcers,  advanced. 

Multiple  ulcers  of  the  ileum  and  jejunum,  slight 
(history  of  abdominal  distention  and  constipation  for 
six  weeks  before  death) . 

Hypertrophy  of  the  urinary  bladder  (history  sug- 
gestive of  megalobladder) . 

Healing  midline  incision  of  anterior  abdominal 
wall;  healing  cystostomy  wound  and  sinus  tract  (his- 
tory of  distention  of  the  urinary  bladder  and  pelvic 
peritonitis  with  performance  of  cystostomy) . 

Organized  emboli  in  smaller  branches  of  the  pul- 
monary artery  with  old  cystic  infarct  of  the  lower  lobe 
of  the  right  lung  and  overlying  fibrous  pleural  ad- 
hesions. 

Loculated  small  abscess  in  pelvis  (history  of  in- 
cision and  drainage  of  wound  abscess  four  weeks  be- 
fore death) . 

Malnutrition,  height  23  inches,  weight  9^2  pounds. 

Diffuse  pseudomembranous  colitis  with  penetra- 
ting ulcers  and  local  acute  fibrinopurulent  peritonitis 
(history  of  treatment  with  several  antibiotics  includ- 
ing aureomycin). 

Diffuse  serofibrinous  peritonitis  with  focal  areas  of 
angulation  of  the  small  bowel  and  penetrating  ulcer 
of  the  colon. 

Fatty  metamorphosis  of  the  liver,  300  gms. 

Involution  of  the  thymus,  1.5  gms. 

Hyperplasia  of  the  bone  marrow  of  the  sternum 
and  vertebrae. 

Foci  of  extramedullary  hematopoiesis  in  the  liver 
and  spleen,  slight. 

Hypertrophy  of  the  heart,  38  gms. 

Hemosiderosis  of  the  liver  and  spleen,  slight  (his- 
tory of  anemia  and  repeated  small  blood  transfu- 
sions) . 

Dilatation  of  acini  of  pancreas,  slight  (history  of 
dehydration) . 


Recent  puncture  wounds  and  ecchymoses  of  both 
femoral  regions  and  of  the  scalp  and  healing  inci- 
sions over  both  medial  malleoli  (history  of  repeated 
venipunctures) . 

Gastric  contents  in  the  oropharynx  and  tracheo- 
bronchial tree. 

Foci  of  aspiration  pneumonia. 

Partial  atelectasis  of  the  upper  and  lower  lobes  of 
both  lungs. 
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Pamphlet  on  Quacks 

To  help  the  public  identify  some  of  the  devices, 
gadgets,  and  machines  used  for  so-called  "treatments” 
or  "cures”  of  many  diseases,  the  A.M.A.’s  Bureau 
of  Investigation  has  issued  a new  pamphlet  on 
mechanical  quackery.  A check  list  for  identification  of 
quacks  in  the  local  community  is  included. 

The  pamphlet  will  be  distributed  primarily  at 
A.M.A.  exhibits  on  quackery  at  medical  society  meet- 
ings, health  fairs,  museums,  etc.  It  will  also  be  sent 
by  mail  to  those  who  request  copies  from  the  bureau. 


Information  on  Adoptions 

Proceedings  of  a conference  on  adoption  held  last 
year  by  the  Department  of  Health,  Education,  and 
Welfare  are  published  in  a report,  "Protecting  Chil- 
dren in  America,”  recently  released  by  the  Children’s 
Bureau.  Attended  by  representatives  of  the  medical, 
legal,  and  social  professions,  the  conference  explored 
ways  to  eliminate  the  "black  market”  in  babies. 

Copies  of  the  pamphlet  may  be  secured  from  the 
Children’s  Bureau,  Washington  25,  D.C. 


The  Series  H Savings  bond,  issued  only  since  mid- 
1952,  will  pass  the  three  billion  dollar  mark  in  sales 
before  it  is  four  years  old. 


MAY,  1956 


299 


All  physicians  appreciate  the  strictness  of  pharmaceu- 
tical standards.  Pablum  Cereals  are  the  only  baby 
cereals  made  by  nutritional  and  pharmaceutical  spe- 
cialists. All  four  Pablum  Cereals  are  enriched  with 
thiamine,  riboflavin,  calcium,  phosphorus,  copper,  and 
with  iron  in  its  most  assimilable  form. 


PaMiwvi/  IfW uBL 


Now  available  in  these  bright  new  packages. 

DIVISION  OF  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  IND.  . Man  ufacturers  of  nutritional  and  pharmaceutical  products 
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PHYSICIANS’  ACTIVITIES 


Dr.  Jacob  T.  Whallon,  Wichita,  who  recently 
took  up  art  as  a hobby,  painted  an  oil  picture  which 
was  chosen  for  exhibit  at  the  third  annual  art  show  in 
Wichita  recently. 


Dr.  R.  Dale  Dickson,  Topeka,  was  a member  of 
the  faculty  at  a postgraduate  course  sponsored  by  the 
American  College  of  Allergists  in  New  York  in  April. 


Dr.  Eldon  S.  Rich,  Buhler,  has  announced  plans 
to  close  his  office  there  to  go  to  Newton  on  June  1 
to  join  the  staff  of  the  Bethel  Clinic.  He  will  prac- 
tice obstetrics  and  general  medicine. 


Dr.  W.  Clarke  Wescoe,  dean  of  the  University  of 
Kansas  School  of  Medicine,  is  a member  of  a team 
of  six  physicians  now  conducting  a series  of  meet- 
ings in  Japan  for  medical  schools  and  medical  soci- 
eties. The  educational  program  is  sponsored  by  Uni- 
tarian Service  Committee,  Inc.,  and  will  last  for  six 
weeks. 


Dr.  J.  S.  Menaker,  Wichita,  presented  a paper, 
"Psychosomatic  Gynecology,”  at  a meeting  of  the 
American  Academy  of  Obstetrics  and  Gynecology  in 
Memphis  in  March. 


Three  Kansas  City  physicians,  Dr.  A.  J.  Retten- 
maier,  Dr.  C.  J.  Mullen,  and  Dr.  W.  J.  Feehan, 

have  been  named  to  an  advisory  and  planning  com- 
mittee for  Creighton  University,  Omaha. 


Dr.  Enos  A.  Nelson,  Phillipsburg,  was  honored 
recently  by  the  Masonic  order  in  that  city  on  the 
completion  of  50  years  of  membership. 


Dr.  Alvin  Y.  Wells,  Winfield,  was  speaker  at  a 
recent  meeting  of  the  Cowley  County  Medical  Assist- 
ants’ Society.  He  discussed  serums  and  vaccines. 


Dr.  George  M.  Gray,  Kansas  City,  who  was  hon- 
ored recently  on  the  occasion  of  his  100th  birthday, 
was  the  subject  of  a number  of  feature  stories,  espe- 
cially in  Kansas  City  papers.  In  one  photograph  Dr. 
Gray  was  pictured  while  reading  the  Journal  of 
the  Kansas  Medical  Society. 


Dr.  Robert  M.  Brian,  El  Dorado,  spoke  on  "Ra- 
dioactivity and  Isotopes”  at  a recent  meeting  of  the 
El  Dorado  Hospital  Auxiliary. 


Health  officers  for  a number  of  counties  were 
named  recently  by  the  respective  boards  of  county 
commissioners.  Those  announced  are:  Dr.  L.  G. 


DEATH  NOTICES 

Robert  L.  Von  Trebra,  M.D. 

Dr.  R.  L.  Von  Trebra,  86,  a retired  Chetopa 
physician, died  in  a Parsons  hospital  on  March  11 
after  having  been  a patient  for  several  months. 
He  was  graduated  from  Keokuk  Medical  Col- 
lege in  Iowa  in  1897  and  practiced  there  for  a 
while,  moving  to  Kansas  in  1901.  He  was  as- 
sociated in  practice  with  his  sister,  Dr.  Ernestine 
Von  Trebra.  He  was  interested  in  Society  ac- 
tivities, holding  membership  in  the  Labette 
County  Medical  Society,  and  also  had  a number 
of  civic  interests.  He  had  served  as  a council- 
man and  as  mayor  of  Chetopa  and  had  also 
been  elected  to  the  state  legislature. 


John  Arthur  Hibbler,  Jr.,  M.D. 

Dr.  J.  A.  Hibbler,  Jr.,  44,  a member  of  the 
Wyandotte  County  Medical  Society,  died  at 
Wheatley  Provident  Hospital,  Kansas  City,  on 
March  12  after  suffering  a cerebral  hemorrhage 
several  days  earlier.  He  was  a graduate  of  Me- 
harry  Medical  School,  class  of  1935,  was  a 
resident  surgeon  at  General  Hospital  No.  2, 
Kansas  City,  Missouri,  for  three  years,  and  went 
into  private  practice  in  1939- 


Maurice  S.  Wessell,  M.D. 

Dr.  M.  S.  Wessell,  54,  who  formerly  prac- 
ticed in  Hiawatha  and  had  been  in  practice  in 
Burlington  since  1954,  suffered  a heart  attack 
and  died  on  March  25  while  in  Hot  Springs, 
Arkansas.  A graduate  of  Albany  Medical  Col- 
lege in  1927,  Dr.  Wessell  was  interested  in 
military  medicine  and  served  as  a flight  surgeon 
from  1940  to  1947.  From  then  until  1951  he 
was  an  associate  professor  of  surgery  at  the  Uni- 
versity of  Arkansas  School  of  Medicine,  Little 
Rock,  and  chief  surgeon  at  the  Veterans  Admin- 
istration Hospital  there.  He  was  a member  of 
the  Coffey  County  Medical  Society. 
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Comparative  effect  of  Raudixin  on  the  blood  pressure  of 
hypertensive  patient  and  normotensive  patient. 
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effect 


DOSAGE:  100  mg.  b.i.d.  initially; 
may  be  adjusted  within  a range  of 
50  mg.  to  500  mg.  daily.  Most  pa- 
tients can  be  adequately  maintained 
on  100  mg.  to  200  mg.  daily. 

SUPPLY:  50  mg.  and  100  mg.  tab- 
lets, bottles  of  100,  1000  and  5000. 
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stable  ataractic  (tranquilizing)  effect 

. 

without  excessive  sedation 
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stable  hypotensive  effect  without  rapid  peaks  and 
declines  in  blood  pressure 


Systolic 


Pressure,  mm. 


The  hypotensive  action  of  Raudixin  is  selective  for  the  hypertensive  state. 
For  this  reason,  Raudixin  does  not  significantly  affect  the  blood  pressure  of 
normotensive  patients. 
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Glenn,  Protection,  Comanche  County ; Dr.  W.  W.  Or- 
rison,  Plains,  Meade  County;  Dr.  James  G.  O’Shea, 
Dodge  City,  Ford  County;  Dr.  John  R.  Neuensch- 
wander,  Hoxie,  for  Sheridan  County;  Dr.  Robert 
W.  Hughes,  Russell,  Russell  County,  and  Dr.  R.  D. 
Hughes,  Marysville,  Marshall  County. 


Dr.  Adelbert  R.  Chambers,  Iola,  has  announced 
that  he  is  a candidate  for  the  Republican  nomination 
to  the  office  of  Allen  County  representative  in  the 
state  legislature. 


Dr.  Peter  K.  Wiens,  who  graduated  from  the  Uni- 
versity of  Kansas  School  of  Medicine  last  year  and 
has  completed  internship  at  St.  Luke’s  Hospital,  Kan- 
sas City,  Missouri,  has  begun  practice  in  Minneola. 


Dr.  Clyde  B.  Trees,  president  of  the  Shawnee 
County  Medical  Society,  has  accepted  appointment  to 
the  Topeka  Board  of  Education’s  20-member  advisory 
committee. 


Dr.  George  W.  Davis,  Ottawa,  recently  observed 
the  60th  anniversary  of  his  graduation  from  the  Uni- 
versity Medical  College  of  Kansas  City,  Missouri. 


Dr.  Wayne  O.  Wallace,  Atchison,  was  speaker  at 
a dinner  meeting  for  the  public  sponsored  by  the 
Atchison  County  Chapter  of  the  American  Heart 
Association.  He  also  showed  a film,  "The  Valiant 
Heart.” 


Dr.  Charles  S.  Huffman,  Columbus,  was  honored 
by  the  Masonic  Lodge  in  his  home  community  re- 
cently and  was  presented  with  a 50-year  membership 
pin. 


A feature  story  in  the  Cold-water  Western  Star  re- 
cently paid  tribute  to  Dr.  R.  A.  J.  Shelley  who  has 
been  practicing  since  1903,  first  at  Waldron,  then 
at  Protection  and  Zenda,  and  in  Coldwater  for  the 
past  32  years. 


Dr.  Val  Converse,  formerly  of  Kansas  City, 
moved  to  Horton  on  March  1 and  is  now  associated 
with  the  Horton  Hospital  and  Clinic. 


The  Sharon  Springs  community  announces  that  its 


seven-year  search  for  a physician  ended  recently  when 
Dr.  A.  R.  Cuadrado,  who  had  been  practicing  in 
Colby,  moved  there  to  practice. 


Dr.  Melvin  Masterson,  who  practiced  in  Rich- 
mond, Missouri,  before  entering  service  with  the  Air 
Force  in  1954,  was  discharged  recently  as  flight  sur- 
geon at  the  Air  Force  Base  at  Waco,  Texas,  and  has 
opened  an  office  in  Louisburg. 


The  Sedgwick  County  Chapter  of  the  American 
Academy  of  General  Practice  announces  the  election 
of  the  following  officers:  president-elect,  Dr.  Bruce 
P.  Meeker;  vice-president,  Dr.  Jack  G.  Phipps;  sec- 
retary-treasurer, Dr.  Harry  T.  Hidaka,  and  member 
of  the  board  of  directors,  Dr.  Harold  L.  Low. 


Dr.  William  L.  Valk,  of  the  University  of  Kansas 
Medical  Center,  was  one  of  the  speakers  at  a meeting 
of  the  Urologic  Society  of  Mexico  at  Mexico  City  last 
month. 


The  Samuel  J.  Crumbine  medal,  bestowed  by  the 
Kansas  Public  Health  Association  for  outstanding 
service  to  public  health,  was  awarded  to  Dr.  Ralph 
I.  Canuteson,  Lawrence,  last  month. 


Dr.  Garland  O.  Wellman,  on  leave  of  absence 
from  the  Sedgwick  County  Society  and  now  in  Texas 
City,  Texas,  was  elected  to  fellowship  in  the  American 
College  of  Surgeons  recently  and  also  became  a dip- 
lomate  of  the  American  Board  of  Surgery. 


An  invitation  to  participate  in  the  President’s  Con- 
ference on  Occupational  Safety,  to  be  held  in  Wash- 
ington, D.  C.,  May  14-16,  has  been  accepted  by  Dr. 

Leslie  L.  Saylor,  Topeka. 


Dr.  Lennert  B.  Mellott,  who  has  served  in  the 
medical  department  of  the  Sunflower  plant  for  sev- 
eral years,  has  announced  plans  to  return  to  semi- 
private practice  in  Bonner  Springs.  He  will  continue 
to  serve  at  the  plant  three  mornings  a week. 


Dr.  Karl  Stock,  Topeka,  returned  recently  from 
Baltimore  where  he  attended  a meeting  of  Wilmer 
Eye  Residents  at  Johns  Hopkins  University. 


Now  the  RALPH  CLINIC 


emct  eight  geat-i 


Treating  Alcohol  and  Drug  Addiction 


In  1897  Benjamin  Burroughs 
Ralph.,  M.D.,  developed  methods  of 
treating  alcohol  and  narcotic  addic- 
tion that,  by  the  standards  of  the  time, 
were  conspicuous  for  success. 

Twenty-five  years  ago  expe- 
rience had  bettered  the  methods. 
Today  with  the  advantages  of  col- 


lateral medicine,  treatment  is  markedly 
further  improved. 

The  Ralph  Clinic  provides  per- 
sonalized care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy 
and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with 
referring  physicians.  Write  or  phone. 


A Department  of  the 
Benjamin  Burroughs 
Ralph  Foundation  for 
Medical  Research 

RALPH  CLINIC 

Formerly  The  Ralph  Sanitarium 

Ralph  Emerson  Duncan,  M.D.,  Medical  Director. 
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Epilepsy 


The  History  of  Folklore  in  Its  Treatment 


THOMAS  M.  DOUGHERTY,  M.D.,  Kansas  City,  Missouri 


"If  I wished  to  show  a student  the  difficulties  of 
getting  at  truth  from  clinical  experience,  I would  give 
him  the  history  of  epilepsy  to  read.’’ 

Oliver  Wendell  Holmes 

There  are  many  wonderful  new  drugs  coming  out 
every  month  or  so  for  the  control  of  epilepsy.  Each 
is  greeted  with  great  acclaim,  then  after  a time  it,  too, 
takes  its  true  place  in  the  treatment  of  epilepsy.  It  is 
interesting  that  while  each  of  these  new  drugs  is  her- 
alded as  being  the  one  which  will  free  the  poor  suf- 
ferers from  their  scourge,  none  of  them,  when 
viewed  in  their  true  perspective,  seem  to  do  so.  A re- 
view of  the  history  of  the  treatments  of  epilepsy  and 
the  drugs  and  treatments  that  in  prior  times  were  to 
have  cured  man  of  epilepsy  would  be  interesting  and 
would  give  added  impetus  to  the  words  of  Oliver 
Wendell  Holmes. 

In  this  paper  treatment  will  be  the  main  subject  of 
discussion;  theories  as  to  etiology  will  be  mentioned 
only  insofar  as  they  pertain  to  the  rationale,  if  any,  of 
the  therapy  in  question. 

Judging  from  early  historic  writings  and  pre-his- 
toric  findings,  the  old  saying  should  be  changed  to 
read,  "Taxes,  the  poor,  and  epilepsy  we  have  always 
with  us.”  During  the  period  of  time  from  the  neolith- 
ic to  the  present  about  everything  animal,  vegetable, 
or  mineral  has  been  used  in  the  treatment  of  epilepsy. 
Depending  upon  the  theory  under  which  a patient  was 
treated,  material  was  poured  into  a patient  or  drained 
out;  this  not  being  possible,  it  was  rubbed  into  or 
hung  upon  a patient.  Incantations  for  and  against  the 
patient  were  used,  and  many  a poor  epileptic  has  lost 
parts  of  his  anatomy  in  attempts  at  treatment.  At  one 
time  or  another,  the  conduct  of  the  poor  epileptic 
was  controlled  more  rigidly  than  that  of  an  eager 
virgin. 

For  a general  outline  of  the  subject  of  folklore  his- 
tory of  epileptic  treatment,  five  general  categories 
seem  possible:  (1)  the  general  way  of  life  by  which 
an  epileptic  must  abide;  (2)  spiritual  treatments,  in- 
cluding devils  and  gods;  (3)  animal  treatments,  in- 

This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected  for 
publication  by  the  Editorial  Board  from  a group  judged  to 
be  the  best  by  the  faculty  at  the  school.  Dr.  Dougherty  is 
now  serving  his  internship  at  General  Hospital,  Kansas 
City,  Missouri. 


eluding  man  and  lower  forms;  (4)  vegetable  treat- 
ments, including  all  drugs  grown  on  the  earth;  (5) 
mineral  treatments,  both  in  their  pure  and  adulterated 
forms. 

It  must  be  understood  that  three  basic  principles 
were  used  in  treatment,  i.e.,  magic  or  superstition,  ra- 
tional explanation,  and  empiricism.1  To  differentiate 
between  these  is  difficult;  since  this  is  not  written  at 
the  time  of  the  prescribes,  no  distinction  can  be 
made. 

As  a prerequisite  to  living  without  secures  an 
epileptic  was  told  to  stay  away  from  swamps,  rivers, 
or  any  moist  area.2  He  was  told  to  remain  away  from 
too  much  wind,  sudden  changes  in  temperature,  or 
loud  noises,  for  all  these  things  would  bring  on  the 
disease.3  He  was  to  sleep,  but  not  too  soundly  or  dur- 
ing the  day.  Exercise,  of  course,  was  good,  but  only 
in  moderation,  taken  just  as  prescribed  and  when 
scheduled.4  As  Galen  says,  "Speaking  generally,  I 
recommend  abstinence  from  daily  or  immoderate  use 
of  such  food  as  engenders  unhealthy  humors  or  as 
causes  constipation  or  flatulence,  and  is  hard  to  di- 
gest.”5 Galen  is  safe  in  such  generalities.  More  spe- 
cifics are  listed  later  pertaining  to  foods. 

These  above  prescriptions  were  good  because  ep- 
ilepsy was  said  to  be  caused  by  various  humors.  If 
the  brain  were  too  humid,  humors  rising  to  the  brain 
would  make  the  brain  too  moist,  or  the  heat  would 
make  the  humor  too  thin,  or  cold  would  make  the 
phlegm  too  thick.  These  were  certain  things  that 
would  cause  bile  to  congeal  in  the  brain.  Exercise 
would  keep  the  humors  flowing.1'  4-  6'  7 

Some  said  that  baths  should  be  abhorred  because 
of  moisture,5  whereas  others  thought  them  beneficial 
for  their  purifying  effects.8  Efforts  at  dehydrating  the 
patient  and  at  fasting  were  made ; however,  no  ex- 
planation or  reason  other  than  spiritual  or  humoral 
was  given  until  the  20th  century.2'  8’  9’  10 

It  is  interesting  to  note  that  diet  has  had  much  at- 
tention throughout  the  ages.  The  Arabs  anticipated 
the  ketogenic  diet  for  whatever  reason,  in  that  long 
ago  they  prescribed  a diet  of  fat  meats  "to  the  point 
of  disgust  and  nausea.”6  During  the  middle  ages 
much  talk,  but  no  progress,  was  made  regarding  diet. 
Gowers  himself  includes  a discourse  on  the  subject. 
It  was  not  until  the  1920’s  that  the  reason  for  a 
ketogenic  diet  was  given.9 
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• rapid  absorption  and  distribu- 
tion to  all  parts  of  the  body 

• prompt,  broad-spectrum  action 
against  infections  caused  by 
gram-positive  and  gram-negative 
bacteria,  spirochetes,  certain 
large  viruses  and  protozoa 

• minimal  incidence  of  adverse 
reactions 

• available  in  a wide  selection  of 
convenient  dosage  forms  for  oral, 
parenteral  or  topical  use 

Tetracycline  the  nucleus  of 

modern  broad-spectrum  activity  discov- 
ered and  identified  by  Pfizer  scientists 


Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co 
Brooklyn  6,  N.  Y. 


Inc. 
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The  use  of  wine  or  alcohol  in  any  form  was  con- 
trolled. There  were  those  who  advised  small  quan- 
tities i1  however,  none  encouraged  its  use.3- 10’  11  This 
is  one  point  upon  which  it  seems  that  even  the  su- 
perstitious agree  with  the  physicians  of  the  day,  who 
definitely  concur  with  modern  day  therapy.9 

Whether  or  not  an  epileptic  should  marry  is  a ques- 
tion that  has  been  discussed  for  ages.  Granted,  views 
as  to  why  one  should  or  should  not  marry  differ  from 
learned  discourses  on  eugenics  to  the  individual  ef- 
fects of  intercourse  on  the  course  of  epilepsy,  but 
each  author  has  had  strong  feelings  on  the  subject 
throughout  the  ages.1*  2- 10 

Gowers  in  1885  states,  "In  the  interest  of  the  in- 
dividual, of  the  family,  and  of  the  race,  it  is  there- 
fore desirable  to  discourage  as  far  as  possible  the  mar- 
riage of  epileptics.”10  Hector  Boece,  writing  about 
1550,  indicates  that  the  Scottish  clans  thought  more 
strongly  about  the  matter.  He  recommended  that  a 
male  epileptic  be  "instantly  gelded  and  a woman 
kept  from  all  company  with  men  and  if  she  were 
found  to  be  with  child,  she  and  her  brood  were  buried 
alive.”14 

The  sexual  act  itself  was  mentioned  often,  and  it 
was  said  to  be  closely  allied  with  epilepsy.  Some  said 
that  coitus  cured  epilepsy,5  others  said  it  caused  ep- 
ilepsy.8’15  Temkin  quotes  the  Hippocratic  papers: 
"Coitus  is  a slight  epileptic  attack.”4  Kanner  quotes, 
"Coitus  brevis  epilepsia  est.”6 

Castration  was  practiced.  At  some  periods  it  would 
seem  to  have  been  used  for  the  purposes  of  a cure,15  at 
others  as  a form  of  eugenic  hygiene,10  and  still  again  as 
a punishment.14  It  is  rather  difficult  to  tell  from  the  lit- 
erature just  which  was  the  reason.  Oophorectomy  for 
a cure  was  advised  as  late  as  1880.  There  is  also 
"the  strange  unverified  and  not  quite  probable  belief 
that  Napoleon  Bonaparte  had  an  epileptic  attack  after 
each  intercourse.”  Kanner  tells  of  a certain  Turk,  Sul- 
tan Murad  III,  who  owed  his  epilepsy  to  over  in- 
dulgence in  the  harem.0 

Pliny  believed  that  intercourse  was  good  for  ep- 
ilepsy.16 The  fact  that  children  who  had  seizures  dur- 
ing childhood  often  ceased  to  have  attacks  after  pu- 
berty, led  to  the  conclusion  that  seizures  disappeared 
after  intercourse.  Thus,  early  authors  thought  to  has- 
ten the  cure  by  "doing  malice  to  the  nature  of  chil- 
dren by  unseasonable  coition.”15’  16 

Continence  with  retained  semen  was  thought  to 
cause  epilepsy.6  Retained  menstrual  blood  was  thought 
to  be  another  cause.1  Perhaps  the  worst  idea  of  the 
cause  of  epilepsy  was  held  by  those  who  attributed  it 
to  masturbation.17  This  belief  continued  to  the  time 
of  Gowers10  and  is  held  by  some  even  to  the  pres- 
ent.18 

Aside  from  the  general  views  of  the  hereditary  na- 
ture of  epilepsy,  the  Talmud  states  that  epileptic  chil- 


dren will  result  if  "parents  have  intercourse  before 
a burning  candle,  in  a room  near  which  many  women 
work  at  a hand  mill,  immediately  following  defeca- 
tion, after  the  letting  of  blood  or  recumbente  marito. 
Also  if  they  have  intercourse  with  a child  at  the  foot 
of  their  bed.”6’  8 Intercourse  during  mensus,2  onan- 
ism,19 difficult  menstruation  or  amenorrhea,7  some- 
times even  pregnancy1 — all  these  have  been  stated  as 
causing  epilepsy.  It  is  interesting  to  note  that  from 
the  belief  that  seizures  originate  in  the  uterus  we  get 
our  present  day  word  "hysteria.”1 

Epilepsy  has  been  considered  a visitation  of  the 
gods,  the  loss  of  the  soul,  and  the  possession  by  a 
devil.1  There  were  many  things  that  could  be  done 
to  bring  these  states  to  an  end  and  more  to  keep  them 
from  happening.  There  were  so  many  different  evil 
spirits  indicted  that  a cure  for  one  devil  often  would 
be  useful  for  a number  of  different  evil  spirits.  It  is 
rather  odd  that  while  believing  epilepsy  to  be  caused 
by  a demon,  an  occasional  epileptic,  during  the  same 
period  in  history,  was  considered  to  have  been  visited 
by  a god  (a  rare  privilege),  which  inclined  him  to 
prophetic  activities  and  moving  experiences.  Some 
people  believed  that  this  caused  the  greatness  of  cer- 
tain famous  epileptics,  such  as  Matthew,  Napoleon, 
and  Dostoievski.20’  21 

The  simplest  way  to  rid  an  epileptic  of  a demon 
was  to  bore  a hole  through  which  the  demon  could 
escape.  Trephined  skulls  dating  from  the  neolithic 
period  have  been  found  and  are  said  to  have  been 
trephined  for  purposes  of  releasing  demons.22  Tre- 
phining as  a treatment  for  epilepsy  is  recorded  down 
through  the  ages.9’  23’  24-  25-  26 

Human  skull  bones  have  long  been  reputed  to  do  a 
fine  job  of  curing  epilepsy.  There  were  many  different 
manners  of  preparing  these  bones ; charred,  powdered, 
and  in  various  mixtures.2-  6’  27  The  bones  that  were 
supposed,  by  Paracelsus,  to  be  the  most  useful  were 
small  suture  bones  of  the  skull,28  the  idea,  apparent- 
ly, being  an  oral  prefabricated  demon  escape  hatch. 

Many  ways  were  used  to  pin  point  the  particular 
demon  or  god  causing  the  trouble:  "If  a patient  im- 
itated a goat  or  ground  his  teeth,  or  if  the  right  side 
was  convulsed,  Hera,  the  mother  of  the  gods,  was  the 
cause  If  the  patient  spoke  in  a sharper  or  more  in- 
tense tone  then  he  was  likened  to  a horse  and  Posei- 
don was  the  cause.  If  any  excrement  was  passed,  the 
appellation  of  Euodius  was  at  fault;  if  it  was  passed 
in  small  dense  masses,  like  birds,  Apollo  Noimus  was 
the  cause.  If  foam  was  emitted  by  the  mouth  and  the 
patient  kicked,  then  Ares  got  the  blame.  Night  trem- 
ors, frightful  apparitions,  and  running  away  were 
plots  of  Hecate  and  Heroes.”6 

Hippocrates  even  goes  further  and  cautions  against 
wearing  black  as  that  is  the  color  of  Hecate.7 

Aretaeus  says  that  epilepsy  is  called  the  sacred  dis- 
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and  the  Rehabilitation  of 

Protein  Depleted  Patients 

Although  the  recommended  daily  allowance  of  one  gram 
of  protein  per  kilogram  of  body  weight  is  adequate  for  the  average  healthy 
adult,1  greater  amounts  may  be  needed  in  the  rehabilitation  of  patients 
depleted  in  protein  after  severe  infections,  mechanical  trauma,  burns,  or 
extensive  surgery.2  Protein  needs  for  tissue  regeneration  during  convales- 
cence are  high. 

To  speed  rehabilitation  of  the  protein  depleted  patient,  top  quality 
protein  and  calories  should  be  given  in  generous  quantity.2  However,  a 
high  protein  intake,  130  grams  daily,  at  best  induces  a slow  response.3 
Intakes  at  3 or  4 times  that  level  may  produce  considerably  more  rapid 
gain  in  weight,  strength,  and  morale.4,5  If  mastication  and  swallowing  are 
difficult,  canned  strained  meats — such  as  used  in  infant  feeding — may  be 
used  to  advantage  in  the  high  protein  diet.2 

Lean  meat,  outstanding  in  contained  top  quality  protein,  may  well 
be  made  the  keystone  of  the  high  protein  diet.  Its  abundance  of  vitamin 
B complex  and  essential  minerals — iron,  phosphorus,  potassium,  and  mag- 
nesium— adds  to  its  therapeutic  value.  Important  also  are  its  appetite 
appeal,  its  easy  digestibility,  and  its  virtual  freedom  from  allergenic 
properties. 

1.  Recommended  Dietary  Allowances,  Washington,  D.  C.,  National  Academy  of  Sciences — 
National  Research  Council,  Publication  302,  1953. 

2.  Co  Tui:  Review:  The  Fundamentals  of  Clinical  Proteinology,  J.  Clin.  Nutrition  7:232  (Mar.- 
Apr.)  1953. 

3.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelsen,  O.,  and  Taylor,  H.  L.:  The  Biology  of  Human 
Starvation,  Minneapolis,  Univ.  of  Minnesota  Press,  1950. 

4.  Burger,  G.C.E.;  Drummond,  J.  C.,  and  Sandstead,  H.R.:  Malnutrition  and  Starvation  in 
Western  Netherlands,  The  Hague  General  State  Printing  Office,  1948,  Part  II,  p.  91. 

5.  Co  Tui;  Kuo,  N.H.;  Chuachiaco,  M.,  and  Mulholland,  J.H.:  The  Protein  Depletion  (Hypo- 
proteinia)  Syndrome  and  Its  Response  to  Hyper-Pro teinization,  Anesth.  & Analg.  28: 1 
(Jan. -Feb.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 
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ease  not  because  it  was  caused  by  gods  but  because 
only  gods  could  heal  it,15  and  Bernard  of  Gordon  says 
of  his  inability  to  cure  epilepsy,  "I  am  ignorant,  but 
God  has  knowledge.”2 

Before  more  demon  causes  of  epilepsy  are  enum- 
erated, it  might  be  well  to  cite  a method  used  to  ward 
off  epilepsy.  Pliny  says,  "In  cases  of  epilepsy  we  spit, 
that  is,  we  throw  back  contagion.’'16  The  idea  of  spit- 
ting is  so  strong  that  epilepsy  was  even  called  the 
spitting  disease,  and  references  are  found  even  to 
the  present  day  of  the  good  of  spitting.18 

In  Ethiopia  care  was  taken  lest  the  shadow  of  an 
enemy  fall  across  the  patient,  causing  epilepsy.  Mo- 
hammedans believed  epilepsy  was  caused  by  jinns, 
while  the  Turks  believed  the  attacks  were  from  spirits 
who  were  in  love  with  the  same  one  as  the  patient 
and  the  spirits  were  trying  to  throttle  the  patient  in 
revenge.29 

Russian  peasants  believed  a patient  in  a seizure  was 
overpowered  by  a demon,  and  they  beat  the  patient 
unmercifully  with  a sacred  chain  in  order  to  force 
the  demon  to  leave.6  The  Hindus  believed  that  Kur- 
kura,  the  dog-demon,  was  the  source  and  gave  a nice 
prescription  for  a cure.  This  cure  consisted  of  incanta- 
tions, beating  of  gongs,  and  a ritual,  all  the  while 
pouring  a mixture  of  curds  and  salt  water  over  the 
patient.29 

From  the  Christian  world  there  are  about  as  many 
fine  methods  of  driving  out  the  devils.  From  the 
Bible  (Matthew  XVII,  18)  there  is  recorded  the  story 
of  a boy  who  was  brought  to  Jesus  for  help,  "And 
Jesus  rebuked  the  devil  and  he  departed  out  of  him 
and  was  cured  from  that  very  hour.”  This  passage 
from  the  Bible  has  evoked  a great  deal  of  discus- 
sion through  the  ages.  At  one  time  it  was  quoted  to 
show  that  epilepsy  could  be  caused  by  demons.1 

From  Scot  we  have  this  cure:  "Take  the  sicke  man 
by  the  hand,  and  whisper  these  wordes  softlie  in  his 
eare,  I conjure  thee  by  the  sunne  and  moone  and  by 
the  gospell  of  this  daie  delivered  by  God  to  Hubert, 
Giles,  Cornelius,  and  John,  that  thou  rise  and  fall  no 
more.”30 

Another  suggestion  was  that  if  you  chance  upon  a 
patient  in  a seizure,  bend  down  and  whisper  in  his 
ear  three  times,  "Gaspar  bears  the  myrrh,  Melchior 
ihe  frankincense,  Balthasar  the  gold.  Whosoever  bears 
with  him  the  names  of  these  three  kings  is  delivered 
from  epilepsy  by  the  holiness  of  Christ.”2  Besides 
curing  the  seizure  this  verbal  formula  was  said  to 
cure  the  disease  if  the  patient  would  fast,  pray,  and 
write  the  above  on  a paper  and  wear  it  around  his 
neck.  This  probably  was  thought  to  cure  the  disease 
as  the  three  kings  fell  down  before  Jesus.2 

The  first  man  to  see  a person  in  a seizure  was  to 
take  off  his  right  shoe,  urinate  in  it,  swirl  it  around 


in  a mixing  motion,  and  give  it  to  the  patient  to 
drink.  John  of  Gaddesden  goes  even  further  and  re- 
ports that  the  reason  the  first  person  seeing  a seizure 
is  the  one  to  do  the  ritual  is  because  of  purely  psy- 
chological reasons,26  a bizarre  finding  in  that  age. 

There  were  many  patron  saints  to  whom  epileptics 
appealed.  There  was  a ritual  of  attending  Mass  three 
times,  saying  certain  prayers,  and  at  times  visiting  the 
saint  or  his  grave.  Among  these  saints  were  St.  Val- 
entine, St.  Nicetius,  and  St.  Bibians.  Some  saints  even 
passed  out  herbs,  too.2-  6-  26-  27 

Another  method  of  removing  demons  is  quoted  by 
Talbot.  It  shows  that  people,  even  in  one  method  of 
treatment,  did  not  put  all  their  trust  in  the  saint  to 
get  rid  of  the  epilepsy. 

"The  patient  first  washes  his  limbs  in  a sacred  well 
near  the  church,  drops  fourpence  into  it  as  an  offering 
and  walks  three  times  around  it,  and  repeats  the 
Lord’s  prayer  three  times.  Then  a fowl,  which  was  a 
cock  or  a hen,  according  as  the  patient  was  a man  or 
woman,  was  put  into  a basket  and  carried  first  around 
the  well  and  afterwards  the  church.  Next  the  sufferer 
entered  the  church  and  lay  down  under  the  com- 
munion table  till  break  of  day.  After  that  he  offered 
sixpence  and  departed,  leaving  the  fowl  in  the  church. 
If  the  bird  died,  the  sickness  was  supposed  to  have 
been  transferred  to  it  from  the  man  or  woman  who 
was  now  rid  of  the  disorder.”9 

The  concept  that  epilepsy  was  transferable  and  con- 
tagious is  seen  throughout  history,  even  to  the  present 
day.13-  18 

During  the  middle  ages  epileptics  were  not  per- 
mitted to  sell  articles  of  food  or  drink.6  While  ep- 
ileptics were  often  looked  upon  as  mentally  ill,  it  was 
during  this  time  that  they  were  isolated  from  mental 
patients.  This  was  done,  not  for  the  benefit  of  the 
epileptics,  but  for  the  mental  patients,  "since  the  sight 
of  one  epileptic  attack  may  suffice  to  make  a healthy 
person  epileptic,  how  much  greater  is  the  danger  for 
the  mentally  deranged  who  are  so  much  more  impres- 
sionable.”31 

Willis  of  the  17th  century,  who  is  reputed  to  Be 
one  of  the  pioneers  in  the  evolution  of  modern  neu- 
rology, is  quoted  as  saying  of  epilepsy:  "As  often  as 
the  devil  is  permitted  to  affect  miserable  mortals  with 
his  delusions,  he  is  not  able  to  draw  more  evil  ar- 
rows from  any  other  quiver,  or  to  show  miracles  by 
any  better  witch,  than  by  the  assaults  of  this  mon- 
strous disease.”23 

The  moon  goddess,  Phoebe,  was  early  in  history 
thought  to  cure  epilepsy,15  but  later  she  was  left  out 
and  the  moon  itself  was  accused.  As  the  moon  waxed 
and  waned,  so  also  did  epileptics  have  attacks.  As 
late  as  1861  Sieneking  wrote,  "Lunar  influences  are 
still  upheld  by  some  physicians  of  repute,  and  the 


Reduces  Muscular  Tension 


Electromyographic  study  of  neuromuscular  hyper- 
activity in  42-year-old  male  with  anxiety-tension  syn- 
drome. A,  Before  EQUANIL;  action  potential  of  high 
amplitude  and  frequency.  B,  After  one  week  of 


ambulatory  treatment  with  EQUANIL;  showing  def- 
inite reduction  in  tension,  greater  ability  to  relax, 
and  marked  improvement  in  muscular  coordina- 
tion. C,  Point  where  patient  makes  effort  to  relax.1 


® 

Philadelphia  1,  Pa. 


The  remarkable  effectiveness  of  Equanil  may 
be  demonstrated  in  two  ways.  One  is  by  its 
ability  to  rebeve  muscle  spasm  and  neuromus- 
cular tension.1  The  second  is  by  its  abihty  to 
rebeve  mental  tension  and  anxiety. 


Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  adjusted 
either  up  or  down,  according  to  the  clinical  response  of 
the  patient. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

1.  Dickel,  H.A.,  et  al.:  West.  J.  Surg.,  April,  1956. 

anti-anxiety  factor 
with  muscle-relaxing  action 
. . . relieves  tension 


•Trademark 


310 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


belief  is  generally  in  vogue  among  the  public.  Ep- 
ileptics were  termed  moony  or  moon  struck.”32  Pliny 
says  that  the  moon  attracts  water  to  the  brain,  caus- 
ing epileptic  attacks.16 

Richard  Mead  in  1704  wrote  what  was  considered 
a learned  and  valuable  treatise  on  the  influence  of  the 
moon  on  humans.  His  work  was  useful  as  he  alleged- 
ly could  tell  when  sailors  of  the  Royal  Navy  were 
going  to  have  seizures  "with  tolerable  certainty.”33 
The  belief  that  epilepsy  was  worse  during  the  moon’s 
phases  was  scientifically  discredited  in  1854  by  Mor- 
eau’s paper,  for  which  he  received  a prize  from  the 
Paris  Academy  of  Medicine.  He  showed  of  the  42,- 
637  attacks  observed  by  him,  by  actual  count  26,313 
were  between  the  phases  of  the  moon  and  only  16,- 
324  during  its  phases.33  And  that  takes  care  of  the 
moon. 

Realizing  that  these  are  but  a few  of  the  views 
about  demons,  gods,  and  epilepsy,  we  pass  to  other 
superstitions. 

The  highest  order  of  animals  used  in  the  treatment 
of  epilepsy  is  man.  Human  bones  have  been  men- 
tioned in  connection  with  demons.  Human  blood  has 
been  used  often  in  the  treatment  of  epilepsy.  Pliny 
tells  that  in  ancient  Rome  epileptics  drank  the  blood 
of  gladiators  " — as  though  from  living  cups,  which 
looks  very  gruesome  if  there  were  also  wild  beasts  in 
the  arena.  They  think  it  most  valuable  to  sip  the  blood 
still  warm,  still  flowing  from  the  wounded  themselves 
and  thus  to  imbibe  the  breath  of  life  immediately 
from  the  fresh  opening.”16 

Aretaeus  Cappadonious  describes  epileptics  assem- 
bled at  the  place  of  execution  to  lap  up  the  blood  of 
a just  beheaded  criminal.15  During  the  middle  ages 
the  act  was  followed  by  whipping  the  patients  and 
making  them  run  away  as  fast  as  they  could  after 
drinking  the  blood.6 

Pliny  advises  rubbing  the  feet  of  an  epileptic  with 
virgin’s  menstrual  blood  as  a means  of  reviving  a per- 
son from  a seizure.16 

In  Brunswick  an  epileptic  child  was  to  drink  some 
of  his  own  father’s  blood  and  in  Denmark  some  of 
both  his  father’s  and  his  mother’s  blood.6  The  execu- 
tioners in  Poland  are  said  to  have  had  an  extra  income 
by  selling  the  blood  of  beheaded  criminals  as  late  as 
1909. 6 

The  brain  of  a child  or  human  bone  marrow  was 
also  advised  by  Pliny,6  and  Kanner  lists  the  follow- 
ing uses  of  human  parts  in  the  treatment  of  epilepsy: 
In  the  13th  century  a dead  man’s  tooth  was  believed 
helpful.  The  afterbirth  of  a first  born  child  and  scrap- 
ings of  the  vertebrae  of  a man  killed  by  violence 
were  prescribed.  In  Germany  human  perspiration  is 
believed  to  bring  a person  out  of  seizures.  From 
Maryland  a strange  magic  procedure  in  which  the 
patient’s  hair  serves  as  a means  to  transfer  the  disease 


from  him  to  an  inanimate  object:  Bore  an  augur  hole 
into  a piece  of  wood  on  a level  exactly  with  the  top 
of  the  sufferer’s  head;  stuff  into  the  hole  some  of  his 
hair  and  plug  it  up.6 

Enough  of  homosapiens  and  on  to  other  forms  of 
life  used  in  past  treatments  of  epilepsy.  If  the  whole 
of  the  animals  used  for  treatment  were  assembled,  one 
would  have  quite  a zoo.  Particular  reference  was  made 
to  the  whole  animal  as  the  following  are  some  parts 
of  animals  that  were  prescribed:  brain,  heart,  milk, 
liver,  gall,  testicles,  urine,  dung,  claws,  teeth,  hide, 
horns  and  feathers.1'  6 

Kanner  gives  an  alphabetized  list  of  animals,  about 
which  he  says,  ”1  wish  to  emphasize  that  it  is  only  a 
selection  of  the  vast  list  of  animals  employed  in  the 
folk  cure  of  epilepsy  which  is  at  my  disposal.”6  The 
list  includes  67  different  animals. 

Now  a few  prescriptions  in  which  animal  parts 
were  used  will  be  listed. 

Pliny  advised  the  following  prescriptions:  Eat  the 
heart  of  a black  mule  on  the  first  or  second  day  of 
the  new  moon;  or  ass’s  testicles  drunk  in  ass’s  milk; 
eat  a young  dog  still  suckling,  with  wine  and  myrrh, 
after  the  head  and  feet  have  been  removed;  hawk’s 
liver,  hen  liver,  cock’s  testicles,  pig’s  testicles  in  pig’s 
milk.  Strong  persons  may  take  21  houseflies  in  a 
liquid  medium ; weak  persons  should  not  take  so 
many.  Lamb’s  gall,  vulture  liver  drunk  with  vulture 
blood  three  times  a day  for  seven  days,  or  wear  the 
heart  of  a vulture,  caught  while  feasting  on  a human 
corpse,  around  the  neck.16 

St.  Hildegard  of  Bingen  gives  the  following:  Take 
four  parts  of  dried  mole’s  blood;  two  parts  of  pow- 
dered duck’s  bill;  one  portion  of  the  powdered  claws 
of  a goose,  minus  the  skin  and  flesh.  These  constit- 
uents are  bound  together  in  a cloth,  placed  for  three 
days  near  a mole  track,  for  such  earth  is  more  whole- 
some— then  they  are  put  near  ice  to  cool  and  then 
in  the  sun  to  dry.  Cakes  are  then  to  be  made  with 
this  powder  and  liver  of  some  edible  animal  or  bird 
and  a little  flour  and  cummin  seed,  and  eaten  for 
five  days. 

St.  Hildegard  even  explains  why  these  ingredients 
are  used.  She  says:  "Mole’s  blood  is  used  because  the 
mole  sometimes  shows  himself  and  sometimes  hides, 
like  epilepsy  itself.  Duck’s  bill  is  added  because  it 
touches  both  pure  and  impure  things  with  its  bill, 
it  is  repugnant  to  this  disease  which  is  sudden  and 
silent.  Claws  of  a goose  are  advised  for  much  the 
same  reason  and  the  claw  of  a goose  rather  than  a 
gander  because  the  female  is  the  more  silent  of  the 
two.”19 

Antonius  Guainerius  has  this  prescription  to  offer: 
"When  a fit  begins,  kill  a dog,  remove  its  gall  and 
give  it  to  the  patient  in  whatever  way  you  can.”  Or: 
"For  epilepsy,  take  a frog’s  gall  and  wrap  it  in  a cab- 
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bage  leaf,  dry  it  in  the  sun  to  make  a powder  and 
give  to  the  patient  mixed  with  a good  wine.”27 

Bernard  of  Gordon  recommended  that  the  cuckoo, 
after  it  has  been  placed  in  a jar  and  dried  in  an  oven, 
be  ground  and  given  to  a patient.  This  was  said  to 
be  good  because  the  cuckoo  itself  has  fits  and  thus 
the  poison  will  counteract  the  disease.17 

The  following  quotation  from  Kanner  is  to  show 
that  wood  lice  were  still  being  used  in  the  20th  cen- 
tury: "In  1925  the  old  wife  of  a German  innkeeper 
was  accused  of  selling  to  epileptics  white  wine  with 
wood-lice,  that  must  have  died  in  the  wine;  she  was 
acquitted  because  the  court  assumed  she  believed  in 
the  efficacy  of  the  remedy  and  therefore  acted  bona 
fide.  . . ,”6 

Of  the  things  vegetable  that  have  been  used,  the 
one  that  has  been  recommended  the  most  and  for  the 
longest  period  of  time  is  mistletoe.  The  Hippocratic 
papers  mention  it,  as  does  every  other  author  writing 
of  epilepsy.  Even  Gowers  himself  in  1881  had  this 
to  say  about  mistletoe:  "This  old  remedy  for  epilepsy, 
praised  by  Paracelsus  and  by  a considerable  number 
of  writers  since  his  time,  especially  Calbatch  and 
Frazer,  I have  tried  in  a considerable  number  of  cases, 
but  with  beneficial  results  only  in  a case  in  which  the 
attacks  were  apparently  hysteroid.”10 

J.  G.  Frazer,  in  his  Golden  Bough , gives  this  ex- 
planation of  the  virtues  of  mistletoe:  "As  mistletoe 
cannot  fall  to  the  ground  because  it  is  rooted  on  the 
branch  of  a tree  high  above  the  earth,  it  seems  to 
follow  as  a necessary  consequence  that  an  epileptic 
patient  cannot  possibly  fall  down  in  a fit  as  long  as 
he  carries  a piece  of  mistletoe  in  his  pocket  or  a decoc- 
tion of  mistletoe  in  his  stomach.  If  I had  not  tried  it, 
as  far  as  the  limited  opportunities  of  an  individual 
would  admit,  if  I had  not  found  it  efficacious  in  ep- 
ilepsy, even  beyond  my  most  sanquine  expectations,  I 
would  not  presume  to  offer  it  as  worthy  of  the  most 
serious  attention.”36 

Pliny  states  that  mistletoe  works  much  better  if 
gathered  on  the  first  day  of  the  moon  without  the  use 
of  iron  and  if,  when  collected,  it  was  not  allowed  to 
touch  the  ground.16 

Peony  root  or  seed,  worn  around  the  neck  or  taken 
internally,  is  recommended  by  Galen.  Garlic  also  has 
a long  history  in  the  treatment  of  epilepsy,  dating 
from  the  fifth  century  and  mentioned  in  the  Bower 
manuscript.6 

Blockwick  prescribes  elder  as  a treatment  for  ep- 
ilepsy. He  says:  "If  in  the  month  of  October,  a little 
before  the  full  moon,  you  pluck  a twig  of  elder,  and 
cut  the  cane  between  two  of  its  knees  or  knots,  in 
nine  pieces  and  these  being  bound  in  a piece  of  linen, 
be  it  in  a thread  so  hung  about  the  neck  that  they 
touch  the  spoon  of  the  heart  or  the  sword  formed 
cartilage;  and,  that  they  stay  more  firmly  in  place, 


they  are  bound  thereon  with  a linen  or  silken  roller 
wrapt  around  the  body,  till  the  thread  break  of  itself. 
The  thread  being  broken  and  roller  removed,  the  am- 
ulet is  not  at  all  to  be  touched  with  bare  hands,  but 
it  ought  to  be  taken  hold  of  with  some  instrument, 
and  buried  in  a place  that  no  body  may  touch  it.”37 

In  Russia  lily  of  the  valley  is  used;  in  China  the 
rhammus  root  is  preferred,  and  in  Sumatra  betel  is 
given  for  epilepsy.6 

P.  Borel  gave  powdered  soap-wart  seed  for  three 
months  at  the  time  of  the  new  moon.  Because  the 
plant  has  a signature  of  its  property,  "for  if  rubbed 
in  water  it  emits  a soap  like  foam  and  is  therefore 
profitable  to  the  frothing  epileptics.”38  Bernard  of 
Gordon  gives  the  following  as  having  been  used:  en- 
dive, chicory,  lettuce,  hyssop,  mountain  laurel,  phy- 
salis,  anise,  maratium,  diagrydum,  bdeliu,  rue,  cloves, 
absenthe,  and  pyrethium.2 

It  would  seem  that  if  the  plant  is  known,  there  is 
somewhere  a prescription  for  it  or  a warning  against 
the  use  of  it. 

Of  the  things  mineral  St.  Hildegard  says  about  the 
gem  agate,  "It  should  be  soaked  in  water  for  three 
days  at  the  full  moon;  the  water  should  be  slightly 
warmed  and  then  preserved  and  all  the  patient's  food 
cooked  in  it  until  the  waxing  of  the  moon;  the  gem 
should  be  placed  in  everything  he  drinks.”  This  pro- 
cedure was  to  be  followed  for  ten  months.19 

Jade  was  worn  by  the  Greeks,  and  emeralds  were 
recommended  by  the  Arabs,  both  prophylactically  and 
therapeutically.6  Paracelsus  recommends  the  emerald 
also.28  Some  believed  if  the  violence  of  the  disease 
were  such  that  it  could  not  be  overcome  by  the  gem, 
the  gem  broke  into  pieces.39  Seligmann  states  that 
South  American  Indians  of  the  Orinoco  River  place  a 
piece  of  green  fledspar  in  a wound  which  has  been 
incised  for  the  purpose  in  the  skin  of  an  epileptic; 
after  the  scar  heals,  the  patient  will  be  cured.40  Par- 
acelsus recommends  white  coral  to  be  worn  as  a 
cure.28 

The  swallow  stone,  which  is  found  in  a swallow’s 
stomach  at  the  beginning  of  autumn  in  the  first  quar- 
ter of  the  moon,  reduced  to  powder  and  given  in  a 
liquid,  was  said  to  cure  epilepsy.2 

Antonius  Guainerius  practically  guarantees  a cure 
from  the  following  prescription:  Place  some  umbil- 
ical cord  from  a new  born  baby  in  a gold  ring  that 
has  an  emerald  on  it.  As  long  as  it  is  worn  epilepsy 
cannot  strike.27 

Of  various  metals  that  were  used,  iron  filings  were 
said  to  be  good  taken  internally,  or  an  iron  nail  driven 
at  the  spot  an  epileptic  first  fell  would  rid  him  of  the 
evil.16 

The  use  of  zinc  is  of  old  origin.  The  Hindus  give 
this  prescription:  First  melt  and  then  soak  the  zinc 
three  times  in  succession  in  oil,  whey,  sour  gruel, 
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cow’s  urine,  and  lastly  in  the  juice  of  okra.  Melt  the 
purified  metal  in  an  earthen  crucible,  adding  to  it 
powder  of  tamarind  and  banyan  tree  barks  in  the  pro- 
portion four  to  one.  Stir  and  rub  then  with  an  iron 
ladle.  Mix  with  the  powder  an  equal  quantity  of  tal- 
aka  (terasulphide  of  arsenic)  and  triturate  in  an  acid 
juice.  Expose  it  to  fire;  again  add  one-tenth  of  its 
quantity  to  talaka,  and  again  rub  it  and  put  it  over  a 
fire.  Repeat  the  process  ten  times  until  the  metal  is 
reduced  to  bhasma.41 

Gower  also  wrote,  "Zinc  unquestionably  deserves 
some  of  the  repute  which  it  has  enjoyed  for  more 
than  a hundred  years  as  a remedy  for  epilepsy.’’10 

Table  salt,  antimony,  and  asphalt  have  also  been 
used.0 

Interesting  points  in  regard  to  the  use  of  minerals 
are  the  cramp  rings  and  touch  coins  or  sacramental 
shillings.  Cramp  rings  were  especially  made  rings 
which  were  to  protect  the  wearer  from  epilepsy.  The 
custom  is  said  to  have  started  when  Edward  the  Con- 
fessor brought  back  from  Jerusalem  a ring  thought 
to  cure  the  epilepsy  of  those  touching  it.  Later  other 
rings  were  made;  the  best  were  supposedly  those 
made  from  a nail  or  a screw  from  an  old  coffin,  and 
certain  prayers  were  said  over  them.  The  king  then 
rubbed  the  rings  between  the  palms  of  his  hands,  say- 
ing, "Sanctify,  O Lord,  these  rings  and  graciously  be- 
dew them  with  the  dew  of  thine  benediction  and  con- 
secration, and  hallow  them  by  the  rubbing  of  our 
hands  which  thou  hast  been  pleased  according  to 
our  ministry,  to  the  end  that  what  the  nature  of  the 
metal  is  not  able  to  perform  may  be  wrought  by  the 
greatness  of  Thy  grace.’’ 

The  rings  were  then  passed  out  to  the  patient  to  be 
worn.42 

Of  the  sacramental  shillings  which  were  either  car- 
ried or  worn,  Kanner  quotes  the  London  Times  of 
March  7,  1854:  "A  young  woman,  living  in  North 
Devon,  having  for  some  time  past  been  subject  to 
periodical  fits  of  illness,  endeavored  to  effect  a cure 
by  attendance  at  the  afternoon  service  at  the  parish 
church,  accompanied  by  30  young  men,  her  neighbors. 
Service  over,  she  sat  near  the  porch  of  the  church  and 
each  of  the  young  men  as  they  passed  out  dropped  a 
penny  in  her  lap,  but  the  last  instead  of  a penny  gave 
her  half-a-crown,  taking  from  her  the  29  pennies. 
With  this  half  crown  in  her  hand,  she  walked  three 
times  around  the  communion  table,  and  afterwards 
had  it  made  into  a ring  by  the  wearing  of  which  she 
believed  she  would  recover  her  health.”6 

Silver  nitrate  was  used  in  the  treatment  of  epilepsy, 
sometimes  even  to  the  point  of  argyria.  Silver  was 
used  because  silver  is  the  color  of  the  moon,  and  the 
moon  was  said  to  cause  epilepsy.8 

Other  forms  of  treatment  included  bleeding  the 
patient  through  various  portions  of  his  anatomy,  dif- 
ferent places  depending  upon  the  nature  of  the  seiz- 


ures.26 The  use  of  cautery  at  different  levels  of  the 
body  has  a long  history.8-  28  Counter  irritants  were 
used,  including  cantharides  even  to  the  point  of  blis- 
tering the  parts.8 

One  last  prescription:  "Take  a drachm  of  camphor, 
divide  it  into  nine  parts  and  give  it  to  the  patient  to 
drink  in  his  own  urine,  then  bind  on  his  navel  a piece 
of  toasted  rye  bread  and  let  him  sweat  in  a warm 
room  in  a bed  well  covered  over.”43  No  explanation 
is  given  with  the  above  prescription. 

In  the  words  of  Antonius  Guainerius  on  the  treat- 
ments of  epilepsy:  "If  you  do  these  things,  it  would 
be  a very  malignant  epilepsy  which  would  not  for- 
sake the  patient  after  observing  the  prescriptions  ad- 
vised.”24 

In  conclusion  let  it  be  said  that,  bizarre  as  these 
"treatments”  of  epilepsy  are,  the  people  of  their  times 
took  them  in  good  faith  and  apparently  got  some  re- 
lief. As  has  been  said,  the  psychotherapy  of  getting 
a prescription  tends  to  keep  an  epileptic  from  having 
as  many  seizures  for  a while. 

It  would  seem  wise  indeed  to  keep  this  in  mind 
and  not  to  cast  too  many  aspersions  on  these  super- 
stitions of  treatment.  One  day  in  the  future  the  very 
drugs  being  evaluated  today,  such  as  hibicon,  phen- 
uron,  and  mysoline,  may  appear  in  a paper  on  su- 
perstitions in  the  treatment  of  epilepsy. 
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Peptic  Ulcer:  Diagnosis  and  Treatment.  By  Clif- 
ford f.  Barborka,  M.D.,  and  E.  Clinton  Texter,  fr., 
M.D.  Published  by  Little,  Brown  and  Company,  Bos- 
ton. 290  pages.  Price  $7.00. 

This  monograph  is  complete,  concise,  and  straight- 
forward. It  is  excellent  reading  for  those  with  a gen- 
eral interest  in  medicine  and  those  with  a special  in- 
terest in  gastroenterology.  The  discussion  of  patho- 
physiology is  comprehensive  and  accurate.  Principles 
of  medical  management  are  outlined  in  the  light  of 
the  underlying  known  factors  important  in  the  clin- 
ical picture  of  peptic  ulcer. 

Prevention  of  recurrence  and  complications  is  em- 
phasized, an  aspect  which  is  often  slighted  in  the 
over-all  management  of  the  ulcer  patient. 

Indications  for  surgery  are  discussed  clearly  and 
are  limited  to  the  relatively  few  definite  situations 
which  are  generally  accepted  as  requiring  the  sur- 
gical approach. 

This  book  might  well  be  placed  on  the  medical  stu- 
dents’ reading  list  along  with  his  textbook  of  med- 
icine.— A.P.K. 
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COUNTY  SOCIETIES 


"Hospital  Emergencies’’  was  the  subject  of  a panel 
discussion  which  formed  the  program  for  a meeting 
of  the  Shawnee  County  Society  on  March  5.  Dr. 
Howard  E.  Roberts  was  moderator,  and  the  partic- 
ipants were:  Dr.  Robert  P.  Woods,  Dr.  Robert  M. 
Brooker,  Dr.  James  A.  McClure,  Dr.  G.  Bernard 
Joyce,  and  Dr.  Leslie  L.  Saylor. 

Dr.  Conrad  M.  Barnes,  Seneca,  president  of  the 
Kansas  Medical  Society,  was  speaker  at  a meeting  of 
the  Shawnee  County  Society  held  on  April  2. 


Members  of  the  Geary  County  Society  were  hosts 
at  a meeting  of  the  Golden  Belt  Medical  Society 
held  in  Junction  City  on  April  5.  A clinicopatholog- 
ical  conference,  presented  by  Dr.  Vernon  E.  Wilson 
of  the  University  of  Kansas  Medical  Center,  formed 
the  program,  followed  by  a dinner. 


Members  of  the  Pratt  County  Society  were  enter- 
tained by  their  wives  at  a buffet  supper  at  the  Park 
Hills  Country  Club  on  March  30  in  observance  of 
Doctor’s  Day. 


Vice  Admiral  Ross  T.  Mclntire  (retired),  exec- 
utive secretary  of  the  International  College  of  Sur- 
geons, was  speaker  at  a meeting  of  the  Sedgwick 
County  Society  held  in  Wichita  on  March  6.  His  sub- 
ject was  "Blood  and  Its  Derivatives.’’ 

The  group  held  its  next  meeting  on  April  3.  At 
that  time  the  speakers  were  Dr.  Ralph  C.  Moore  of 
Omaha  and  Dr.  Charles  Marsh  of  Valley,  Nebraska. 
The  subject  of  the  program  was  "Medical  Aspects  of 
Highway  Accidents.”  Dr.  Conrad  M.  Barnes,  Seneca, 
also  spoke  to  the  group. 


"Income  Tax  Problems  Relative  to  the  Medical 
Profession”  was  the  subject  of  a talk  given  to  the 
Wyandotte  County  Medical  Society  at  a meeting  held 
on  March  20.  The  speaker  was  Mr.  George  Sinder- 
son,  C.P.A. 


The  Southeast  Kansas  Medical  Society,  composed 
of  physicians  in  nine  counties,  met  at  the  Armory  in 
Iola  on  March  1 5 with  members  of  the  Allen  County 
Society  as  hosts.  Dr.  Clarence  H.  Benage,  Pittsburg, 
was  principal  speaker  and  others  on  the  program  in- 
cluded Dr.  Conrad  M.  Barnes,  Seneca,  president  of 
the  Kansas  Medical  Society,  and  Mr.  Oliver  E.  Ebel, 
Topeka,  executive  secretary. 


Guest  Speakers  announced  for 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 

JULY  11  and  12 
DENVER 

Can  you  afford  to  miss  this  array  of  speakers? 

LAUREN  V.  ACKERMAN,  M.D.,  St.  Louis,  Department  of  Surgery,  School  of  Medicine,  Washington 
University 

GEORGE  V.  BRINDLEY,  M.D.,  Temple,  Texas,  President,  American  Cancer  Society 

CHARLES  L.  DUNHAM,  M.D.,  Washington,  D.  C.,  Director,  Division  of  Biology  and  Medicine,  Atomic 
Energy  Commission 

CHARLES  HUGGINS,  M.D.,  Chicago,  Ben  May  Laboratory  for  Cancer  Research 
DWIGHT  H.  MURRAY,  M.D.,  Napa,  California,  1956-57  President,  American  Medical  Association 
EUGENE  P.  PENDERGRASS,  M.D.,  Philadelphia,  Professor  of  Radiology,  University  of  Pennsylvania 
School  of  Medicine 

GRANT  H.  SANGER,  M.D.,  New  York,  Francis  Delafield  Hospital,  Cancer  Research  Laboratories 
JOHN  R.  SCHENKEN,  M.D.,  Omaha,  Nebraska  Methodist  Hospital 

NO  REGISTRATION  FEE 
Banquet  Speaker:  Dwight  H.  Murray,  M.D. 

Program  will  be  sent  upon  request  to: 

John  S.  Bouslog,  M.D.  835  Republic  Building,  Denver  2 

Sponsored  by  The  Colorado  State  Medical  Society 
and 

The  Colorado  Division  of  the  American  Cancer  Society 


looked  over  often... 

the  patient  with  nonspecific  rheumatism 

NOW— thoroughgoing  relief  with 


New 


SlGMAG£N 


TABLET! 


combining 


Prednisone 0.75  mg.—- best  of  the  new 

Acetylsalicylic  acid  . . . 325  mg. — best  of  the  old 
Ascorbic  acid 20  mg. 


Aluminum  hydroxide  . . 75  mg. 

antirheumatic  • anti-inflammatory  • analgesic  • supportive 

Combined  effectiveness  of  the  antirheumatic 
agents  in  SigmaGen  permits  maintenance  of  clinical 

relief  at  minimal  dosages. 
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A meeting  of  the  Lyon  County  Society  was  held 
at  Emporia  on  April  2.  Dr.  Robert  G.  Rate,  Hal- 
stead, discussed  "Cancer  of  the  Lung.” 


Physicians  of  the  Russell  County  Society  enter- 
tained members  of  the  societies  in  Ellis  and  Ells- 
worth counties  at  a meeting  at  Russell  on  April  5. 
Two  speakers  from  Kansas  City,  Missouri,  provided 
the  program.  Dr.  Alexander  Moruzi  spoke  on  sur- 
gery of  the  stomach,  and  Dr.  Milton  H.  Noltensmeyer 
discussed  different  types  of  anesthesia. 


Cost  of  Hospital  Care 

A prediction  that  hospital  costs  would  "continue 
to  increase  at  about  five  per  cent  annually  for  many 
years”  was  made  recently  by  Mr.  Ray  E.  Brown,  pres- 
ident of  the  American  Hospital  Association.  The  pre- 
diction is  based  on  his  belief  that  there  will  probably 
be  no  significant  decrease  in  the  general  economic 
situation. 

"Only  by  the  best  efforts  of  hospital  boards,  admin- 
istrators, medical  staffs,  and  all  members  of  the  hos- 
pital team  can  costs  be  held  within  that  level  of  in- 
crease,” he  said.  "Whatever  answers  there  are  to  the 
problem  of  hospital  costs  must  be  found  in  the  area 
of  personnel  budgets. 


"The  nature  of  the  hospital’s  work  provides  little 
opportunity  for  productivity  gains.  Nonetheless,  hos- 
pital salary  levels  are  affected  by  general  salary  levels. 
Under  such  circumstances  every  round  of  salary  in- 
creases constitutes  a direct  increase  in  hospital  costs.” 
Increases  in  hospital  services  calling  for  added 
equipment  and  personnel  are  another  factor  in  the 
rising  cost  picture.  The  largest  increase  in  personnel 
is  attributable  to  new  services.  Cursory  studies  made 
on  this  question  indicate  that  the  number  of  routine 
procedures  per  patient  day  has  increased  more  than  30 
per  cent  in  the  past  nine  years. 


The  cold  war  against  tuberculosis  calls  for  a clear- 
cut  program  for  the  future.  It  is  regrettable,  that  in 
our  satisfaction  with  the  fall  in  death  rates,  we  may 
have  given  the  impression  that  tuberculosis  is  con- 
quered. In  fact,  some  in  authority  have  said  that  the 
fight  is  as  good  as  over  and  that  there  will  be  no 
tuberculosis  problem  in  ten  to  twenty  years.  This 
breezy  optimism  is  founded  on  lack  of  knowledge 
and  misunderstanding  of  the  problems  involved.  Tu- 
berculosis, while  it  has  lost  many  of  its  death-dealing 
features,  is  still  the  greatest  single  cause  of  loss  of 
man-hours  in  young  people  and  still  disrupts  thou- 
sands of  homes. — George  J.  Wherrett,  M.D.,  Nat. 
Tuberc.  A.  Tr.,  May,  1954- 


Trasentine- 


integrated  relief  — 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitdL 


CIBA 

Summit,  N.  J. 


2/222614 
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All  the  benelits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


Multiple 

Compressed 

Tablets 


Prednisone  Buffered 


and 


'Co-Hydeltra1 


Prednisolone  Buffered 


Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


‘Co-Deltra’  and  ‘Co-Hydeltra5 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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ANNOUNCEMENTS 


Physicians  are  invited  to  attend  the  seventh  an- 
nual Dr.  F.  G.  Thompson,  Sr.  lectureship  at  the 
Thompson,  Brumm  and  Knepper  Clinic,  St.  Joseph, 
Missouri,  at  8:15  p.m.  on  Monday,  May  21.  Dr.  Wil- 
liam Dameshek,  professor  of  clinical  medicine  at 
Tufts  College  Medical  School,  Boston,  will  discuss 
"The  Spleen  and  Hypersplenism." 


The  Children’s  Hospital  of  Philadelphia,  1740 
Bainbridge  Street,  Philadelphia,  will  present  three 
courses  in  May  and  June:  (1)  Pediatric  Advances, 
May  28  through  June  1,  tuition  $100;  (2)  Practical 
Pediatric  Hematology,  June  4,  5,  and  6,  tuition  $60; 
(3)  Blood  Group  Incompatibilities  and  Erythroblasto- 
sis Fetalis,  June  7 and  8,  tuition  $50. 


The  22nd  annual  meeting,  American  College  of 
Chest  Physicians,  Hotel  Sherman,  Chicago,  June  6-10. 
Write  the  College,  112  East  Chestnut  Street,  Chicago 
11,  Illinois. 


THE  LATTIMORE-FINK 
LABORATORIES 

Topeka  — El  Dorado 
Kansas 

J.  L.  Lattimore,  A.B.,  M.D.,  Pathologist 
A.  A.  Fink,  A.B.,  M.D.,  Pathologist 
H.  C.  Ebendorf,  M.T.,  Serologist 
A.  C.  Keith,  B.S.,  Chemist 
L.  W.  Hull,  A.B.,  Bacteriologist 
Walter  Norris,  A.B.,  Chemist 


Anatomical  and  Clinical 
Pathology 


Containers  Furnished  Upon  Request 


Fifth  annual  symposium  for  general  practitioners 
on  tuberculosis  and  other  chronic  pulmonary  disease, 
Saranac  Lake,  New  York,  July  9-13.  Twenty-six 
hours  credit  by  A.A.G.P.  Fee  $40.  Write  Dr.  Ed- 
ward N.  Packard,  P.  O.  Box  262,  Saranac  Lake,  New 
York. 


July  15  is  closing  date  for  Ames  Award  Contest 
for  papers  on  gastroenterology  written  by  fellows  in 
gastroenterology,  residents,  and  interns.  Winning  en- 
tries, carrying  awards  of  $400  and  $250,  to  be  select- 
ed by  Research  Committee,  American  College  of 
Gastroenterology.  Address  inquiries  to  College,  33 
West  60th  Street,  New  York  23,  New  York. 


Applications  being  accepted  now  and  until  October 
1 for  candidates  for  certification  by  American  Board 
of  Obstetrics  and  Gynecology.  Address  inquiries  to 
Dr.  Robert  L.  Faulkner,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 


The  84th  annual  meeting  of  American  Public 
Health  Association  and  40  related  organizations,  Con- 
vention Hall,  Atlantic  City,  November  12-16.  Write 
the  Association,  1790  Broadway,  New  York  City. 


Yours  for  a Constructive,  Dignified  Col- 
lection Service 

THE  KANSAS 

MEDICAL  ARTS  BUREAU  , 

Division  of  The 

Business  Men's  Adjustment 
Service 

931  KANSAS  PH.  3-4127 

TOPEKA,  KANSAS 

A Bonded  Collection  Agency 
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"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


Deformity  Appliances 
of  Quality 


Orthopedic  and  Surgical  Appliances 


Artificial  Limbs 
Trusses 

Abdominal 

Supports 

Elastic 

Hosiery 

Foot 

Supports 

Surgical 

Corsets 


Taylor  Back  Brace 
Made  to  Order  in 
Our  Own  Factory 


P.  W.  HANICKE  MFG.  CO. 

1009  McGee  St.  VI  2-4750 

KANSAS  CITY,  MO. 
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Hospital  Cancer  Programs 

A properly  functioning  registry  of  cancer  patients 
is  a requirement  for  approval  of  a hospital’s  cancer 
program  by  the  American  College  of  Surgeons  under 
new  regulations  which  are  now  effective,  the  Com- 
mittee on  Cancer  of  the  College  announced  recently. 

The  program  considers  a hospital’s  cancer  activities 
only  and  is  entirely  separate  from  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals,  of  which  the 
American  College  of  Surgeons  is  a member  organiza- 
tion. 

Minimum  requirements  for  approval  of  a cancer 
program  in  a general  hospital  conducting  organized 
cancer  clinical  activities  include  a cancer  registry,  can- 
cer consultation,  and  treatment  service.  Smaller  hos- 
pitals are  required  to  maintain  only  a registry  of  all 
cancer  patients.  All  types  of  programs  must  be  super- 
vised by  a committee  of  the  hospital’s  medical  staff. 

The  registry  must  include  the  name  and  address 
of  every  patient  upon  whom  a diagnosis  of  cancer  is 
or  has  been  previously  made,  with  adequate  diagnostic 
information  and  an  abstract  of  the  clinical  record. 
Annual  follow-up  notes  must  be  maintained  as  long 
as  the  patient  remains  alive.  College  requirements 
also  specify  procedures  for  maintaining  the  registry 
and  methods  of  developing  the  case  abstract  file.  Sur- 


veys are  made  regularly  to  make  certain  that  standards 
are  maintained.  Six  hundred  twenty-five  hospitals  in 
this  country  are  now  approved. 


Paintings  on  History  of  Medicine 

Parke,  Davis  and  Company  recently  announced 
completion  of  arrangements  for  40  oil  paintings  de- 
picting major  events  and  personalities  in  the  medical 
profession  during  the  past  5,000  years.  The  artist, 
Robert  A.  Thom,  and  the  editor,  George  A.  Bender, 
will  require  at  least  five  years  to  complete  their  work. 
The  new  series  will  complement  the  "History  of 
Pharmacy  in  Pictures,”  commissioned  by  Parke-Davis 
in  1951  and  soon  to  be  finished. 


Appointments  to  Faculty 

The  following  appointments  to  the  staff  at  the 
University  of  Kansas  School  of  Medicine  were  an- 
nounced recently:  Dr.  Charles  M.  Poser,  Dr.  Max 
Musgrave,  Dr.  Marjorie  Spurrier  Sirridge,  Dr.  Tom 
Chin,  and  Dr.  Albert  Decker  as  instructors  in  med- 
icine; Dr.  Truman  B.  Schertz,  instructor  in  ophthal- 
mology. 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance  y 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down.  , 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men's  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  lor  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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Medical  and  Surgical  Supplies 
for  Doctors  of  Medicine 
and  Hospitals 

Munns  Medical  Supply  Co. 

512  Kansas  Avenue 
Topeka,  Kansas 


The  Merchants 
Finance  Corporation,  Inc. 
Announces: 

A service  to  aid  physicians  and  hospitals 
to  rapidly  liquidate  slow-paying  and  past-due 
accounts  at  a very  low  cost. 

We  go  beyond  the  conventionalized  method 
and  offer  the  debtors  a constructive  plan  to 
discharge  their  debts.  You  are  invited  to 
participate  in  its  benefits. 

Full  Details  Readily  Supplied 

Merchants  Finance  Corporation,  Inc. 

Bennett  Bldg.,  Ottawa,  Kansas 
A Kansas  Corporation 


CORRECT 
CONSTIPATION . . . 
RESTORE 
HABIT  TIME 
OF  BOWEL 

MOVEMENT 
PETROGALAR® 

Aqueous  Suspension  of  Mineral  Oil,  Plain 
Bottles  of  1 Pint 


® 

Philadelphia  I.  Pa. 
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Health  Insurance  Coverage 

Nearly  two  out  of  every  three  men,  women,  and 
children  in  the  United  States  now  are  protected  by 
voluntary  health  insurance,  according  to  the  ninth 
annual  survey  made  by  the  Health  Insurance  Coun- 
cil, New  York.  Figures  used  in  the  report  were  those 
of  December  31,  1954. 

Progress  in  coverage  during  the  past  year  indicates 
that  at  this  time  some  104  million  persons  have  volun- 
tary protection  against  hospital  expenses,  89  million 
have  surgical  expense  insurance,  and  50  million  have 
insurance  for  medical  expense. 

Benefit  payments  on  health  insurance  claims  re- 
ported by  the  survey  for  1954  exceeded  $2.7  billion, 
a gain  of  11  per  cent  over  the  previous  year.  More 
than  half  went  to  help  meet  hospitalization  expenses 
of  beneficiaries,  and  more  than  $730  million  paid  for 
surgical  and  medical  care.  Benefit  payments  to  policy- 
holders by  insurance  companies  for  loss  of  income 
due  to  disability  were  in  excess  of  half  a billion  dol- 
lars last  year. 

Of  the  aggregate  benefit  payments  in  1954  by  all 
forms  of  voluntary  health  insurance,  56  per  cent 
came  from  insurance  companies.  The  dollar  amount 
paid  by  the  companies  was  more  than  $1.5  billion, 
including  loss-of-income  benefits. 

Blue  Cross  and  Blue  Shield  type  plans  paid  more 


than  $1  billion,  or  39  per  cent  of  the  total.  Various 
independent  plans  accounted  for  the  remaining  5 per 
cent  of  the  total. 

On  December  31,  1954,  a total  of  101,493,000 
Americans  had  hospital  expense  protection.  This  rep- 
resents an  increase  of  4.3  per  cent  during  that  year, 
a rate  of  increase  which  is  over  2l/2  times  the  rate  of 
population  growth  in  the  same  period.  Since  the  be- 
ginning of  1941,  the  number  of  persons  with  hos- 
pital expense  protection  has  multiplied  nearly  8!/2 
times. 

Nearly  86  million  persons  had  surgical  expense 
protection  by  the  end  of  1954.  This  represents  an  in- 
crease of  6.1  per  cent  over  the  previous  year.  Ordi- 
narily, people  with  surgical  coverage  also  have  hos- 
pitalization protection.  So,  up  to  85  per  cent  of  those 
with  hospital  expense  protection  also  had  surgical 
coverage.  Since  1941,  the  number  of  persons  with 
surgical  insurance  has  multiplied  about  16  times. 

Regular  medical  expense  coverage  increased  by 
more  than  four  million  persons,  or  nearly  11  per  cent 
during  1954,  to  give  a total  of  more  than  47  million 
who  have  this  protection  against  the  cost  of  non- 
surgical  medical  care  by  their  doctors.  People  with 
medical  expense  protection  usually  have  hospital  and 
surgical  protection  as  well. 

The  newest  form  of  voluntary  health  insurance — 


"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

*Moyer,  J.  H.,  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 


Everything  for  the  Laboratory 

SOUTHWEST  SCIENTIFIC 
CORPORATION 

LABORATORy  SUPPLIES  AND  EQUIPMENT 

122  South  St.  Francis  Street 
Phone  2-0582  Wichita,  Kansas 


The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 

For  Retarded  and  Slow-Learning 
Children 

Established  in  1888  as  the  “Village  of  Happi- 
ness”; for  boys  and  girls,  all  ages.  Academic, 
vocational,  social  training;  wide  recreation; 
cottage  living;  medical,  psychiatric,  psycho- 
logic services.  Year-round  program.  Special 
Summer  Program.  Internationally  known  re- 
search center. 

Write  Director,  The  TRAINING 
SCHOOL  at  VINELAND,  NEW  JERSEY. 
Phone  7-0021 
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Surgical  Supports,  Deformity 
Braces,  Trusses,  Polio  Splints, 
Elastic  Hose 

Wheel  Chairs — Hospital  Beds — Invalid  Walk- 
ers— Sick  Room  Equipment 

* PETRO  S SURGICAL  AND  * 
ORTHOPEDIC  APPLIANCES 

618-20  Quincy  Topeka,  Kans.  Phone  40207 


Prairie  View  Hospital 

Newton,  Kansas 

Emphasizing  a therapeutic  milieu  and 
psychotherapy.  A non-profit  psychiatric 
service  of  the  Mennonite  Central  Com- 
mittee. 


SECLUSION  MATERNITY 


HELEN  AMOS 
4911  East  27th  St. 
Kansas  City,  Mo. 
Phone:  WA.  3-3577 


FAIRMOUNT 

HOSPITAL 

For  Unmarried  Girls 

Est.  1909 

Private  sanitarium  with 
certified  obstetrician  in 
charge.  Folder  fully  de- 
scribing services  FREE 
on  request.  Early  en- 
trance advised. 

Rates  reasonable.  In 
certain  cases  work  given 
to  reduce  expenses. 


RADIUM 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium 
Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.D. 
Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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major  medical  expense  insurance — is  shown  by  the 
survey  to  protect  more  than  2.2  million  persons  against 
the  costs  of  catastrophic  illness.  This  figure  represents 
a gain  of  83  per  cent  during  the  past  year. 


The  best  statistical  estimate  as  to  prevalence  of  tu- 
berculin reactors  in  the  United  States  is  that  about 
one-third  of  our  population,  roughly  50  million  peo- 
ple, are  reactors.  In  other  words,  about  50  million 
people  harbor  virulent  human  tubercle  bacilli  which 
probably  will  produce  active  disease  at  the  rate  of 
about  100  new  active  cases  per  100,000  reactors  per 
year. — James  E.  Perkins,  M.D..  Bulletin  of  National 
Tuberculosis  Association,  January.  1956. 


Hospital  deliveries  increased  from  37  per  cent  in 
1935  to  92  per  cent  in  1952,  reports  the  U.  S.  De- 
partment of  Health,  Education,  and  Welfare. 


The  Food  and  Drug  Administration  of  the  De- 
partment of  Health,  Education,  and  Welfare  an- 
nounced recently  that  it  will  hire  48  temporary  in- 
vestigators to  carry  out  a special  assignment  to  en- 
force the  law  against  possible  "black  market”  dis- 
tribution of  the  Salk  poliomyelitis  vaccine.  An  ap- 
propriation of  $300,000  was  made  by  Congress  to 
cover  the  expenses  of  the  program. 
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Special  Issue  on  Trauma 

The  1955  meeting  of  the  Kansas  Chapter  of  the  American  Col- 
lege of  Surgeons,  in  keeping  with  the  College  emphasis  on  trauma, 
was  devoted  to  various  aspects  of  that  subject.  The  program  was 
arranged  by  Dr.  John  A.  Grove,  chairman  of  the  State  Committee 
on  Trauma. 

During  the  presentation  of  the  papers  on  that  program,  it  was 
evident  that  they  were  on  timely  subjects  which  would  be  of  interest 
to  a great  number  of  the  physicians  of  Kansas.  Thus  the  idea  of 
this  issue  on  trauma  was  conceived. 

The  papers  by  Doctors  Grove,  Butcher,  Speirs,  and  Hiebert  are 
essentially  as  presented  on  that  occasion,  and  the  one  by  Dr.  Wier 
was  given  in  a modified  form.  The  contributions  of  Doctors  Wil- 
liamson and  Ashley  were  solicited  to  round  out  the  symposium. 

The  Editorial  Board  is  pleased  to  be  able  to  present  this  special 
issue  and  hopes  that  it  will  prove  to  be  interesting  to  a large  cross- 
section  of  the  membership  of  the  Society.  Appreciation  is  extended 
to  all  the  authors  who  made  it  possible. 
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Transportation  of  Injured 

If  You  Are  Injured  near  Your  Home , Will  You  Be  Satisfied 
with  the  Available  Ambulance  Transportation? 

JOHN  A.  GROVE,  M.D.,  Newton 


It  is  a pleasure,  as  chairman  of  the  Kansas  Com- 
mittee on  Trauma  of  the  American  College  of  Sur- 
geons, to  present  this  panel  today.  One  of  the  most 
active  committees  of  the  American  College  of  Sur- 
geons is  its  Committee  on  Trauma. 

Briefly,  I wish  to  review  and  refresh  your  knowl- 
edge of  the  work  of  this  committee  since  its  incep- 
tion in  1922.  It  was  at  first  a small  group  named  the 
Committee  on  Fractures.  Among  the  men  most  active 
in  its  work,  the  name  of  Charles  L.  Scudder  stands 
out.  There  were,  and  are  still,  many  other  men  promi- 
nent in  the  work  of  the  College  of  Surgeons  who 
have  served  on  the  committee.  This  first  group  may 
be  called  the  men  of  the  era  of  "splint  them  where 
they  lie.’’  In  1939  the  committee  was  amalgamated 
with  the  Committee  on  Industrial  Medicine  and  Trau- 
matic Surgery,  under  the  name  of  the  Committee  on 
Fractures  and  Other  Trauma.  In  1950  the  name  was 
changed  to  the  Committee  on  Trauma,  and  its  mem- 
bership was  enlarged  to  45  men. 

The  objectives  of  the  committee  are  to  improve 
and  develop  the  teaching  of  trauma  in  the  United 
States  and  Canada,  and  to  improve  the  transportation 
and  care  of  the  injured  person.  As  a means  of  carry- 
ing out  the  objectives,  regional  committees  have  been 
established  in  as  many  parts  of  the  United  States 
and  Canada  as  possible;  there  are  12  sections,  each  of 
which  is  made  up  of  three,  four,  or  five  states.  Over 
each  section,  the  chief  acts  as  advisor  and  as  director 
of  the  various  states’  activities.  There  is  no  standard 
procedure  as  to  how  each  state  works  out  'its  problems 
of  organization.  Local  regional  committees  in  the 
larger  centers  may  be  organized.  In  fact,  throughout 
the  east,  there  are  many  local  committees  at  work. 
Membership  is  not  limited  to  members  of  the  Col- 
lege. 

In  Kansas,  your  committee  has  made  its  prime  ob- 
jective the  improvement  in  the  management  of  in- 
jured. This  is  to  be  carried  out  through  three  objec- 
tives: (1)  first  aid;  (2)  emergency  room  manage- 
ment, and  (3)  definitive  treatment. 

I wish  to  speak  briefly  today  about  one  part  of  first 
aid — the  transportation  of  injured  in  Kansas.  There 
are  times  when  I feel  a gentle  needling  does  a great 
amount  of  good  so  if,  as  I proceed,  you  feel  some 
mild  sticks,  I hope  you  will  take  it  in  the  way  that 
it  is  intended,  to  stimulate  some  action. 


Recently,  in  a nationally-published  magazine,  there 
was  an  article  by  Greer  Williams  entitled  "Let  Those 
Crash  Victims  Lie."  It  was  blunt  in  saying  that  more 
damage  can  at  times  be  done  in  transportation  to  the 
hospital  than  at  the  time  of  the  crash.  Our  people 
need  more  education  of  this  type.  However,  let’s  look 
at  the  evidence. 

The  "Dr.  George  Curry"  quoted  in  the  article  is 
from  Flint,  Michigan.  He  is  chairman  of  the  sub- 
committee on  transportation  of  the  injured  for  the 
Committee  on  Trauma  of  the  College.  Recently  he 
made  a survey  of  transportation  of  the  injured  in  28 
large  and  34  smaller  cities  across  the  United  States. 
These  62  cities,  large  and  small,  covered  one-fifth  of 
the  population  of  the  present  United  States  census. 

Of  the  larger  cities,  56  per  cent  were  rated  good 
for  the  transportation  of  the  injured,  15  per  cent 
were  excellent,  and  29  per  cent  were  fair  to  poor. 
Of  the  smaller  cities,  and  there  were  four  that  were 
surveyed  in  Kansas,  46  per  cent  were  good,  25  per 
cent  excellent,  and  29  per  cent  fair  to  poor.  Compar- 
ing metropolitan  areas  with  the  more  rural  popula- 
tion, in  which  class  we  fall,  there  seems  to  be  no 
great  variation  in  this  report. 

The  situation  here  is  evaluated  on  the  following 
(and  I want  you  to  think  about  this  question,  because 
I want  you  to  answer  it  in  your  own  minds)  : "Do 
you  believe,  if  you  sustained  a serious  accident  in 
your  own  city,  that  you  would  be  transported  to  a 
hospital  in  a way  conducive  to  your  promptest  re- 
covery?’’ 

Think  about  that  a minute!  Figure  out  your 
own  ambulance  service  and  your  own  transportation 
services.  You’re  knocked  out,  you  have  a head  in- 
jury, you  have  no  direction  over  events.  You  also 
have  a fractured  femur.  Do  you  think,  in  your  own 
city,  you  would  be  transported  to  a hospital  in  a way 
conducive  to  your  promptest  recovery?  I wonder,  in 
answering  that  question  honestly,  whether  all  of  us 
aren’t  just  a bit  worried  about  the  answer. 

Now,  just  to  make  you  feel  a bit  better,  in  Chicago, 
with  medical  facilities  and  teaching  institutions,  the 
survey  in  1954  showed  that  69  per  cent  of  emergency 
room  cases  of  trauma  got  to  the  emergency  room 
without  organized  help. 

Let’s  look  again  at  Kansas.  There  are  almost  no 
municipal  ambulances  in  Kansas.  Patients  reach  the 
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emergency  rooms  by  private  car,  by  private  ambulance, 
or  they  walk  in.  An  answer  from  a Kansas  town  sur- 
veyed by  Dr.  Curry  included  this  comment,  "Most  of 
our  cases  of  highway  trauma  occur  in  isolated  areas, 
remote  from  people  or  telephones.  It  has  been  almost 
impossible  for  an  ambulance  or  medical  care  to  beat 
the  first  well-meaning  persons  to  the  scene  and  keep 
those  individuals  from  bundling  the  living  or  the 
dead  into  the  car  and  racing  to  a hospital.” 

The  obvious  question,  of  course,  is  how  much 
added  trauma  has  needlessly  occurred.  I know  that  if 
you  are  in  the  emergency  rooms  of  our  hospitals  each 
day,  you  see  accident  cases  and  cases  of  trauma  of 
all  kinds  brought  in  with  hurry  and  rush  by  well- 
meaning  individuals,  but  certainly  adding  to  the  in- 
jury. Now,  a cynic  among  us  might  pose  the  question, 
"What  if  the  average  doctor  did  reach  the  scene? 
How  much  first  aid  can  and  will  he  practice?  Will 
he  splint  those  fractures?” 

Obviously  the  doctor  would  stop  major  bleeding. 
Among  the  war-trained  doctors,  the  aid  will  be  good 
and  the  patient  fortunate ; but  I wonder  about  the 
young  men  just  out  of  medical  school.  Has  their 
training  been  as  good  as  it  should  be,  in  medical 
school  and  in  their  internships?  What  about  the  older 
doctors?  I’ll  just  leave  that  with  a question  mark. 

What  happens  if  the  average  Kansas  ambulance 
reaches  the  scene?  Less  than  one-third  of  the  ambu- 
lances in  Kansas  are  equipped  with  splints.  You  look 
in  the  ambulances  of  your  home  town  (and  that  in- 
cludes the  metropolitan  centers  and  on  down)  and 
see  if  there  are  splints  in  those  ambulances.  The  ve- 
hicles themselves  have  250  horsepower,  they  are  long 
and  red  or  black,  and  they  have  loud  sirens  and  bright 
lights,  and  they  can  go  100  miles  per  hour;  but  what, 
other  than  a stretcher,  do  they  have  inside  them? 
They  may  have  an  oxygen  tank.  Slip  around  to  one 
of  them  sometime  and  turn  the  tank  on  and  see  if 
there  is  any  oxygen  in  it! 

What  about  ambulance  personnel?  Are  they 
trained?  My  own  survey  of  ambulances  in  the  state 
of  Kansas  shows  that  less  than  one-tenth  of  the  am- 
bulance attendants  in  Kansas  have  had  even  a rudi- 
mentary first  aid  training,  and  those  men  are  mostly 
war  veterans.  The  attitude  has  been,  "Dump  them  in 
and  let’s  get  going;  we  can’t  waste  time  tying  on 
splints.  We  haven’t  a board  in  the  ambulance,  if  we 
have  a back  injury;  and  we  wouldn’t  know  what  to 
do  if  an  airway  was  stopped  up  and  obstructed,  just 
pile  ’em  in,  and  get  ’em  to  the  hospital!” 

The  morticians  run  more  than  95  per  cent  of  the 
Kansas  ambulances.  In  questioning  them,  I get  these 
answers:  "Our  personnel  is  shifting.  We  do  not  have 
long  enough  time  to  train  them.”  "Our  ambulance 
calls  are  money-losers  unless  we  pick  up  a dead  one. 
It  just  doesn’t  pay  to  make  an  ordinary  ambulance 


call.”  "Splints  cost  money.  Who’s  going  to  pay  for 
putting  those  splints  in  the  ambulances?”  "No  one 
has  complained  about  the  way  we  take  care  of  the 
injured.  No  one  has  offered  to  train  us.” 

I have  been  rather  destructive  in  my  approach  so 
far,  and  it  is  time  to  become  constructive.  What  can 
be  done  about  the  38,000  dead  on  the  highways  each 
year,  and  what  can  be  done  about  the  1,250,000  in- 
jured ? 

In  Kansas  today  already  380  are  dead  on  the  high- 
ways this  year,  and  I will  have  to  revise  that  because 
I think  there  were  six  more  in  the  last  24  hours.  Spe- 
cifically, the  Committee  on  Trauma  is  pushing  better 
care  and,  again,  transportation,  emergency  room  care, 
and  definitive  care. 

Listed  below  are  five  suggestions  for  providing 
good  transportation  of  the  injured. 

1.  A central  dispatching  agency  for  ambulances  is 
advisable.  The  police,  with  their  two-way  radios  and 
through  the  telephone  operator,  offer  a logical  central 
dispatching  agency. 

2.  We  need  a concentrated  effort  to  equip  ambu- 
lances with  splints  and  oxygen.  There  are  certain  am- 
bulances in  counties  in  Kansas  that  are  equipped  with 
splints,  because  interested  physicians  have  placed  them 
there.  The  morticians,  I find  when  I contact  them,  are 
perfectly  willing  to  have  splints  placed  in  the  ambu- 
lances as  long  as  they  don’t  have  to  pay  for  them. 
Local  civic  groups  in  most  areas  are  always  looking 
for  some  project  that  is  worth  while  for  them  to  aid, 
and  certainly  equipping  ambulances  in  these  towns 
would  be  a good  endeavor.  We  can  get  splints  in  the 
ambulances. 

3.  Ambulances  should  be  manned  by  two  attend- 
ants; one  man  cannot  handle  four,  five,  or  six  injured 
individuals,  and  he  certainly  can’t  carry  a fat  lady 
down  from  second  floor,  even  with  the  aid  of  the 
family,  as  satisfactorily  as  would  be  possible  if  he 
had  a trained  attendant  with  him. 

4.  We  need  training  of  ambulance  attendants.  The 
local  Red  Cross  first  aid  instructors  are  always  willing 
to  help,  and  in  many  cities  the  help  of  local  police 
and  firemen  can  be  obtained.  All  they  need  is  a 
spark ; they  need  a drive  to  push  that  spark  on,  and 
they  are  happy  to  be  of  assistance. 

5.  Lastly,  we  need  voluntary  adherence  to  a code 
for  those  running  ambulances,  incorporating  the 
above.  In  places  such  as  Flint,  Michigan,  and  other 
cities,  they  have  by  ordinance  required  their  ambu- 
lances to  carry  splints  and  to  have  trained  attendants. 
In  many  cities  like  Chicago,  where  they  have  an  ordi- 
nance, it  is  like  prohibition;  it  just  is  hard  to  legislate 
these  things  into  existence  and  active  use.  Voluntary 
adherence  is  the  way  that  it  should  be  done,  but  if 
it  can’t  be  done  that  way,  certainly  local  city  ordi- 
nances can  be  worked  out. 
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Now  to  the  second  objective  of  our  Kansas  Com- 
mittee on  Trauma — emergency  room  care.  There  are 
several  points  that  I briefly  want  to  go  over:  first, 
seeing  that  hospital  staffs  know  that  their  emergency 
rooms  are  available,  are  equipped,  and  used.  You 
would  be  surprised  how  emergency  rooms  deteriorate. 
The  College  of  Surgeons,  through  its  accrediting  of 
hospitals,  has  made  a point  of  stressing  emergency 
room  set-ups  in  the  various  institutions,  and  it  is  a part 
of  the  surveys  that  are  being  made  today  for  accredit- 
ing of  hospitals. 

Second,  we  need  more  training  in  the  care  of 
trauma  in  medical  schools.  I think  (and  all  of  you, 
I believe,  would  bear  me  out)  that  most  of  the  young 
men  coming  out  of  medical  school  are  eager  to  know 
more  about  what  to  do  with  trauma.  If  they  are  go- 
ing to  learn  by  trial  and  error,  certainly  that  is  unfair 
not  only  to  those  individuals  (the  students),  but  it 
is  also  unfair  to  the  patient. 

Third,  where  interns  are  available  in  hospitals,  the 
hospital  staff  has  to  take  the  responsibility  of  teaching 
them  the  care  of  trauma.  I have,  personally,  known  of 
patients  coming  out  of  our  largest  hospitals  in  Kansas 
being  transported  to  another  hospital  with  fractures 
that  were  not  splinted  by  the  interns  in  charge  of  the 
emergency  rooms  of  those  hospitals.  There  is  no  ex- 
cuse for  that. 

The  fourth  point  is  postgraduate  and  circuit  courses 
in  the  care  of  trauma.  I feel  that  all  of  us  are  a little 
inclined  to  pass  off  some  of  the  primary  lessons  in 
handling  trauma;  but  I believe  that  they  can  be  re- 
peated again  and  again  and  do  all  of  us  a considerable 


amount  of  good,  including  removal  of  our  mental 
cobwebs.  As  the  first  aid  and  emergency  room  care  of 
trauma  goes,  right  there  the  entire  course  of  the  case 
is  determined. 

It  might  be  interesting,  if  you  would  go  to  the 
emergency  room  of  your  hospital  and  follow  a case 
of  injury  from  the  time  the  patient  gets  to  the  door, 
to  see  if  transportation  of  that  injured  person  within 
the  hospital  is  carried  out  properly.  How  is  the  pa- 
tient moved  to  the  x-ray  table?  How  is  he  moved  to 
the  operating  table?  How  is  he  transported  between 
bed  and  table  and  examining  areas?  It  is  rather  sur- 
prising, sometimes,  to  see  how  attendants  bundle  the 
patients  up  and  how  they  handle  them. 

As  for  definitive  care  in  the  hospital,  again,  post- 
graduate instruction  is  a prime  objective.  We  need 
more  papers  on  trauma  at  our  Kansas  Medical  So- 
ciety meetings,  and  we  of  the  Kansas  Committee  on 
Trauma  of  the  College  of  Surgeons  certainly  appre- 
ciate the  opportunity  of  bringing  this  program  here 
today. 

I hope  that  in  being  rather  blunt  I have  not  of- 
fended ; but  if  offense  has  been  done,  measure  it 
carefully.  Ask  yourself  honestly,  "If  I am  injured  in 
my  own  city,  am  I going  to  be  satisfied  with  the  way 
I am  transported  to  the  hospital?”  If  you  can  answer 
that  question  honestly,  and  believe  that  you  will  be, 
then  we  have  reached  the  objective  for  which  we  are 
striving. 

Axtell  Clinic 
Newton,  Kansas 


Emergency  Room  Care 

What  Facilities  Should  Be  Available  without  the  Delay 
of  a Long  Search?  Do  You  Have  Them? 


THOMAS  P.  BUTCHER,  M.D.,  Emporia 


When  I was  asked  to  discuss  this  subject  I thought, 
"This  emergency  room  business  is  a kind  of  step- 
child of  surgery.  The  emergency  room  itself  is  a kind 
of  stepchild  of  the  operating  room.  It  gathers  a lot 
of  dust  from  day  to  day,  and  even  when  it  gets  busi- 
ness it  doesn’t  always  get  cleaned  out  very  well.  I will 
not  attempt  to  run  through  any  kind  of  a general 
survey  of  an  emergency  room;  rather  I’ll  take  the 
lead  that  has  been  given  us  and  ask  you  some  ques- 


tions, and  I hope  again  that  you  will  try  to  answer 
these  for  yourselves.  Perhaps  in  one  or  two  instances, 
for  a few  of  you,  this  may  strike  home. 

A story  is  always  a good  way  to  get  attention,  and 
medicine,  of  all  places,  lets  you  tell  more  stories  than 
most  fields — well,  the  lawyers  have  it  on  us.  They, 
I think,  do  a little  better  at  that  than  we  do.  Let  me 
begin  with  some  case  histories,  not  in  any  great  de- 
tail but  because  they  point  up  certain  things  so  we 
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can  briefly  catch  the  highlights.  These  are  based  on 
fact.  Most  of  them  did  not  take  place  here,  fortu- 
nately. 

One  is  that  of  a 72-year-old  riding  academy  at- 
tendant who  was  kicked  in  the  throat  while  cleaning 
out  the  stables.  He  was  seen  by  the  doctor  on  the  am- 
bulance within  perhaps  45  minutes  of  the  time  of 
injury  and  was  taken  to  a hospital.  On  the  way  in 
to  the  hospital  it  was  evident  that  he  had  received  a 
rather  severe  contusion  of  the  throat,  probably  of  the 
larynx.  Upon  arrival  at  the  emergency  room  of  the 
hospital,  the  doctor  who  had  made  the  ambulance 
call  said  to  the  people  in  the  emergency  room,  "Get 
a tracheotomy  set  ready  because  this  fellow  may  get 
enough  edema  to  shut  off  his  wind.  And  tell  the  folks 
on  the  floor  where  he  is  admitted  to  be  sure  to  have 
a tracheotomy  set  ready.” 

Within  24  hours  the  man  was  dead  of  laryngeal 
edema  because,  when  it  became  apparent  to  the  doctor 
taking  care  of  that  particular  service  that  the  man  was 
obstructing,  the  tracheotomy  set  was  not  available  and 
nobody  knew  where  it  was,  and  nobody  had  enough 
initiative  to  cut  off  the  end  of  a fountain  pen  cap  and 
shove  it  in  there. 

Do  you  know,  individually,  where  you  can  put  your 
hand  on  a tracheotomy  set  in  five  minutes  in  your 
hospital,  any  one  of  you?  Just  ask  that  of  yourselves. 
Does  your  house  supervisor  know  where  the  trache- 
otomy set  is? 

I tried  this  on  our  home  institution  and  dropped 
down  at  lunch  yesterday  and  talked  to  this  very  lovely 
young  lady  and  said,  "What  about  the  tracheotomy 
set?” 

"Oh,  we’ve  got  it.  It’s  right  there  in  central  sup- 
ply.” 

"That’s  wonderful.  I’m  glad  to  know  it.  I didn’t 
know  where  it  was  and  now  I do,  and  I don’t  want 
to  get  caught  not  knowing  again.” 

About  three  o’clock  in  the  afternoon  the  telephone 
rang  and  she  said,  "This  is  Miss  Blank.  I’m  awfully 
sorry.  We  thought  that  tracheotomy  set  was  down  in 
central  supply.  We  found  out  it’s  in  a closet  upstairs 
just  off  the  nose  and  throat  section.” 

"Well,”  I said.  "I’m  glad  to  know  that.  Are  you 
sure  it’s  there?” 

"Yes,”  she  said,  "we’ve  seen  it.” 

"Fine,”  I said.  "We’ll  put  that  down  then  as  the 
place  the  tracheotomy  set  is  kept.  It  doesn’t  matter 
where  it’s  kept.  It’s  just  a matter  of  knowing  where 
it  is.” 

The  second  case  was  a young  man  24  years  of  age 
with  first  and  second  degree  burns  received  from  a 
flash  flame  while  he  was  working  with  some  gasoline 
in  the  garage.  He  was  taken  to  the  hospital  with  20 
per  cent  burns  estimated.  He  was  anesthetized  and 


his  burns  were  debrided.  Within  three  hours  the  man 
was  dead.  Why  did  he  die? 

At  autopsy  it  was  found  that  he  had  beans,  meat 
fibers,  and  corn  filling  his  tracheobronchial  tree.  He 
had  been  taken  to  the  hospital  and  he’d  had  a gas 
machine  mask  slapped  on  his  face  in  order  to  have 
his  second  degree  burns  cleaned  up.  He  vomited  be- 
cause he  had  just  eaten.  He  suffocated  from  the  vom- 
itus  that  he  sucked  back  into  his  lungs  because  the 
anesthetist  was  going  to  do  her  job  well.  Struggle  or 
not,  she  was  going  to  see  to  it  that  he  got  that  anes- 
thetic. 

How  many  of  you  can  put  your  hand  on  a suction 
machine  within  five  minutes  after  you  walk  into  the 
door  of  your  hospital — one  that  works,  not  just  one 
that’s  been  sitting  there  for  a couple  of  years  and 
never  been  tried  out  in  that  time?  I think  it's  pretty 
generally  agreed  now,  and  the  anesthetists  have  im- 
pressed this  upon  us  here  in  Emporia  where  we  have 
what  we  believe  is  high  grade  anesthesia,  that  we  just 
don’t  put  people  like  that  to  sleep  any  more. 

I can  remember  when  we’d  keep  an  ethyl  chloride 
tube  in  the  top  drawer  of  the  desk  in  the  office.  Some 
little  kid  would  come  in  with  a cut,  and  you’d  "whiff” 
him  with  ethyl  chloride  and  sew  up  his  cut.  I don’t 
think  we’ve  given  a general  anesthetic  under  those 
conditions,  at  least  I don’t  know  of  any  having  been 
given,  for  a long  time  now.  Local  anesthesia,  if  any- 
thing is  necessary,  works  very  nicely.  Certainly  for 
the  person  who  has  not  had  time  for  gastrointestinal 
preparation,  a general  anesthetic  or  the  pentothal 
anesthesia  is  a real  hazard  and  one  not  to  be  treated 
lightly. 

One  more  story — that  of  a man  who,  many  years 
ago,  sustained  compound  comminuted  fractures  of  the 
left  lower  leg  and  foot.  He  had  avulsion  of  a large 
portion  of  the  skin  of  the  sole  of  the  foot  and  at 
various  other  points  along  the  leg  and  thigh,  with 
very  deep  lacerations  of  the  thigh. 

He  was  hospitalized,  primary  closure  was  done,  and 
he  went  along  for  a couple  of  days  with  doubtful 
circulation,  no  dorsalis  pedis  pulse  on  that  side.  It 
was  felt  that  if  amputation  became  necessary,  spon- 
taneous demarcation  would  help  decide  the  level. 
On  the  third  post-injury  day  he  developed  fever 
of  102  or  103,  his  pulse  went  to  160,  his  blood 
pressure  went  to  200/120,  and  he  became  highly 
toxic. 

On  his  admission  he  had  had  tetanus  and  gas  anti- 
toxin prophylactically.  Massive  doses,  several  million 
units  a day,  of  gas  antitoxin  were  started,  and  ampu- 
tation was  performed  on  the  fifth  day  following  in- 
jury. Convalescence  was  stormy,  but  he  recovered. 
The  point  is  obvious.  We  don’t  do  primary  closures 
on  things  of  that  sort.  And  we  do  perform  debride- 
ment of  devitalized  tissues. 
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How  many  of  you  can  walk  into  your  hospital  and 
put  your  hand  on  a stomach  pump,  and  on  British 
anti-lewisite  (B.A.L.),  if  that’s  indicated  in  poison- 
ing? How  many  of  you  can  find  a wall  chart  that 
will  give  the  antidotes  for  the  various  types  of  poi- 
soning and  a book  listing  the  common  drugs  that  are 
available  and  their  chemical  constituents  and  anti- 
dotes when  they  are  toxic? 

A young  man,  a Marine,  was  riding  as  a passenger 
in  a car  of  a young  Negro  who  had  picked  him  up 
in  San  Francisco.  They  arrived  near  Peabody.  The 
Marine  was  driving  the  car,  he  went  to  sleep,  and 
the  car  hit  a culvert.  As  is  so  often  the  case,  he  sus- 
tained typical  compression  fracture  of  the  chest  with 
paradoxical  respiration.  He  was  about  gone  with  in- 
ability to  ventilate.  This  doesn’t  require  any  special 
equipment  except  that  you  need  a nice  big  wood  screw 
to  put  into  the  sternum  and  to  which  you  can  hang 
10  to  20  pounds  of  weight  to  pull  it  forward.  That 


Abdominal  Injury 

Basic 

RICHARD  E.  SPEIRS,  M.D.,  Dodge  City 

Injuries  to  the  abdomen  have  many  causes.  These 
include  stab  wounds,  gunshot  wounds,  falls,  and  auto- 
mobile accidents.  In  the  latter  the  possibility  of  intra- 
abdominal injury  must  always  be  considered.  Fre- 
quently stab  wounds  and  gunshot  wounds  show  defi- 
nite intra-abdominal  injury  that  requires  immediate 
care.  These  offer  no  particular  diagnostic  problem. 

Not  infrequently  penetrating  wounds  appear  to  be 
superficial,  and  the  responsibility  for  determining  the 
depth  of  these  injuries  falls  squarely  upon  the  physi- 
cian. Probing  of  such  wounds  is  inaccurate  as  chang- 
ing positions  shift  the  muscles  and  fascia,  closing  the 
hole.  The  most  difficult  cases  are  those  seen  following 
automobile  accidents  or  farm  injuries  where  there  has 
been  a blow  to  the  abdomen  without  evidence  of 
penetration  or  contusion  to  the  abdominal  wall. 

The  association  of  abdominal  trauma  with  fractures 
frequently  results  in  neglect  of  the  abdomen  because 
of  preoccupation  with  more  obvious  injuries.  The 
counterpart  of  this  is  the  extra-abdominal  condition 
which  produces  physical  signs  simulating  those  in 
actual  abdominal  injuries.  Examples  are  fractures  of 
the  spine,  pelvis,  and  ribs,  ruptured  kidneys  and  dia- 
phragm, retroperitoneal  hematoma,  or  hematoma  of 


was  all  that  was  necessary  to  give  this  man  a chance 
to  breathe  comfortably. 

How  many  units  of  plasma,  or  better  still  perhaps 
since  plasma  has  come  into  some  disrepute,  plasma- 
like substitutes  (dextran  or  gelatine)  are  available  in 
your  hospital  in  the  event  of  a catastrophe?  There 
happen  to  be  19  in  one  of  our  hospitals.  That  would 
help  us  along  for  a while.  It  probably  isn’t  enough. 
How  many  do  you  have  at  hand,  ready  to  go,  in  the 
event  that  an  airplane  crashes  into  a theater  or  a sta- 
dium collapses?  You  can  get  almost  any  amount 
flown  down  to  you  in  an  hour  or  so  from  supply 
depots  in  Kansas  City. 

It  is  better  to  think  these  things  through  now  so 
that  when  the  time  comes  for  action,  we  may  act 
well. 

Emporia  Gazette  Building 
Emporia,  Kansas 


Principles  of  Management  of  Various 
Types  of  Abdominal  Trauma 

the  abdominal  wall.  In  these  conditions  it  is  manda- 
tory that  the  presence  of  abdominal  injury  be  ruled 
out. 

Because  of  these  contradictory  and  complicated 
findings  it  behooves  us,  when  first  seeing  the  patient, 
to  examine  him  carefully  from  head  to  toe.  This  is 
best  done  by  setting  up  a routine  for  the  examination. 
It  will  require  but  a few  minutes  and  should  be  com- 
pleted before  emergency  or  definitive  treatment  is 
started.  By  establishing  a definite  routine  a physician 
is  not  likely  to  care  for  obvious  injuries  and  neglect 
those  that  are  not  immediately  perceptible.  The  un- 
conscious patient  further  complicates  the  diagnosis. 

Signs  of  abdominal  injury  may  be  slow  in  develop- 
ing. It  is  frequently  necessary  to  sit  by  the  side  of 
the  patient  and  examine  him  continuously — looking 
for  any  change  in  his  condition — before  it  is  possible 
to  say  that  this  person  does  or  does  not  have  an  in- 
ternal injury.  The  rapidity  of  development  of  signs 
will  depend  largely  upon  the  extent  of  abdominal 
injury.  The  severely  injured  and  shocked  patient  may 
not  react  normally  to  the  spillage  of  bowel  contents 
into  the  abdominal  cavity,  and  rigidity  from  a torn 
bowel  may  not  be  immediately  discernible. 
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For  general  purposes  the  contents  of  the  abdominal 
:avity  can  be  divided  into  (1)  solid  organs  such  as 
he  liver,  spleen,  and  kidney;  (2)  hollow  organs  such 
is  the  stomach,  intestine,  and  bladder,  and  (3)  the 
lupporting  structures  such  as  the  mesentery  of  the 
arge  and  small  bowel  and  the  blood  vessels  contained 
herein. 

The  principal  danger  in  injury  to  the  solid  organs 
ind  the  supporting  structure  is  from  hemorrhage.  The 
;pleen  is  notorious  for  the  deceptive  manner  in  which 
t bleeds.  Normally  it  is  a soft,  friable  organ.  Its  ves- 
sels do  not  retract  as  do  those  in  a muscle.  After  spon- 
:aneous  cessation  of  the  hemorrhage,  increasing  blood 
Dressure  may  blow  out  the  soft  clot  with  a resultant 
secondary  hemorrhage.  For  this  reason  hemorrhage 
:rom  a ruptured  spleen  is  sometimes  delayed  for  one 
Dr  two  days,  and  it  is  not  uncommon  for  a secondary 
lemorrhage  to  occur  between  the  seventh  and  14th 
fay  post-trauma. 

The  liver  will  act  in  a somewhat  similar  manner 
dthough  the  hemorrhage  is  usually  obvious  at  an 
earlier  period  than  with  the  spleen.  It  must  be  re- 
nembered  that  blood  going  into  the  peritoneal  cavity 
s physiological  and  does  not  necessarily  cause  severe 
Deritoneal  reaction  as  do  contents  from  the  intestinal 
ract. 

Peritoneal  manifestations  resulting  from  rupture  of 
i hollow  viscus  depend  upon  the  contents  of  the  or- 
>an  at  the  time  of  rupture.  The  stomach  that  is  dis- 
ended  is  much  more  likely  to  burst  with  a blow  than 
s the  empty  one.  The  contents  of  a full  stomach  will 
rover  the  peritoneal  cavity  much  more  rapidly  than 
he  contents  of  one  that  is  partially  empty,  giving 
rise  to  more  immediate  and  more  severe  manifesta- 
ions. 

The  chemical  constituents  of  the  stomach  and  upper 
ntestinal  tract  are  more  irritating  than  pathogenic 
Drganisms  and  give  rise  to  an  immediate  reaction.  In 
he  colon  the  liquid  portion  of  the  intestinal  content 
s greatly  decreased,  and  spread  of  that  spillage  is 
less  violent  than  spread  from  the  proximal  bowel. 
Signs  of  a ruptured  colon  are  somewhat  dependent 
jpon  the  infection  that  results,  which  partially  ac- 
:ounts  for  delay  and  difficulty  in  diagnosis. 

The  occurrence  of  some  visceral  injury  remote  from 
:he  site  of  the  force  can  be  accounted  for  by  the  at- 
tachment of  the  mesentery  or  adhesive  bands  which 
do  not  give  with  the  application  of  force. 

In  the  examination  of  injured  patients  one  must 
look  for  rigidity  of  the  abdominal  wall,  although  a 
patient  who  is  unconscious  or  in  shock  may  lose  this 
valuable  sign.  A patient  with  a fractured  rib  or  chest 
injury  will  have  rigidity  of  the  abdominal  wall,  but 
this  rigidity  is  usually  unilateral  and  there  is  a relaxa- 
tion with  respiration. 


Intestinal  peristalsis  frequently  indicates  whether 
or  not  intra-abdominal  injury  is  present.  Generally 
speaking,  peristalsis  is  decreased  by  reflex  inhibition 
with  the  discharge  of  either  blood  or  intestinal  con- 
tent into  the  peritoneal  cavity.  Occasionally,  early 
after  an  injury,  there  is  markedly  active  peristalsis  of 
the  intestine  as  a result  of  irritation  of  the  peritoneum. 
Peristalsis  can  be  diminished  as  a result  of  edema 
from  contusion  of  the  intestine  without  actual  rup- 
ture. 

Fracture  of  the  thoracic  spine  can  closely  simulate 
intra-abdominal  injuries.  This  is  principally  due  to 
the  fact  that  the  abdominal  parietes  receive  their  in- 
nervation from  the  lower  six  thoracic  nerves,  which 
supply  the  abdominal  wall.  Injuries  to  these  nerves 
may  produce  referred  sensory  pain,  tenderness,  hy- 
peresthesia, and  spasm  to  the  involved  segments. 
However,  there  is  usually  tenderness  and  deformity 
over  the  spine  at  the  site  of  injury,  and  this  is  not 
seen  in  true  abdominal  injuries.  It  is  important  in  all 
cases  to  examine  the  spine  carefully  for  evidence  of 
a fracture. 

Traumatic  rupture  of  a kidney  will  show  localized 
tenderness  over  this  kidney,  and  frequently  a definite 
asymmetry  can  be  seen  in  the  flank  as  a result  of  ac- 
cumulating blood.  In  most  ruptured  kidneys  the  urine 
will  be  bloody,  but  this  is  not  necessarily  so.  If  the 
ureter  is  torn  and  the  distal  portion  retracts  so  that 
blood  cannot  gain  entrance  into  the  urinary  bladder, 
there  will  not  be  blood  in  the  urine.  Rupture  of  the 
bladder  secondary  to  over-distention,  or  from  a frag- 
ment of  the  pelvic  bone,  can  also  produce  bloody 
urine. 

X-ray  examination  is  of  great  aid  in  the  diagnosis 
of  trauma.  It  will  reveal  fractures  of  the  ribs  or  the 
spine,  free  air  in  the  peritoneal  cavity,  or  separation 
of  the  loops  of  the  intestine  signifying  that  some  ab- 
normal fluid  is  present  in  the  peritoneal  cavity. 

A fracture  of  the  lower  ribs  denotes  that  a severe 
impact  has  occurred,  suggesting  the  possibility  of  a 
ruptured  liver  or  spleen.  A ruptured  spleen  will  give 
an  increased  area  of  density  in  the  left  subdiaphrag- 
matic  space.  It  is  also  reported  as  causing  a notching 
effect  upon  the  left  border  of  the  gastric  shadow. 
Occasionally  the  left  diaphragm  is  elevated,  and 
atelectatic  areas  in  the  left  lower  lung  field  or  con- 
tused areas  from  the  original  impact  are  visible. 

The  diagnosis  of  abdominal  trauma  can  be  difficult. 
Skill,  patience,  and  clinical  judgment  will  be  severely 
taxed  in  the  doubtful  case.  Even  with  all  facilities 
available,  one  cannot  always  make  a definite  diagno- 
sis. In  such  cases  abdominal  exploration  may  be  wiser 
than  procrastination. 

First  National  Bank  Building 
Dodge  City,  Kansas 


Lower  Extremity  Fractures 

Simple  but  Effective  Splinting  Is  the  Key  to  Safe 
Transportation  and  the  Avoidance  of  Complications 

CHARLES  K.  WIER.  M.D.,  Wichita 


Emergency  treatment  of  fracture  in  the  lower  ex- 
tremities begins  where  the  patient  is  first  seen.  This 
emergency  should  provide  the  following: 

1.  Morphine  or  Demerol  for  relief  of  pain  (if 
medically  qualified  personnel  is  present) . 


Figure  1.  Pillow  splint.  Good  for  any  fracture  from 
ankle  to  knee.  Practically  no  danger  of  circulatory  dis- 
turbance results  from  its  use.  (From  Key  and  Conwell 
Fractures,  Dislocations  and  Sprains,  the  C.  V.  Mosby 
Company,  St.  Louis. 

2.  Supplying  of  adequate  immobilization  by  any 
one  of  the  methods  illustrated  (Figures  1 and  2). 
Splints  correctly  applied: 

A.  Further  reduce  pain. 

B.  Prevent  additional  soft  tissue  damage. 

C.  Prevent  added  shock. 

3.  Compound  wounds  should  be  covered  with  the 
cleanest  material  available  to  prevent  more  contami- 
nation. 

4.  Control  of  bleeding  by  means  of  pressure  dress- 
ing (a  tourniquet  is  rarely  necessary). 

5.  Not  until  these  steps  have  been  accomplished 
should  the  patient  be  moved  for  immediate  convey- 
ance to  a hospital.  Upon  arrival  there  treatment  for 
present  or  impending  shock  should  be  started  im- 
mediately. 

Shock  invariably  follows  major  fracture  of  the  long 
bones  caused  by  great  violence.  It  is  made  manifest  by 
a rapid  pulse,  thirst,  profuse  sweating,  anxiety,  and, 
lastly,  by  a falling  blood  pressure.  In  fractures  in 
which  there  is  much  deformity  and  much  swelling, 
there  is  considerable  "concealed  bleeding.'’  Shock  can 
be  forestalled  if  treated  early.  Symptoms  may  be  due 
to  loss  of  blood  or  to  a decrease  in  blood  volume 
caused  by  extravasation  into  the  soft  tissues. 


Intravenous  fluids  are  to  be  given  in  the  following 
order  of  preference:  (Whichever  is  used,  it  should  be 
run  in  rapidly  through  a wide  open  19  gauge  needle 
if  the  blood  pressure  is  falling.  When  the  pressure  is 
raised  to  normal,  the  rate  of  flow  is  decreased.) 

1.  Whole  blood  (start  dextrin  or  one  of  the  elec- 
trolytes while  the  patient  is  being  typed  and  cross 
matched ) . 

2.  Serum  albumin. 

3.  Dextrin. 

4.  Plasma  (if  urgently  needed  and  1,  2,  or  3 blood 
is  not  immediately  available). 

5.  Saline  and  glucose  solutions  will  raise  the  pa- 
tient’s blood  volume  temporarily,  but  they  will  not 
maintain  it  indefinitely.  However,  their  use  may  save 
a life  while  1,  2,  or  3 blood  is  being  obtained. 

6.  Oxygen  is  given  as  indicated. 

In  early  shock,  the  patient’s  response  to  treatment 
is  usually  quick  and  gratifying;  in  the  case  of  pro- 
found shock  of  long  duration,  the  condition  may  be 
"irreversible"  and  may  not  respond  to  treatment. 
However,  with  modern  therapy  irreversible  shock  is 
rarely  seen. 


Figure  2.  Thomas  splint  applied  for  emergency.  Top 
— anteroposterior  view.  Bottom — lateral  view.  Distal 
end  of  splint  is  held  off  stretcher  by  metal  support,  box, 
or  pillow.  End  of  splint  may  be  hung  from  roof  of 
car  or  ambulance.  (From  Bancroft  and  Murray  Motor 
Skeletal  System,  J.  B Lippincott  Company.) 
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Traction  is  one  of  the  oldest  and  most  effective 
ways  of  immobilization  for  correcting  deformity,  and 
occasionally  for  reducing  the  fracture. 

Skeletal  traction  is  more  effective  and  more  com- 
fortable than  adhesive  traction  and  can  be  initiated 
with  a local  anesthesia.  Given  a patient  with  multiple 
fractures  of  the  lower  extremity,  under  local  anes- 
thesia, without  moving  the  patient,  insert  a one-eighth 
inch  Steinmann  pin  through  the  os  calcis  and  attach 
an  "ox  bow”  to  the  ends  of  the  pin.  The  leg  is  then 
gently  lifted  into  a Thomas  splint,  and  weights  are 
attached  to  the  ox  bow.  This  routine  may  be  con- 
sidered definitive  treatment,  but  it  is  also  good  emer- 
gency treatment  and  is  applicable  to  any  leg  fracture 
from  the  ankle  to  the  hip  (Figures  3 and  4). 

In  dislocation  and  fracture  dislocation  of  the  hip, 
there  is  no  sharp  line  of  demarcation  between  emer- 
gency and  definitive  treatment.  Pain  is  usually  in- 
tense, and  the  only  relief  is  to  obtain  reduction  as 
soon  as  the  patient’s  condition  will  permit.  If  a closed 
reduction  should  not  be  possible,  then  an  open  reduc- 
tion should  not  be  delayed  too  long,  especially  if 


Figure  3.  Details  of  traction  with  Kirschner  wire  or 
Steinmann  pin  through  os  calcis.  There  is  no  stretch 
on  the  skin.  (From  Key  and  Conwell  Fractures,  Dislo- 
cations and  Sprains,  the  C.  V.  Mosby  Company.) 


Figure  5.  Zimmer  modification  of  Boehler-Braun 
splint,  padding  omitted  to  show  detail.  Top — for  use 
in  lower  leg  fractures  with  pin  through  os  calcis. 
Bottom — for  use  in  fractures  of  femur.  Pin  can  be  in- 
serted through  condyles  of  femur  or  through  upper 
tibial  crest.  These  are  handy  splints  to  have  in  any 
hospital  and  simplify  obtaining  x-rays  by  portable  ma- 
chine. (Courtesy  Zimmer  Manufacturing  Company, 
Warsaw,  Indiana.) 


there  are  vascular  or  neurological  complications  dis- 
cernible, such  as  a cold  foot,  loss  of  extension  of  toes, 
and  anesthesia  of  the  foot  and  leg. 


Figure  4.  Lower  extremity  in  a Thomas  splint  with 
traction  applied  through  pin  in  os  calcis.  Ring  of 
Thomas  splint  is  suspended  to  overhead  frame,  omitted 
for  clarity.  Method  affords  immobilization  of  fractures 
and  correction  of  deformity.  A good  "overnight”  meth- 
od of  treating  one  or  multiple  fractures  until  definitive 
methods  have  been  decided  upon.  (From  Key  and  Con- 
well  Fractures,  Dislocations  and  Sprains,  the  C.  V. 
Mosby  Company. 
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Pelvic  fractures  may  be  complicated  by  a ruptured 
bladder,  almost  always  made  manifest  by  a rigid  lower 
abdomen,  or  by  bloody  urine  on  catheterization.  It  is 
well  to  leave  the  catheter  in  position  if  gross  blood  is 
obtained. 

Injuries  of  the  spine,  abdominal  area,  chest,  head 
or  neck  should  be  looked  for  and  treated  without  de- 
lay. These  injuries  may  require  more  immediate  de- 
finitive treatment  than  the  extremity  itself. 

Emergency  treatment  for  compound  fractures  must 
also  include  the  process  of  converting  a contaminated 
wound  to  a clean  wound.  It  has  been  our  experience 
that  compound  fracture  wounds  are  best  cleansed  by 
using  the  method  of  Henry  who  advises  a "shower 
bath”  for  the  wound  rather  than  a tub  bath.  After  all 
the  skin  surrounding  the  area  of  the  wound  has  been 
adequately  cleansed  with  soap  and  water,  while  the 
wound  is  protected  from  further  contamination,  then 
the  wound  itself  is  copiously  irrigated  with  either  a 
saline  solution  spray  or  a spray  of  soap  and  distilled 
water.  The  object  of  this  routine  is,  in  the  main,  to 
remove  gross  contamination. 

While  the  wound  is  being  irrigated,  threads  of  de- 
vitalized tissue  float  up  into  the  wound  and  can  be 
removed  with  a sharp  knife.  Other  obviously  devital- 
ized muscle  is  excised.  Gown,  gloves,  and  instruments 
are  changed,  drapes  are  applied,  and  the  wound  is 
further  explored  and  enlarged  if  necessary  so  that 
adequate  exposure  can  be  obtained. 

Foreign  matter,  if  ground  into  the  fragment  ends, 


is  removed  with  a rongeur.  Loose  bone  fragments  are 
removed.  The  result  should  be  a clean  appearing,  well 
vascularized  wound. 

Whether  the  wound  is  left  open  or  closed  depends 
on  the  time  lapse  since  the  injury  was  sustained,  the 
degree  of  contamination,  the  judgment  of  the  doctor, 
and  the  condition  of  the  patient.  All  vital  skin  on  the 
lower  leg  should  be  saved,  as  in  this  area  there  is  very 
little  relaxed  skin.  If  the  wound  is  closed,  it  should 
be  with  the  skin  and  subcutaneous  tissue  only,  with 
no  tension.  Relaxing  incisions  may  be  necessary.  It  is 
not  advisable  to  close  wounds  which  are  more  than 
four  hours  old.  Internal  fixation  in  compound  wounds 
is  not  recommended.  After  the  wound  has  been 
treated,  immobilization  is  obtained  as  in  a closed 
fracture. 

SUMMARY 

Fractures  of  the  lower  extremity  may  be  followed 
by  shock.  For  adequate  treatment,  morphine  may  be 
given  for  pain.  After  the  fracture  has  been  splinted, 
the  patient  may  be  moved  to  a hospital  where  shock 
may  be  treated  through  the  use  of  whole  blood,  serum 
albumin,  or  dextrin.  Not  until  the  patient’s  general 
condition  will  justify  it,  is  definitive  treatment  to  be 
started.  During  the  emergency  period  the  patient 
should  not  be  put  through  painful  movement  just  for 
an  x-ray  when  there  is  an  obvious  fracture. 

425  North  Hillside 
Wichita,  Kansas 


Burns 

The  Care  of  Severely  Burned  Patients  Must  Be  Maintained 
At  an  Emergency  Pitch  for  the  Duration  of  Treatment 


A.  E.  HIEBERT,  M.D.,  Wichita 

No  surgical  emergency  requires  more  deliberate 
medical  acumen  than  the  complete  management  and 
care  of  the  patient  with  an  acute  severe  burn.  Para- 
doxically, under  the  pressure  of  circumstance,  there 
is  little  time  to  deliberate.  It  behooves  us  therefore  to 
be  prepared  in  advance  with  definite  patterns  of  con- 
duct, which  should  not  be  static  but  constantly  open 
to  modification  and  improvement. 

No  claim  to  originality  is  made  for  this  paper.  It 
is  rather  an  attempt  at  compilation  of  some  of  the 
more  recent  accepted  practices  in  the  treatment  of 
burns.  These  are  presented  in  a more  or  less  didactic 
form,  in  the  hope  of  starting  an  immediate  integrated 


regimen.  The  policies  of  the  first  few  hours  may  have 
much  to  do  with  the  life  or  death  of  the  patient.1 
Much  of  this  may  seem  trite,  but  it  is  still  important 
to  go  through  with  the  "fire  drill." 

THE  ACUTE  EMERGENCY 

This  may  happen  to  any  of  us.  The  excited  hos- 
pital emergency  nurse  calls  and  says,  "Doctor,  four 
severely  burned  patients  have  just  arrived.  Will  you 
take  over  at  once?”  You  have  10  or  15  minutes  to 
think  while  you  madly  rush  to  the  hospital.  What  must 
you  do?  You  must  collect  yourself  now,  for  once  you 
arrive  there  will  be  the  turmoil  of  frantic  relatives,  in- 
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quiring  police  officers,  tense  bustling  hospital  person- 
nel, and  four  very  sick  patients,  all  seeking  your  un- 
divided attention.  While  you  are  still  taking  a mental 
inventory,  you  arrive  at  the  hospital.  You  dash  by 
understanding  officers,  give  a reassuring  nod  to  the 
relatives,  and  then  see  the  patients.  Suddenly  you 
must  draw  on  every  resource  that  medicine  has  to 
offer. 

IMMEDIATE  EMERGENCY  CARE 

1.  Make  a quick  survey  and  determine  the  relative 
priority  of  patients  and  of  procedure.  (Children  with 
more  than  8 per  cent  and  adults  with  more  than  15 
per  cent  of  body  surface  burned  are  considered  se- 
rious) . 

2.  Give  a narcotic  for  pain.  The  injection  is  made 
intravenously  to  give  prompt  relief  and  to  avoid  dan- 
gers of  secondary  cumulative  effect.  Use  the  normal 
dosage.  In  the  aged  use  light  dosage  to  obviate  un- 
necessary depression.  Remember  that  deep  burns  are 
less  painful  than  superficial  ones. 

3.  Cover  the  patient  with  clean  sheets.  Avoid 
blankets  and  quilts  as  these  are  usually  contaminated. 

4.  Treat  existing  or  impending  shock.  All  burn 
patients  suffer  shock  in  varying  degrees,  which  be- 
comes manifest  in  30  to  45  minutes  after  the  onset 
of  the  burn.  If  practical,  assign  a house  officer  to  each 
of  the  patients,  or  secure  the  help  of  medical  col- 
leagues so  that  therapy  may  be  simultaneous. 

A.  Start  an  intravenous  drip  of  normal  saline 
solution  or  Ringer’s  solution.7  If  shock  is  pres- 
ent or  the  cubital  veins  are  not  available  be- 
cause of  burns,  cut  down  on  the  great  saphe- 
nous vein  just  anterior  to  the  medial  malleolus. 
A size  19  needle,  or  better  still  a size  18  poly- 
ethylene tube,  may  be  inserted  and  ligated  in 
place.  (This  latter  tube  should  be  ready  in  ad- 
vance in  the  emergency  room.  It  should  be 
about  15  or  20  centimeters  long  and  have  fixed 
to  one  end  a suitable  adaptor  for  the  intra- 
venous apparatus. 

B.  While  getting  into  the  vein,  draw  blood 
for  matching,  and  start  a transfusion  as  soon  as 
possible.  Plasma  may  be  used  at  once  if  it  is 
known  to  be  safe. 

If  shock  continues  to  increase,  speed  up  fluids, 
especially  the  electrolyte.  Guard  against  hyper- 
hydremia, especially  in  the  aged. 

5.  Insert  an  indwelling  catheter  for  hourly  meas- 
urement of  urinary  output.  (The  hourly  output  should 
be  between  25  and  60  cc.  To  regulate  this,  fluids  are 
either  increased  or  decreased) . 

6.  If  oxygenation  is  poor,  make  sure  there  is  no 
mechanical  obstruction  to  respiration  and  use  aspira- 
tion if  necessary.  If  the  color  of  the  patient  is  poor, 


because  of  impaired  circulation,  give  intranasal  oxy- 
gen. (Insert  an  intranasal  catheter  as  deep  as  the  dis- 
tance from  the  nose  to  the  ear,  and  give  from  4 to  6 
liters  of  oxygen  per  minute). 

7.  If  there  are  aspiration  burns,  a tracheostomy 
may  be  done  so  as  to  be  better  able  to  aspirate  secre- 
tions. 

8.  Give  1500  units  of  antitetanic  serum,  or,  if  the 
patient  has  had  active  immunization,  a booster  dose 
of  toxoid,  while  the  patient  is  still  in  the  emergency 
room.  (Tetanus  has  later  developed  in  some  cases 
where  this  was  taken  for  granted  but  had  been  neg- 
lected.) 

9.  Antibiotics  need  not  be  given,  except  for  spe- 
cific indications. 

10.  Local  Care:  While  all  these  other  attentions 
are  given,  local  treatment  should  not  be  neglected. 
The  immediate  concern  should  be  for  making  the  pa- 
tient comfortable.  Aseptic  technique  is  used,  person- 
nel wearing  masks  and  gloves.  The  patient’s  tight 
clothing  is  loosened  and  irritating  substances  re- 
moved. Before  starting  definitive  treatment,  examine 
the  patient  for  other  injuries,  such  as  fractures, 
hemorrhage  from  open  wounds,  or  other  obvious 
disease. 

Definitive  treatment:  For  most  burns,  especially  the 
extensive  ones,  we  prefer  the  exposure  treatment. 
Smaller  areas,  which  permit  ambulation,  may  be 
dressed  with  bland  coverings.  If  a tight  occlusive 
dressing  is  applied  to  an  extremity,  care  should  be 
exercised  not  to  cause  a tourniquet  action  proximally, 
which  may  cause  edema  and  later  fibrosis  distal  ly. 

SECONDARY  EMERGENCY  CARE 

Once  the  patient  is  safely  in  bed,  the  doctor  may 
catch  his  breath  and  pause  to  reflect  on  the  separate 
problems  of  each  individual  patient.  General  policies 
are  set  forth  in  the  following.  Individual  variations 
can  be  made  to  suit  each  particular  case. 

1.  Make  a diagrammatic  body  surface  chart,  show- 
ing the  extent  and  degree  of  burns.  Estimate  the  per 
cent  of  burned  body  surface  according  to  Berkow’s 
method,  or  the  "Rule  of  Nine.’’ 


Rule  of  Nine: 

(For  Adults ) 

( Children 
0-2  Yrs.) 

Head  and  Neck  . . . . 

9% 

18% 

Upper  Extremity  . . . 

9% 

Lower  Extremity  . . . 

18% 

11% 

Front  of  Trunk  . . . 

18% 

Back  of  Trunk  . . . . 

18% 

Genitalia  

1% 

2.  Secure  from  the  history  or  estimate  the  weight 
of  the  patient  in  kilograms. 
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3.  Estimate  the  average  colloid  and  electrolyte  fluid 
requirement  of  the  patient  by  the  use  of  Evans’  for- 
mula,6 as  follows. 

Percentage  body  burn  times  weight  of  the  patient 
in  kilograms  is  one  burn  unit.  This  represents  the 
number  of  cubic  centimeters  of  colloid  requirements 
the  first  24  hours  after  the  onset  of  the  burn.  For  the 
second  24  hours,  one-half  of  this  quantity  is  given. 
An  equal  quantity  of  normal  saline  or  Ringer’s  solu- 
tion is  given. 

During  the  first  24  hours,  starting  with  the  onset 
of  the  burn,  give  one-half  of  the  calculated  colloid 
and  electrolyte  the  first  eight  hours  and  the  balance 
during  the  remaining  16  hours.  (Not  more  than  4000 
cc.  colloid  nor  more  than  8000  cc.  electrolyte  should 
be  given  in  the  first  24  hours.1 

During  the  second  24  hours,  one-half  of  the  above 
quantity  of  fluids  is  given. 

After  the  first  48  hours,  when  diuresis  begins  and 
edema  subsides,  electrolytes  are  sharply  curtailed. 

4.  Oral  Intake:  Additional  fluid  requirements  for 
metabolism  are  given  orally  as  tolerated.  (In  the 
presence  of  gastric  stasis,  the  contents  may  be  peri- 
odically aspirated  till  enteric  tone  is  re-established). 
Buffered  hypotonic  saline  solution  is  recommended  by 
Moyer.7  This  consists  of  one  teaspoon  of  salt  and 
one  teaspoon  of  sodium  bicarbonate  per  quart  of  iced 
drinking  water.  Bartlett1  suggests  an  average  daily 
requirement  as  follows: 

Children,  Children 

0 to  2 years  over  2 yrs.  Adults 

160  cc.  per 

kg.  body  weight  1500  cc.  2000  cc. 

(Guard  against  over  hydration  in  children 
and  the  aged. ) 

5.  Chart  Intake  and  Output.  (Sample  Chart)  : 

Intake  Output 

Emesis  or 

Time  Parenteral  Fluids  Oral  Fluids  Urine  Suction 


(Routine  Nurses’  Recordings) 


8-Hour  Totals  

24-Hour  Totals 

6.  Be  explicit  in  nurses’  orders,  e.g.  give 

A.  Blood  transfusions  1000  cc.  from  12:00 
noon  to  8:00  p.m. 

B.  Blood  transfusions  1000  cc.  from  8:00 
p.m.  to  12:00  noon  (next  day). 

C.  Normal  saline  1000  cc.  12:00  noon  to 
8:00  p.m. 


D.  Normal  saline  1000  cc.  8:00  p.m.  to 
12:00  noon  (next  day). 

E.  Oral  fluids  up  to  2000  cc.  in  24  hours  ad 
lib.  Prepare  as  follows:  1 teaspoon  salt,  1 tea- 
spoon sodium  bicarbonate,  1000  cc.  iced  drink- 
ing water. 

F.  If  patient  tends  to  vomit,  aspirate  stom- 
ach through  nasal  tube. 

G.  If  urinary  output  drops  below  25  cc.  or 
above  60  cc.  per  hour,  notify  doctor. 

GENERAL  CONSIDERATIONS 

During  the  following  three  or  four  days,  when 
diuresis  takes  place  and  the  tissue  fluids  tend  to  sta- 
bilize, blood  examinations  become  more  reliable. 

1.  Blood  sodium  and  chloride  determinations 
should  be  made,  as  the  tubules  of  the  kidneys  do  not 
always  select  well  at  first. 

2.  Blood  counts  and  hemoglobin  determinations 
should  be  made  frequently,  as  there  is  a loss  of  eryth- 
rocytes and  a decreased  bone  marrow  activity.  Severe 
anemia  may  result  the  first  week.  Prophylactic  daily 
500  cc.  blood  transfusions  may  be  indicated. 

3.  Diet:  This  poses  an  important  problem.  The 
nutritional  requirement  of  severly  burned  patients  is 
tremendous,4  yet  there  may  be  little  tolerance  on  the 
part  of  the  patient.  With  an  estimated  loss  of  blood 
protein  of  about  2 grams  per  one  per  cent  of  body 
surface  burned,1  and  with  added  requirements  for 
healing,  the  nutritional  demand  increases.  Burnett3 
has  suggested  that  1000  calories  be  added  to  the  av- 
erage daily  requirement.  Lund8  proposes  the  follow- 
ing schedule: 

The  food  intake  can  be  boosted  by  gavage  through 
a small  retention  polyethylene  catheter  inserted  into 
the  stomach  by  way  of  the  nose.  This  can  be  main- 
tained for  weeks  on  end  without  apparent  irritation. 
Various  preparations  with  high  protein,  high  caloric 
content  can  be  secured  on  the  drug  market.  These 
may  be  used  to  supplement  the  regular  diet. 

The  care  of  severely  burned  patients  must  be  kept 
at  an  emergency  pitch  until  the  burns  are  healed.  Lffi- 
less  constant  vigil  is  kept,  the  patient  may  gradually 
and  almost  imperceptibly  lapse  into  a depletion  status, 
which  is  hard  to  overcome.  The  object  of  all  treat- 
ment must  be  to  cover  the  denuded  surfaces  as  soon 
as  possible.  As  long  as  there  are  raw  surfaces,  there 
is  loss  of  tissue  fluids  and  danger  of  infection.  Under 
these  conditions,  it  is  difficult  to  maintain  nitrogen, 
electrolyte,  and  general  nutritional  balance,  unless 
this  is  constantly  watched. 

LOCAL  DEFINITIVE  CARE 

If  occlusive  dressings  have  been  used  originally, 
these  should  be  changed  to  keep  the  wound  reason- 
ably clean.  If  the  exposure  method  is  used,  care 
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MINIMAL  FOOD  NEEDED  DAILY  BY  PATIENTS  WITH  THIRD  DEGREE 
BURNS,  ACCORDING  TO  THE  TOTAL  AREA  UNHEALED 


Burn  Area 
Per  Cent 

Protein 

Grams 

Calories 

Ascorbutic 
Acid  Grams 

Thiamine 

Mgs. 

Riboflavin 

Gms. 

Nicotinamide 

Gms. 

20  plus 

300-400 

5000 

2.0 

50 

50 

500 

10-19 

200 

3500 

1.0 

25 

25 

200 

5-9 

125 

3000 

0.5 

15 

15 

100 

1-4 

90 

2500 

0.5 

10 

10 

50 

should  be  taken  to  avoid  accumulations  of  pus  under 
the  eschar.  (Pyocyaneous  bacteria  thrive  on  a dirty 
wound.)  We  have  largely  preferred  exposure  treat- 
ment,10 even  when  the  burn  is  circumferential.  Stick- 
ing of  wounds  to  the  bed  clothes  is  prevented  by  the 
liberal  use  of  powdered  aluminum  sprinkled  on  the 
bedding  and  patient.0  A Stryker  bed  helps  in  the 
nursing  problem. 

As  soon  as  possible,  skin  grafting  should  proceed. 
Sharp  debridement  will  hasten  sloughing.  As  soon  as 
areas  of  clean  granulations  appear,  and  the  general 
condition  of  the  patient  permits,  autogenous  grafts 
should  be  applied.  If  large  areas  are  involved,  the 
patient’s  life  may  be  raved  by  use  of  homografts 
from  live  donors  or  from  the  skin  bank.2  Once  the 
skin  covering  has  begun,  the  patient’s  condition  im- 
proves increasingly.  Raw  surfaces  on  hands  or  about 
joints  should  receive  priority,  to  avoid  deep  fibrosis, 
contractions,  and  fixations.  Burns  about  hands,  when 
not  too  extensive,  can  be  debrided  initially  and 
grafted  at  once.5  This  is  especially  applicable  to 
mangle  burns,  which  are  always  deep. 

Grafting  about  the  orbits  should  be  done  early  to 
avoid  ectropion  and  corneal  damage. 

SUMMARY 

An  attempt  has  been  made  to  outline  some  gen- 
eral principles  in  the  treatment  of  burns.  These  may 


be  varied  with  conditions.  There  should  be  no  let- 
down in  the  care  and  attention  from  the  excitement 
of  the  first  few  days  until  the  burn  is  healed.  This 
problem  is  greater  than  any  one  specialty  in  medicine. 

3306  East  Central 
Wichita  2,  Kansas 
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There  is  nothing  funny  about  accidents.  But  there  is  a grim  humor  implicit  in 
the  foolish,  immature  lapses  of  otherwise  sensible  men  and  women,  which  are 
by  far  the  greatest  single  cause  of  our  highway  horror.  . . . Every  one  of  us  is 
capable  of  error.  We  are  all  subject  to  fallacies  in  thought  and  deed.  Our  mes- 
sage to  you  as  a driver  or  a pedestrian  is  that  all  too  often  these  fallacies  can 
be  fatal. 
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Head  Injuries 

Most  Patients  Can  and  Should  Be  T rented  in  the  Locality  Where 
Injured.  There  Are  Few  Indications  for  Surgical  Intervention 


WILLIAM  P.  WILLIAMSON,  M.D.,  Kansas  City 

The  management  of  intracranial  injuries  is  a task 
which  can,  should,  and  must  be  handled  by  the  gen- 
eral surgeon  or  general  practitioner  with  few  excep- 
tions. Transporting  the  patient  to  a distant  neuro- 
surgeon may  entail  great  risk  to  life,  and  in  the  ma- 
jority of  cases,  competent  management  of  the  situa- 
tion by  the  local  physician  will  save  more  lives  than 
will  transfer  of  the  patient  to  a distant  specialist. 

The  indications  for  actual  surgery  in  intracranial 
injuries  are  relatively  few  and  usually  readily  recog- 
nized. They  are  only  three  in  number: 

1.  Depressed  skull  fracture.  This  type  of  fracture 
is  usually  compound,  since  a blow  severe  enough  to 
produce  localized  depression  of  bone  also  causes  a 
laceration  of  the  scalp  directly  over  the  area  of  de- 
pression. The  diagnosis  is  made  readily  by  inspection 
and  palpation.  Insertion  of  the  gloved  finger  into  a 
scalp  laceration  should  be  an  absolute  "must”  before 
suture  of  any  scalp  laceration.  A depressed  skull  frac- 
ture can  be  diagnosed  routinely  in  this  way  and  de- 
mands definitive  surgery  immediately,  mainly  to  pre- 
vent the  complication  of  meningitis,  cerebritis,  or 
brain  abscess. 

The  repair  of  compound  depressed  skull  fracture 
demands  simply  the  general  surgical  principles  of 
thorough  debridement  of  the  wound,  including  the 
brain,  and  water-tight  closure  of  the  dura,  replace- 
ment of  bone  fragments  in  their  relatively  normal 
position,  and  closure  of  the  scalp  in  layers,  without 
tension  and  without  drainage.  To  drain  such  a wound 
is  to  admit  improper  debridement  and  only  allows  an 
avenue  for  the  entrance  of  infection.  Depressed  frac- 
tures over  the  sagittal  sinus,  torcula,  or  sigmoid  sinus 
should  be  referred  to  the  specialist  because  of  profuse 
bleeding  that  occurs  upon  their  elevation.  Depressed 
tractures  into  the  nasal  air  sinuses  demand  removal 
of  sinus  membrane  and  careful  watertight  dural  clos- 
ure. 

2.  Extradural  or  middle  meningeal  hemorrhage. 
This  is  the  syndrome  of  head  injury  with  unconscious- 
ness, followed  by  lucid  interval  of  consciousness, 
with  subsequent  development  in  a matter  of  4 to 
24  hours  of  headache,  vomiting,  stupor,  coma,  ipsi- 
lateral  dilated  fixed  pupil,  contralateral  hemiplegia, 
and  then  death.  It  must  be  remembered  that  if  the 
initial  blow  or  concussion  is  severe  enough  to  produce 


unconsciousness  for  several  hours,  the  lucid  interval 
will  not  be  present.  Equally  important  is  the  fact  that 
the  initial  contusion  or  laceration  of  the  brain  may 
produce  any  neurological  condition,  including  a di- 
lated pupil  or  hemiplegia;  it  is  only  when  these  signs 
progressively  develop  several  hours  after  the  injury 
that  one  can  assume  extradural  hemorrhage  to  be 
present. 

For  this  lesion  immediate  surgery  is  indicated,  con- 
sisting of  temporal  craniotomy,  removal  of  blood  clot, 
and  control  of  hemorrhage.  This  is  handled  best  by 
the  neurosurgeon,  but  time  rarely  will  allow  long  dis- 
tance transportation,  and  life  will  depend  upon  im- 
mediate local  surgery. 

3.  Subdural  he?natoma.  This  lesion  is  rarely  present 
during  the  acute  stage  of  the  head  injury  and  usually 
causes  progressive  headaches  and  visual  disturbances 
weeks  or  months  after  injury.  These  patients  usually 
develop  papilledema  and  localizing  signs,  and  the 
lesion  is  verified  by  arteriography,  ventriculography, 
or  trephination  of  the  skull.  Simple  drainage  is  cura- 
tive. 

Any  head  injury  not  presenting  the  above  surgical 
indications  must  receive  medical  management,  which 
is  directed  at  supportive  measures  assisting  body  de- 
fenses against  brain  injury.  Certainly  we  cannot  alter 
the  presence  of  the  damage  that  already  has  been 
done.  The  general  care  of  the  patient  is,  however, 
exceedingly  important  and  often  determines  whether 
the  outcome  shall  be  life  or  death.  The  following 
features  are  worthy  of  note: 

1.  Position  in  bed  and  airway.  With  the  head  ele- 
vated, intracranial  pressure  is  lowered,  venous  drain- 
age of  the  brain  is  improved,  and  cerebral  edema  is 
lessened.  The  head  of  the  bed  should  be  elevated  un- 
less the  depth  of  coma  is  so  great  that  cough  reflexes 
are  abolished.  In  this  case,  the  patient  will  drown 
from  his  own  tracheobronchial  secretions,  which  al- 
ways are  excessive  in  serious  intracranial  injury.  Thus 
in  unconscious  patients  it  is  essential  that  the  head  of 
the  bed  be  flat,  that  the  oropharynx  and  trachea  fre- 
quently be  cleared  of  secretions,  and  that  the  patient 
be  kept  on  his  side  with  frequent  turning  to  allow 
postural  drainage.  Endotracheal  suction  can  be  car- 
ried out  by  inserting  a catheter  through  the  nose  into 
the  trachea.  It  can  be  left  in  place  and  intermittently 
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aspirated.  If  the  physician  is  not  certain  that  the  air- 
way is  adequate,  then  tracheostomy  is  indicated  and 
has  saved  many  lives. 

2.  Oxygen.  This  should  be  administered  by  nasal 
catheter,  or  preferably  by  tent,  to  all  unconscious  head 
injur)’  patients  for  at  least  the  critical  period  of  two 
or  three  days. 

3.  Fluids.  Intake  should  be  maintained  initially  to 
the  average  daily  amount  of  2000  cc.,  which  may  be 
given  by  vein  or  subcutaneously.  Intensive  dehydra- 
tion no  longer  is  in  vogue.  Fifty  cubic  centimeters  of 
50  per  cent  glucose,  sucrose,  or  albumin  should  be 
reserved  for  those  patients  who,  at  12  to  36  hours 
from  injury,  show  evidence  of  increasing  intracranial 
pressure  due  to  cerebral  edema,  with  deepening  stu- 
por, slowing  pulse,  and  absence  of  localizing  signs. 
Once  started,  hypertonic  solutions  should  be  con- 
tinued every  six  hours  until  the  stage  of  edema  has 
passed,  which  usually  is  about  four  days.  Even  while 
receiving  hypertonic  solutions  the  patient  must  have 
an  adequate  fluid  intake.  Blood  or  plasma  should  be 
administered  if  shock  is  present,  which  is  rare  in  brain 
injury  alone.  The  presence  of  shock  should  alert  the 
physician  to  the  probability  of  other  systemic  injury, 
such  as  ruptured  abdominal  viscus. 

4.  Nutrition.  For  two  or  three  days  fluids  may  be 
maintained  by  intravenous  therapy  alone.  If  the  pa- 
tient is  still  unconscious  after  three  days,  nasal  gastric 
tube  feedings  should  be  instituted  with  adequate 
caloric  and  vitamin  intake,  as  well  as  fluids. 

5.  Sedation.  This  must  be  held  to  a minimum,  as 
it  depresses  respiration,  deepens  stupor,  and  inter- 
feres with  evaluation  of  the  patient’s  condition.  Mor- 
phine is  contraindicated.  Small  repeated  doses  of  so- 
dium phenobarbital  usually  suffice.  Occasionally,  the 
wild  maniacal  patient  requires  paraldehyde.  Restraints 
usually  serve  only  to  agitate  the  patient  and  increase 
thrashing  and  restlessness. 

6.  Spinal  puncture.  Lumbar  puncture  serves  little 
purpose  in  either  diagnosis  or  treatment,  and  in  the 
presence  of  increased  intracranial  pressure  actually 
may  be  dangerous.  It  is  not  advocated  as  a routine. 

7.  Chemotherapy.  Administration  of  antibiotics 
plays  an  important  part  in  prevention  of  infection 


and  should  be  routine  in  compound  depressed  skull 
fracture,  spinal  fluid  leak  from  nose  or  ear,  and  in  the 
comatose  patient  as  an  aid  to  prevent  pneumonia. 

Simple  linear  skull  fracture  that  is  not  depressed  or 
compound  in  itself  requires  no  treatment.  Spinal  fluid 
leak  from  nose  or  ear  usually  heals  itself  and  requires 
only  prophylactic  chemotherapy.  Active  effort  to 
cleanse  the  nose  or  ear  should  not  be  made;  a simple 
loose  sterile  dressing  over  the  external  ear  will  suffice. 
Irrigation  or  plugging  the  ear  with  cotton  aids  intra- 
cranial extension  of  infection. 

Children  are  more  likely  to  survive  critical  intra- 
cranial injury  than  are  adults  and  should  never  be 
called  hopeless  until  dead.  They  often  go  through 
desperate  neurological  situations  such  as  decerebrate 
rigidity,  hemiplegia,  unequal  pupils,  and  stertorous 
respiration,  only  to  be  found  clinically  well  a few 
hours  later.  Conversely,  in  elderly  patients  the  prog- 
nosis must  be  exceedingly  guarded,  as  they  will  main- 
tain a fair  neurological  state  for  several  days  and  then 
gradually  develop  a downhill  course  and  die  from 
cerebral  softening.  Intoxicated  patients  with  head  in- 
juries are  exceedingly  difficult  to  evaluate  and  require 
careful  observation. 

Patients  who,  when  first  seen,  have  bilateral  di- 
lated and  fixed  pupils  almost  invariably  die  from  se- 
vere brain  stem  contusion.  Patients  with  mild  head 
injuries  may  be  allowed  up  as  soon  as  they  feel  like  it. 
Prolonged  bed  rest  serves  only  to  increase  psychoso- 
matic elements  of  post-concussion  syndrome. 

X-rays  play  little  part  in  evaluation  or  management 
of  head  injuries.  Linear  fracture  is  of  no  significance, 
and  the  basal  fracture  is  diagnosed  by  bloody  spinal 
fluid  draining  from  the  ear.  The  depressed  skull  frac- 
ture is  diagnosed  by  palpation,  and  the  patient  is  then 
taken  to  surgery  where  the  fractured  elements  are  vis- 
ualized directly.  Certainly  the  patient  with  critical 
head  injury  should  never  be  moved  or  handled  solely 
to  get  x-rays.  In  brief,  other  than  the  above  mentioned 
supportive  measures,  the  less  done  for  the  serious 
intracranial  injury  the  better. 

Department  of  Surgery 
Section  of  Neurological  Surgery 
University  of  Kansas  Medical  Center 
Kansas  City  12,  Kansas 


Fatal  Fallacy: 


Dry  roads  and  sky  clear. 

Step  on  the  gas  and  have  no  fear. 

The  Travelers  1956  Book  of 
Street  and  Highway  Accident  Data 


Ocular  Emergencies 


BYRON  J.  ASHLEY,  M.D.,  Topeka 


Proper  Recognition  of  the  Type  and  Extent 

of  Injury  Is  Imperative 


In  this  day  of  speed,  increasing  industrialization, 
and  the  use  of  mechanical  devices  on  the  farm  and  in 
the  home,  injuries  to  the  eye  are  common.  In  1935- 
1936,  the  United  States  Public  Health  Service  showed 
that  51.9  per  cent  of  all  uniocular  blindness  and  20.6 
per  cent  of  all  bilateral  blindness  was  due  to  acci- 
dents. 

Many  eye  injuries  occur  in  conjunction  with  other 
injuries  and  are  seen  by  men  not  specializing  in  this 
field.  The  manner  of  examining  and  treating  the  eye 
at  this  time  is  important.  In  all  except  a few  emer- 
gencies, the  vision  should  be  obtained  in  each  eye 
separately,  even  if  you  use  only  a magazine.  In  ad- 
dition to  being  diagnostic,  this  is  important  because 
a person  may  not  know  his  vision  is  poor  in  one  eye 
and  will  blame  the  loss  on  treatment.  A history  is 
helpful  in  deciding  treatment. 

A good  light  is  essential,  a small  pencil  light,  flash- 
light, or  a condensing  lens.  Because  of  blepharospasm, 
examination  is  much  easier  after  instillation  of  an 
anesthetic  such  as  l/2  per  cent  Pontocaine  or  Dorsa- 
caine,  2 per  cent  Butyn  or  5 per  cent  cocaine  solution. 
Care  should  be  used  in  opening  the  lids  so  that  no 
pressure  is  exerted  on  the  eye  ball.  Some  form  of 
magnification  such  as  a loupe,  reading  glass,  or  plus 
15  lens  on  the  ophthalmoscope  may  be  necessary  to 
see  small  foreign  bodies  on  the  cornea. 

Small  abrasions  of  the  cornea  may  require  staining. 
This  can  be  done  by  using  a dye  such  as  2 per  cent 
fluorescein  or  2-5  per  cent  Mercurochrome  solution 
and  washing  off  the  cornea.  You  should  be  certain  the 
former  is  sterile. 

The  lower  fornix  can  be  examined  by  pulling  the 
lower  lid  down.  To  examine  the  upper  fornix,  the 
lashes  of  the  upper  lid  are  grasped,  then  pressure  is 
exerted  high  on  the  upper  lid  and,  with  the  patient 
looking  down,  the  lid  is  extended  and  turned  back 
on  itself.  (To  release  have  the  patient  look  up.)  This 
exposes  the  tarsus  and  sulcus  near  the  lid  margin 
which  is  a favorite  site  for  foreign  bodies.  It  is  well 
to  have  an  applicator  prepared  as  the  foreign  body 
may  move  when  the  lid  is  released.  This  inspection 
and  examination  is  quickly  done  and  may  often  save 
an  eye. 

Two-thirds  of  chemical  injuries  are  due  to  contact 
action,  and  in  these,  time  is  the  important  factor.  Re- 
gardless of  whether  the  injury  is  produced  by  acid  or 
alkali,  the  eye  should  be  irrigated  with  water  as  soon 


as  possible  to  dilute  the  chemical  and  with  enough 
force  to  remove  particles.  This  irrigation  should  be 
continued  for  15  to  30  minutes. 

A further  search  for  particles  and  their  removal 
should  be  made  by  the  physician,  with  particular  at- 
tention to  the  fornices. 

Analgesics  should  be  used  sparingly  as  most  inhibit 
epithelialization  and  may  even  injure  the  corneal  epi- 
thelium and  increase  the  damage.  Antibiotics  such  as 
30  per  cent  sulfacetimide  or  4 per  cent  Gantrisin  can 
be  used  four  to  six  times  a day. 

If  there  is  severe  conjunctival  damage,  the  necrotic 
material  should  be  removed  and  a mucous  membrane 
graft  used  after  48  hours. 

MECHANICAL  INJURIES 

Foreign  bodies  in  the  conjunctiva  may  move  around. 
They  cause  most  discomfort  when  under  the  upper 
lid  near  the  margin.  They  can  be  wiped  off  without 
an  anesthetic.  To  remove  a foreign  body  from  the 
cornea,  an  anesthetic  should  always  be  used.  Any 
foreign  body  that  can  be  wiped  off  could  also  be  irri- 
gated off  and  usually  with  less  damage  to  the  epi- 
thelium. Those  imbedded  in  the  cornea  should  be  re- 
moved with  a sharp  pointed  instrument  such  as  a 
spud  or  sterile  22-24  needle  on  a syringe.  A good 
light  and  magnification  are  essential. 

The  patient  should  keep  both  eyes  open,  fixing  a 
point  with  the  uninjured  eye  to  avoid  movement.  It 
is  well  to  touch  the  eye  so  he  will  understand  it  won’t 
hurt  and  will  be  relaxed.  Your  hand  should  be 
steadied  on  his  face  and  the  instrument  advanced 
parallel  to  the  cornea  so  any  movement  on  his  part 
will  not  cause  you  to  injure  the  eye.  The  foreign  body 
should  be  then  lifted  off.  If  a rust  ring  is  left,  this 
should  be  removed  by  gently  scraping  (remember  the 
cornea  is  only  one  mm.  thick) . This  may  be  more 
easily  visualized  by  frequently  closing  the  lid  over 
the  cornea.  If  the  rust  is  not  easily  removed,  it  can 
be  touched  with  silver  nitrate  or  20  per  cent  trichlora- 
cetic acid  and  removed  at  a later  date.  Occasionally 
it  is  safer  to  leave  it. 

A corneal  foreign  body  in  a child  may  require  a 
general  anesthetic  for  removal.  If  this  is  not  possible, 
the  foreign  body  can  be  allowed  to  slough  out,  in  the 
meantime  using  an  antibiotic  ointment,  homatropine 
drops,  and  a tight  eye  patch. 

After  removal  of  a corneal  foreign  body,  an  anti- 
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biotic  such  as  sodium-sulfacetimide  solution  is  in- 
stilled and  a firm  patch  is  applied.  It  is  well  to  ex- 
plain to  the  patient  that  he  has  a larger  exposed  area 
now  to  cause  pain  than  he  had  before,  so  if  pain  re- 
curs the  only  way  to  relieve  it  is  to  cover  the  other 
eye  with  a folded  cloth,  tie  a cloth  around  the  head 
over  both  eyes,  take  an  aspirin,  and  be  quiet  for  a 
couple  of  hours. 

Corneal  abrasions  found  by  staining  are  treated  in 
the  same  manner. 

CONTUSION 

An  eye  may  be  severely  damaged  by  a blow  from  a 
blunt  object  and  yet  show  very  little  externally.  Often 
there  may  be  blood  in  the  anterior  chamber.  The  pupil 
may  be  irregular  and  slightly  dilated.  If  the  media 
are  clear,  hemorrhage  and  edema  may  be  seen  in  the 
retina. 

If  there  are  no  lacerations  or  abrasions,  no  medica- 
tion locally  is  required.  Rest  is  the  best  treatment,  and 
the  best  way  to  secure  eye  rest  is  a firm  binocular 
bandage.  Hemorrhage  may  occur  after  several  days 
and  is  often  severe.  It  may  be  accompanied  by  in- 
creased intraocular  tension  which  will  require  the 
care  of  a specialist. 

Perforating  injuries  are  a serious  condition  and  re- 
quire hospitalization,  x-ray  examination,  and  opera- 
tive repair. 

LACERATIONS 

Repair  of  lacerations  of  the  lid  should  be  accom- 
plished in  the  first  day  or  two.  Contracture  soon  sets 
in,  and  what  might  have  been  a simple  procedure  be- 
comes difficult  and  causes  more  deformity.  No  tissue 
should  be  removed  unless  absolutely  necessary.  Fine 


silk  sutures  are  used.  If  the  wound  is  vertical,  a suture 
through  the  lid  margins  will  help  to  realign  the  lids, 
then  the  tissue  can  be  closed  in  layers,  using  fine  cat- 
gut for  the  buried  sutures. 

If  the  cut  is  through  the  canaliculus,  Sheie  places  a 
nylon  suture  into  puncta  canaliculus,  through  the  sac, 
and  out  through  the  skin.  This  is  tied  in  a loop  after 
the  skin  is  closed. 

A laceration  of  the  cornea  is  often  accompanied  by 
prolapse  of  the  iris.  If  the  iris  is  exposed,  it  should 
be  pulled  out  a little  and  cut  off  flush  with  the  cornea. 
If  enough  tension  was  used  it  will  withdraw  back  into 
the  anterior  chamber.  If  it  is  just  caught  in  a corneal 
wound,  it  can  be  pushed  back  inside.  Large  corneal 
wounds  require  sutures  using  6-0  silk  or  catgut  on 
the  fine  cutting  needle. 

Smaller  openings  can  be  closed  by  a conjunctival 
flap  as  follows:  circumcision  of  conjunctiva  at  limbus 
for  one-half  the  circumference,  then  undermining  for 
6 to  7 millimeters.  This  is  drawn  over  the  corneal 
laceration  and  sutured  at  the  limbus.  It  will  retract 
in  7 to  10  days.  Atropin  and  antibiotics  are  used.  It 
is  well  to  cover  both  eyes  the  first  day. 

Permission  should  be  obtained  for  an  enucleation 
before  you  start  to  explore  a badly  injured  eye. 

The  following  are  some  of  the  indications  when 
enucleation  should  be  seriously  considered: 

1.  Laceration  through  center  of  cornea  extending 
into  sclera  and  ciliary  body,  with  damage  to  lens  and 
vitreous;  poor  light  projection. 

2.  Severe  damage  to  eye  with  posterior  perforation 
and  poor  light  perception ; intraocular  foreign  body. 

512  Garlinghouse  Building 
Topeka,  Kansas 


Fatal  Fallacy:  One  for  the  road  at  the  end  of  the  day 
Sharpens  the  wits  and  eases  the  way. 
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Fatal  Fallacy:  The  straightaway  is  the  safer  way. 
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PRESIDENT’S  PAGE 


Dear  Doctor: 

What  is  Public  Relations? 

It  could  be  described  as  that  continuous  effort  con- 
sciously exerted  to  create  better  public  opinion. 

The  past  years  have  found  public  relations  playing  a 
big  part  in  every  business  held.  This  is  also  true  in 
medicine. 

The  public  desires  to  know  more  and  more  about 
medicine  and  its  progress.  It  is  therefore  necessary  to 
meet  this  demand. 

A better  understanding  and  cooperation  is  the  best 
therapy  in  treating  the  disease.  It  is  necessary  for  each 
of  us  to  be  a public  relationist. 

If  we  keep  this  in  mind,  I am  sure  our  relationship 
with  the  public  will  be  much  improved. 

Fraternally, 

Q£ydt  ')f' 

President 


P.  S.  Be  sure  to  register  so  you  may  vote  for  the  party 
of  your  choice. 
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EDITORIAL  COMMENT 


Fatal  Fallacies 

Editor’s  Note — "Fatal  Fallacies”  is  the  title  of  the 
22nd  edition  of  a highway  safety  booklet  noiv  being 
distributed  by  the  Travelers  Insurance  Companies, 
Hartford,  Connecticut.  The  entire  content  of  that 
booklet  would  be  appropriate  in  this  issue  on  trauma, 
but  space  permits  the  use  of  the  following  editorial 
only. 

Safety  was  in  the  news  in  1955.  But  death  and 
destruction  made  the  headlines.  With  foresight  and 
ingenuity,  safety  was  built  into  our  automobiles  to 
an  extent  never  before  accomplished.  With  skill  and 
inventiveness,  compelling  slogans  of  care  were  broad- 
cast through  every  medium  of  communications.  With 
indifference  and  utter  unconcern,  the  motoring  public 
produced  the  greatest  number  of  casualties  in  high- 
way history. 

Because  of  a slight  decrease  in  deaths  and  injuries 
in  1954,  there  seemed  some  cause  for  optimism. 
However,  this  proved  to  be  another  of  those  fatal 
fallacies  which  characterize  the  field  of  highway 
safety.  For  in  1955,  we  compiled  the  regrettable 
total  of  37,800  deaths,  an  increase  of  61/2  per  cent 
over  1954,  and  2,158,000  injuries,  an  increase  of 
10  per  cent  over  1954.  Thus,  the  trend  has  reversed 
itself  in  what  was  the  most  safety-conscious  year  in 
our  history. 

These  blunt  and  bloody  statistics  again  substanti- 
ate the  often  repeated  thesis  of  these  booklets.  In 
driving,  there  is  no  substitute  for  self-reliance.  Safety 
belts,  special  padding,  and  other  mechanical  features 
all  help  but  reliance  on  them  is  a fatal  fallacy. 
Straighter,  wider  roads  are  welcome  but  reliance  on 
them  is  a fatal  fallacy.  Reliance  on  the  other  driver 
or  pedestrian  to  follow  the  rules  of  the  road  to  the 
letter  is  a fatal  fallacy.  And  by  definition,  a fatal 
fallacy  is  a mistaken  belief  that  leads  to  disaster. 

This  is  not  to  dismiss  all  the  advances  that  have 
been  made  in  alleviating  the  seriousness  of  accidents. 
Every  one  of  these  steps  is  a stride  in  the  right  direc- 
tion. But  it  is  the  driver’s  mind  harnessed  to  his 
reflexes;  plus  his  body  harnessed  to  his  seat,  which 
is  going  to  produce  fewer  accidents.  It  is  brainpower 
not  horsepower;  the  power  to  steer  and  brake;  not 
power  steering  or  power  braking  which  is  the  ulti- 
mate solution  to  the  safety  problem. 

Again  in  1955,  we  saw  repeated  the  fatal  fallacy 
of  safety  by  decree.  While  the  President’s  official 
S-D  Day  served  a worthwhile  purpose  in  focusing 
attention  on  our  distressing  highway  habits,  it  did 
not  cause  the  slightest  decrease  in  the  day’s  casualties. 


With  individuals,  businesses,  and  all  media  of  com- 
munication emphasizing  safety,  the  nation’s  motorists 
and  pedestrians  went  about  their  business  as  usual. 
And  as  in  1954,  S-D  Day  was  followed  by  the  most 
devastating  Christmas  weekend  in  history. 

Toward  the  end  of  1955,  a serious  attempt  was 
made  in  some  parts  of  the  country  to  penalize  more 
drastically  those  who  deliberately  flout  the  law. 
Stricter  enforcement  is  a welcome  trend,  as  it  places 
serious  practical  difficulties  in  the  path  of  the  habitu- 
ally careless  driver.  However,  it  would  be  a fatal 
fallacy  to  believe  that  punishment,  any  more  than 
reward  or  appeal  to  the  higher  instincts  of  individ- 
uals is  the  sole  solution  to  a mounting  accident  rate. 

Safety  is  more  than  a slogan.  It  is  an  attitude  of 
mind  and  a way  of  life.  And  as  the  road  of  all  vir- 
tues is  strewn  with  temptations,  so  is  the  path  of 
safety.  We  call  them  fatal  fallacies.  The  following 
are  a few  of  the  deadliest. 

Pitting  speed  of  reflexes  against  the  modern  auto- 
mobile’s super-horsepower. 

Feeling  free  to  "pour  it  on”  on  the  straightaway, 
no  matter  how  clear  the  day,  how  dry  the  road,  how 
straight  or  wide  the  highway. 

Driving  while  intoxicated  or  weary  in  the  vain 
hope  that  the  homing  instinct  will  assure  safe  arrival. 

Reliance  on  built-in  safety  features  to  compensate 
for  lack  of  care. 

Believing,  with  the  supreme  confidence  born  of 
experience,  that  rules  of  the  road  are  meant  for  be- 
ginners. 

These  are  just  some  of  the  fatal  fallacies  which 
caused  grievous  death  and  injury  on  the  highways 
of  America  in  1955.  More  than  80  per  cent  of  all 
casualties  occurred  in  accidents  where  there  was 
some  driving  violation. 

This  leads  to  the  inescapable  conclusion  that  acci- 
dents do  not  "just  happen.”  And  to  believe  that 
avoidance  in  the  past  means  immunity  in  the  future 
is  the  most  fatal  fallacy  of  all. 


Tetanus  in  Kansas 

In  the  past  five  years,  11  deaths  were  caused  by 
tetanus  in  Kansas.  In  addition,  there  have  been  14 
cases  reported  in  patients  who  survived. 

This  is  a tragic  story  to  relate  about  a disease  which 
is  preventable.  The  Kansas  figures  far  exceed  the 
number  of  cases  and  deaths  from  tetanus  which  oc- 
curred in  the  entire  U.  S.  armed  forces  during  World 
War  II,  despite  the  large  number  of  casualties. 

We  all  know  that  temporary  passive  immunity  can 
be  provided  through  the  administration  of  1500  to 
3,000  units  of  tetanus  antitoxin  to  an  injured  person. 
This  will  usually  suffice  to  prevent  the  disease  when 
given  at  the  time  of  an  accident. 
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We  also  all  know  that  tetanus  toxoid  given  in  a 
series  of  two  or  three  injections,  approximately  a 
month  apart,  will  build  long-term  immunity.  Then, 
at  the  time  of  an  injury,  the  patient  can  be  given  ade- 
quate protection  by  a "booster”  or  recall  injection  of 
tetanus  toxoid,  rather  than  having  to  receive  the  more 
dangerous  horse-serum  antitoxin. 

Immunization  is  best  accomplished  in  infancy  by 
giving  three  injections  of  tetanus  toxoid,  combined 
with  pertussis  vaccine  and  diphtheria  toxoid.  In  adults 
it  can  be  accomplished  by  immunization  with  tetanus 
toxoid,  alone,  or  in  combination  with  diphtheria  tox- 
oid. 

In  either  instance,  active  immunization  affords  the 
opportunity  to  give  a longer  lasting,  higher  degree  of 
protection  without  resorting  to  horse-serum. 

A recent  survey  in  one  Kansas  county  revealed  that 
fewer  than  20  per  cent  of  the  entering  first  graders 
were  adequately  immunized. 

As  physicians,  we  must  do  something  about  this. 
We  must  immunize  as  many  people  as  we  can,  par- 
ticularly infants,  but  not  be  neglectful  of  any  adults 
or  older  children  we  can  reach. 

Tetanus  toxoid  recall  injections  should  be  given 
routinely  for  any  laceration  or  burn  to  those  who  have 
been  actively  immunized  previously.  The  use  of  teta- 
nus antitoxin  for  those  who  have  not  been  previously 
immunized  should  be  followed  by  the  administration 
of  a course  of  tetanus  toxoid  about  one  month  after 
the  injury. 

The  average  cost  of  the  care  of  a case  of  tetanus  is 
approximately  $2,000.  The  cost  of  the  25  cases  re- 
ported to  have  occurred  in  Kansas  from  1951-1955 
would  have  purchased  2,500,000  immunizing  doses 
of  diphtheria-pertussis-tetanus  toxoid — more  than 
enough  to  give  every  person  in  the  state  an  injection. 

The  reporting  of  tetanus  is  probably  poor.  From  the 
mortality  observed,  it  would  seem  likely  that  the 
state  averages  at  least  10  cases  per  year. 

In  the  1 1 deaths  which  occurred,  the  total  reduction 
in  life  expectancy  was  estimated  at  427  years. 

Let’s  do  something  about  preventable  diseases.  Let’s 
prevent  them! — Philip  A.  Bearg,  M.D.,  State  Epi- 
demiologist, Kansas  State  Board  of  Health. 


Life  Insurance 

Among  the  services  a medical  society  may  bring 
to  its  membership  is  the  advantage  of  group  purchas- 
ing. For  that  reason  the  Kansas  Medical  Society  has 
several  times  made  health  and  accident  benefits  avail- 
able. 

Now  an  agreement  has  been  reached  with  the 
American  United  Life  Insurance  Company  of  Indi- 
anapolis for  a special  purchase  on  life  insurance. 
The  Kansas  agent  is  Mr.  Otto  Schnellbacher  of 


Topeka.  The  plan  was  developed  after  years  of  ex- 
ploration by  your  Committee  on  Medical  Economics 
and  approval  by  the  House  of  Delegates. 

The  object  is  to  give  each  member  the  chance  to 
purchase  a small  amount  of  low  cost  life  insurance 
without  presenting  evidence  of  insurability.  This 
can  now  be  done  if  60  per  cent  of  the  eligible  mem- 
bers enroll. 

This  is  term  insurance  expiring  at  age  70.  It  ac- 
cumulates no  loan  value  and  may  or  may  not  pay 
dividends  according  to  the  experience  of  this  group. 
Dividends,  if  any,  will  be  small,  and  your  Society  is 
asking  that  these  be  assigned  to  the  Kansas  Med- 
ical Society  for  whatever  use  the  House  of  Dele- 
gates may  select.  Some  suggested  possibilities  are 
a building  fund,  gift  to  A.M.E.F.,  or  a reduction 
of  dues. 

The  program  is  not  meant  to  replace  any  existing 
insurance  but  to  serve  as  a low  cost  supplement  to 
whatever  else  may  be  in  force.  The  cost  is  $100  a 
year.  The  face  value  decreases  annually  to  age  70, 
but  it  may  be  converted  (without  proof  of  physical 
fitness)  at  any  time  to  age  65  for  any  other  type  of 
insurance.  The  face  value  is  surprisingly  large  as 
shown  on  the  announcement  already  received.  It 
appears  to  your  committee  to  be  larger  than  could  be 
privately  purchased  for  an  equal  premium. 

The  policy  is  an  individual  non-cancellable  policy 
that  may  be  retained  to  its  maturity  or  converted  into 
other  insurance  if  desired.  To  be  eligible  a doctor 
must  belong  to  the  Kansas  Medical  Society  and  be 
in  active  practice  as  of  the  day  the  program  goes  into 
effect.  Beyond  that,  active  practice  or  Society  mem- 
bership is  not  required.  The  policy  cannot  be  can- 
celled by  the  company  except  for  non-payment  of 
premiums  until  the  insured  reaches  age  70. 

This  life  insurance  project  is  more  truly  a pro- 
gram of  the  Society  than  are  the  other  insurance 
programs  in  which  the  Society  is  interested  because 
the  Society  will  do  the  bookkeeping  and  collect  the 
premiums.  Upon  the  advice  of  the  attorney  for  this 
Society  and  that  of  a tax  attorney,  this  activity  will 
not  disturb  the  present  tax  status. 

Enrollments  are  now  being  received.  Participation 
is  of  course  voluntary.  It  is  hoped  the  project  is 
attractive  enough  that  each  member  will  wish  to 
enroll.  Whenever  60  per  cent  of  the  eligible  mem- 
bership participates,  the  plan  goes  into  effect.  It  is 
hoped  this  may  be  at  an  early  date. 


Sales  of  Series  E and  Series  H Savings  Bonds  in 
Kansas  in  the  first  quarter  of  1956  totaled  $34,075,- 
219.  Those  sales  produced  35.9  per  cent  of  the  1956 
goal  for  Kansas,  $94,900,000. 
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The  story  of  curare  being  originally  used 
as  an  arrow  poison  is  well  known — told  often 
in  connection  with  its  more  modern  and  more 
friendly  use  as  a relaxing  agent  for  medical 
purposes. 

Less  well  known  but  also  interesting  are 
other  types  of  arrow  poisons  and  missiles  on 
which  they  are  used.  The  Jivaros  Indians  in 
South  America  have,  since  the  17th  century, 
used  poisoned  darts  and  blowguns.  Their  use 
of  the  blowgun  is  exclusively  in  hunting  and 
never  in  warfare;  having  been  given  to  them 
for  the  purpose  of  obtaining  game,  to  use  it 
against  man  would  bring  bad  luck! 

"Short”  blowguns  are  about  10  feet  in 
length,  longer  ones  as  much  as  15  feet.  The 
longer  ones  are  used  for  larger  game,  since 
they  have  longer  range  and  greater  accuracy, 
but  carrying  such  a weapon  through  thick  for- 
est would  present  additional  problems. 

The  manufacture  of  a blowgun  is  a pains- 
taking process  that  cannot  but  excite  the  ad- 
miration of  any  "do-it-yourself”  addict. 

"When  a man  desires  to  make  himself  a 
blowgun,  he  first  cuts  down  a suitable  chonta 
palm  which  is  allowed  to  dry  in  the  sun  for 
a week.  . . . The  thorns  are  removed  . . . and 
[the  trunk]  is  split  in  half.  . . . Two  strips, 
each  about  three  inches  in  width,  are  split  off 
and  cut  to  the  length  desired.  . . . With  a ma- 
chete these  strips  are  shaved  until  they  are 
straight  and  taper  from  one  end  to  the  other. 
One  side  of  each  is  made  flat  while  the  other 
is  rounded  in  such  a fashion  that  when  the  two 
flat  sides  are  placed  together  the  two  strips 
form  a cylinder  which  tapers  from  about  iy4 
inches  in  diameter  at  one  end  to  three-quarters 
of  an  inch  at  the  other. 

"A  perfectly  straight  cylindrical  rod  of 
chonta  wood  is  prepared,  approximately  a 
quarter  of  an  inch  in  diameter  and  slightly 
longer  than  the  blowgun.  A small,  straight 
groove  is  scratched  with  a bone  awl  down  the 
full  length  of  each  strip  in  the  center  of  the 
flat  side  . . . using  a sharp  tooth  [probably 
not  his  own — Ed.].  This  groove  is  enlarged 
. . . until  the  two  together  are  slightly  less  in 
diameter  than  the  intended  bore  of  the  blow- 


gun. The  two  halves  are  then  placed  face  to 
face  with  the  rod  sandwiched  between  . . . and 
tied  together  with  bark  strips. 

"Sand  and  water  are  then  poured  into  the 
hollow.  . . . The  rod  is  worked  back  and  forth 
. . . until  the  flat  surfaces  of  the  two  chonta 
strips  meet.  . . . The  bore  is  then  of  the  size 
desired.” 

A glue  is  made,  fastening  the  two  halves 
together.  Then  they  are  wrapped  spirally  and 
covered  with  a coating  of  "charora,”  giving 
it  a glossy  surface. 

".  . . The  large  end  of  the  blowgun  for  a 
length  of  two  inches  is  dressed  down  until  a 
small  cylinder  projects  which  is  slightly  larger 
than  the  bore.  A bone  mouthpiece  is  fitted 
snugly  over  this.  . . . Another  small  lump  of 
charora  in  the  form  of  a small  mound  is  ap- 
plied to  the  barrel  about  a foot  from  the  mouth- 
piece. The  two  incisor  teeth  of  a watusa  are 
then  imbedded  in  this  ...  as  the  blowgun 
sight. 

Finally  the  bore  is  polished  by  drawing  the 
blowgun  back  and  forth  over  a rattan  strip 
to  which  a wad  of  cotton  or  balsa  floss  is  at- 
tached . . . and  the  blowgun  is  ready  for  use. 

"In  using  the  blowgun  it  is  held  with  both 
hands,  palms  down,  close  to  the  mouth,  with 
the  sight  held  uppermost.  The  bone  mouth- 
piece is  placed  to  the  lips  and  a slight  puff 
is  sufficient  to  speed  the  dart  on  its  way.  . . . 
The  maximum  effective  range  of  an  average 
blowgun  is  about  45  yards.  . . . 

"Darts  are  made  from  the  midribs  of  the 
ivory  nut  palm  . . . cut  into  the  proper  length, 
which  is  measured  from  the  base  of  the  palm 
of  the  hand  to  the  crook  of  the  elbow  . . . 
have  a diameter  equal  to  that  of  a common 
match.  . . . Poison  is  necessary  to  make  the 
darts  effective,  except  when  shooting  small 
birds.  ...  A circular  cut  [is  made]  around 
the  dart  about  an  inch  from  the  point  so  that 
this  section  will  break  off  in  the  wound.” 

Perhaps  this  information  will  be  available 
in  time  that  local  nimrods  can  hunt  quail  and 
pheasant  with  blowguns  this  fall! — O.R.C. 
(Ciba  Symposia,  October,  1941) 
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Dr.  Stowell:  These  two  patients  present  unusual 
tumors  which  are  of  especial  interest  because  of  their 
symptomatology  and  clinical  and  laboratory  diagnosis. 
The  first  case  is  that  of  a benign  functioning  islet  cell 
tumor  causing  classical  symptoms.  The  second,  how- 
ever, is  malignant  and  non-functional,  and  the  possi- 
bility of  a diagnosis  of  carcinoid  instead  of  islet  cell 
tumor  must  be  seriously  considered. 

Mr.  Lynch  (medical  student)  : The  chief  com- 
plaints of  this  76-year-old  colored  man  (J.  H.)  were 
spells  of  irrational  behavior  and  weakness.  Except  for 
a diagnosis  of  hypertension  made  13  years  prior  to 
this  admission,  he  had  been  in  good  health  for  almost 
49  years.  About  15  months  prior  to  admission  he  had 
finished  work  and  was  changing  his  clothes  when  he 
had  an  attack  characterized  by  flailing  movements  of 
the  extremities,  profuse  sweating,  and  irrational  be- 
havior, but  no  convulsions.  He  had  two  to  three  simi- 
lar attacks  a month  for  almost  a year  and  then  began 
to  have  about  one  attack  per  day.  There  were  remis- 
sions lasting  up  to  one  week,  however. 

He  was  hospitalized  14  months  prior  to  this  ad- 
mission, and  at  that  time  the  physical  and  laboratory 
examinations  revealed  nothing  diagnostic.  He  was 
discharged  on  a high  protein,  high  fat,  Jow  carbo- 
hydrate diet.  He  soon  discovered  that  he  was  unable 
to  maintain  this  diet  and  began  to  drink  orange  juice 
or  eat  candy  whenever  one  of  these  attacks  appeared 
to  be  coming  on.  This  quickly  relieved  the  attacks. 
He  subsequently  gained  37  pounds  in  one  year. 

He  was  seen  again  one  month  prior  to  this  present 
admission,  at  which  time  abdominal  distention  had 
occurred,  and  the  examiner  believed  that  he  felt  a 
large  cystic  mass  almost  15  cm.  in  diameter  in  the 
upper  mid-epigastrium.  He  was  then  readmitted  to 
the  hospital.  At  the  time  of  his  admission,  his  blood 
pressure  was  180/90.  He  was  an  obese  colored  man 
who  appeared  in  good  health,  and  the  only  positive 
findings  were  a grade  2 arteriosclerotic  retinopathy 
c*nd  an  ill-defined  15  cm.  mass  in  his  epigastrium 
which  was  not  movable,  not  hard,  and  not  fluctuant. 
It  was  considered  to  be  either  a pancreatic  cyst  or, 
more  probably,  abdominal  fat. 

Other  blood  findings  including  serum  lipase  and 
serum  amylase  were  normal.  A glucose-tolerance  test 
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showed  a curve  characterized  by  a low  fasting  blood 
sugar  of  52  mgm.  per  cent,  a moderate  elevation  the 
first  hour,  a leveling  off  at  70  to  80  mgm.  per  cent, 
and  a final  reading  on  a sixth  specimen  of  32  mg. 
per  cent.  This  was  considered  diagnostic  of  a func- 
tioning pancreatic  islet  cell  tumor  or  diffuse  hyper- 
insulinism,  but  not  of  a reactive  type  hyperinsulinism 
since  his  fasting  blood  glucose  was  low.  Abdominal, 
chest,  and  kidney-ureter-bladder  x-ray  films  were 
negative. 

On  his  seventh  hospital  day  a tumor,  which  shelled 
out  easily,  was  removed  from  the  junction  of  the 
body  and  tail  of  the  pancreas.  The  blood  sugar  on 
the  day  following  operation  was  260  mg.  per  cent. 
The  second  post-operative  day  he  developed  a high 
pulse  rate  and  rapid  respirations.  His  blood  sugar 
continued  to  be  elevated  and  on  his  third  post- 
operative day  was  380  mg.  per  cent.  He  was  main- 
tained on  regular  insulin  therapy,  50  units  on  the 
second  post-operative  day;  40  units  on  the  third  post- 
operative day ; and  20  units  on  the  fourth  post- 
operative day.  His  urine  showed  3 to  4 plus  sugar 


Figure  1.  External  view  of  islet  cell  tumor  of  the 
pancreas  in  first  case. 
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during  this  time.  The  patient’s  blood  glucose  then 
became  stabilized  on  his  seventh  post-operative  day, 
and  insulin  therapy  was  discontinued.  His  blood  sugar 
then  was  173  mgm.  per  cent. 

Dr.  Boley:  The  surgical  specimen  consisted  of  a 
2 cm.  lobulated  mass.  At  one  pole  there  was  a grayish- 
brown,  moderately  firm,  encapsulated  nodule  measur- 
ing 1 cm.  in  diameter  (Figure  1).  Microscopic  ex- 
amination shows  that  there  is  compression  and  atrophy 
of  the  pancreas  surrounding  the  tumor.  The  tumor 
cells  are  a little  larger  than  the  typical  cells  in  the 
islets  of  Langerhans  in  the  pancreas.  There  is  little 
variation  in  the  cells. 

In  some  areas  the  tumor  does  not  appear  to  be  well 
encapsulated  (Figure  2),  which  is  regarded  by  some 


Figure  2.  Islet  cell  tumor  on  right  is  poorly  encap- 
sulated from  pancreas  on  left  in  first  case.  X 175 


as  an  indication  of  malignancy.  Franz  reviewed  the 
literature  in  1940  and  reported  96  cases,  four  of 
which  actually  showed  malignant  change.1  With  two 
other  cases  recently  described,  this  makes  a total  of 
six  reported  functioning  islet  cell  tumors  with  liver 
and  lymph  node  metastases.2  The  microscopic  diag- 
nosis in  this  case  is  a benign  islet  cell  tumor  of  the 
pancreas. 

Dr.  Robinson:  Is  this  post-operative  elevation  of 
blood  sugar  an  expression  of  the  suppression  of  the 
normal  insulin  from  the  remainder  of  the  pancreas 
because  of  the  excessive  secretion  of  the  tumor? 

Dr.  Leo:  Yes,  that  is  probably  the  cause.  One  must 
also  consider  the  effects  of  surgical  trauma  to  the  pan- 
creas. Multiple  islet  cell  tumors  occur  in  about  15 


per  cent  of  cases,  so  we  had  to  visualize  the  entire 
pancreas,  palpate  it  on  both  surfaces,  and  reflect  it 
upward  and  laterally  to  palpate  the  posterior  surface. 
Therefore,  pancreatic  edema  may  also  be  a factor. 

Dr.  Stowell:  The  first  case  was  one  that  could  be 
diagnosed  by  clinical  laboratory  tests  and  confirmed 
by  the  pathologist.  The  second  case  presented  a much 
more  difficult  problem  for  both  the  clinician  and  pa- 
thologist and  simulates  in  some  respects  the  carcinoid 
syndrome. 

Miss  Kells  (medical  student):  This  patient 
(E.  W.)  is  a 46-year-old  white  woman  who  was  first 
admitted  to  the  hospital  with  the  chief  complaint  of 
episodes  of  nausea  and  vomiting,  intermittent  diar- 
rhea, and  an  enlarged  liver. 

Nine  years  prior  to  admission  the  patient  had  an 
appendectomy  for  acute  appendicitis.  Since  that  time 
she  has  had  episodes  of  nausea  and  vomiting  three  or 
four  times  a year,  in  which  she  vomited  clear  fluid. 
She  had  always  had  trouble  with  constipation  until 
two  years  ago  when  she  began  to  have  diarrhea  which 
was  characterized  by  one  loose,  watery  brown  stool  oc- 
curring each  day  before  breakfast. 

Seven  months  prior  to  this  admission  she  was  hos- 
pitalized for  one  month  because  of  nausea  and  vomit- 
ing. At  that  time  a diagnosis  of  duodenal  ulcer  was 
made,  and  she  was  put  on  a bland  diet  and  given  anti- 
acids and  antispasmotics  for  six  weeks,  which  relieved 
her  symptoms.  The  etiology  of  the  diarrhea  was  un- 
explained. During  the  past  six  months  the  diarrhea 
increased  to  five  or  six  loose  movements  per  day, 
some  of  which  were  foamy  and  contained  undigested 
food  particles.  She  was  again  hospitalized,  two  months 
prior  to  this  admission,  for  nausea,  vomiting,  and 
diarrhea,  and  at  that  time  x-rays  of  the  kidneys,  colon, 
and  stomach  were  normal.  She  was  treated  with  anti- 
amoebic  medications  although  no  amoebae  were  found 
in  the  stools. 

Three  weeks  prior  to  her  present  admission,  in  ad- 
dition to  nausea,  vomiting,  malaise,  and  fatigue,  she 
complained  of  cramping  abdominal  pain  in  the  left 
upper  quadrant  which  at  times  seemed  to  be  related 
to  her  diarrhea  and  at  other  times  did  not.  The  pain 
shifted  to  the  lower  abdominal  quadrants,  back  again 
to  the  left  upper  quadrant,  and  then  disappeared. 
Her  physician  suggested  that  she  be  hospitalized. 

She  gave  no  history  of  jaundice,  melena,  hema- 
temesis,  anorexia,  or  food  intolerance.  She  had  lost 
five  pounds  in  the  last  six  months.  She  does  not  drink 
alcohol  and  has  not  been  exposed  to  any  hepatotoxic 
agents.  She  has  been  taking  estrogen  therapy  for  hot 
flashes  and  other  menopausai  symptoms  without  re- 
lief. 

Physical  examination  revealed  a well  developed 
rather  thin  lady  who  was  not  jaundiced.  The  posi- 
tive physical  findings  were  palmar  erythema  and 
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an  enlarged  nodular  tender  liver  extending  four 
finger  breadths  below  the  costal  margin  and  over 
which  a bruit  could  be  heard.  The  ovaries  were  pal- 
pated and  felt  to  be  enlarged  and  cystic. 

Blood  findings  were  essentially  normal.  The  uri- 
nalyses showed  faint  traces  of  albumin  and  on  one 
occasion  15  to  20  red  blood  cells  per  high  power 
field.  The  serum  chlorides  were  decreased  to  90 
mEq/L.  A gastric  analysis  showed  a fasting  free  acid 
of  114°  and  an  acid  of  130°  at  three  hours.  The  glu- 
cose tolerance  test  was  normal.  There  was  no  glyco- 
suria except  at  the  third  hour  when  there  was  a trace. 
The  urinary  urobilinogen  was  slightly  increased.  The 
stools  were  negative  for  ova  and  parasites.  They  were 
tested  for  occult  blood  four  times,  and  on  one  occa- 
sion a faint  trace  of  blood  was  found.  The  serum 
amylase  was  elevated  to  312  units,  and  the  serum 
lipase  was  elevated  to  2.5  units.  Liver  function  tests 
were  normal. 

The  chest  plate  showed  emphysema  and  moderate 
fibrosis  of  the  lungs.  X-rays  of  the  urinary  tract  and 
the  gallbladder  were  considered  negative.  The  upper 
gastrointestinal  films  showed  considerable  fluid  in  the 
stomach,  pylorospasm,  and  narrowing  of  the  duo- 
denal bulb  and,  although  there  was  no  ulcer  crater 
visualized,  a diagnosis  of  duodenal  ulcer  was  made. 
A barium  enema  showed  a smooth  filling  defect  in 
the  sigmoid  colon.  A sigmoidoscopic  examination  was 
negative.  An  electrocardiogram  showed  a grade  I 
block  at  the  atrioventricular  node.  An  exploratory 
laparotomy  was  performed  on  the  14th  hospital  day. 

Dr.  Stowell:  Why  was  the  operation  done? 

Miss  Kells:  There  were  many  doctors  who  saw 
this  patient,  and  there  were  quite  a few  diagnoses. 
The  diagnoses  considered  by  the  surgeons  were  he- 
mangioma of  the  liver,  endometriosis,  or  metastases 
to  the  liver  from  a carcinoma  of  the  colon.  The  in- 
ternists thought  that  she  had  cirrhosis  of  the  liver. 

Dr.  Hardin:  What  was  the  character  of  the  bruit? 

Dr.  Leo:  A systolic  bruit  heard  just  over  the  liver. 

Dr.  Hardin:  Is  she  still  having  menstrual  periods? 

Miss  Kells:  Yes.  The  gynecologic  consultant  re- 
ported enlarged  cystic  ovaries. 

Dr.  Stowell:  Dr.  Leo,  would  you  describe  the  gross 
findings  at  operation  ? 

Dr.  Leo:  We  found  multiple  metastases  throughout 
both  lobes  of  the  liver  which  were  rather  soft,  smooth, 
and  did  not  have  the  characteristic  yellow  necrotic 
appearance  usually  associated  with  a metastatic  adeno- 
carcinoma. The  nodules  were  of  different  sizes,  the 
largest  of  which  was  approximately  4 cm.  There  was 
a large  mass  in  the  body  of  the  pancreas  measuring 
approximately  6 cm.  in  size.  I am  surprised  that  we 
could  palpate  it  preoperatively.  The  other  viscera 
were  essentially  normal  except  for  bilateral  cystic 


ovaries,  one  of  which  we  removed.  The  liver  did  not 
appear  cirrhotic. 

Dr.  Hardin:  What  was  the  source  of  the  bruit? 

Dr.  Leo:  It  was  deep  in  the  retroperitoneal  space 
and  probably  due  to  tumor  encroaching  on  the  celiac 
artery. 

Dr.  Stowell:  Dr.  Boley,  will  you  describe  the  find- 
ings on  examination  of  the  surgical  specimens? 

Dr.  Boley:  There  were  several  cysts  in  the  ovary 
which  were  filled  with  thick  black  fluid  and  lined  by 
endometrial  stroma  and  epithelium.  Therefore,  one 
diagnosis  is  endometriosis  of  the  ovary. 

The  tumor  in  the  liver,  instead  of  being  friable  like 
adenocarcinoma  of  the  bowel,  was  rather  rubbery  due 
to  the  abundant  fibrous  tissue.  The  tumor  consists  of 
nests  of  cells  with  surrounding  fibrous  stroma  (Lig- 
ure  3).  The  cells  are  rather  uniform  but  still  show 
enough  variation  to  make  one  think  that  they  are 
malignant.  This  is  interpreted  as  metastatic  tumor 
since  the  finding  of  a uniform  type  of  primary  sclero- 
sing carcinoma  in  a non-cirrhotic  liver  would  be  most 
unusual. 

There  are  two  tumors  that  we  must  consider.  One 
is  that  this  is  a carcinoid  from  the  appendix  or  the 
ileum.  The  slides  of  the  previously  removed  appendix 
are  not  available  for  study.  A carcinoid  of  the  ileum 
could  be  overlooked  by  palpation.  Carcinoid  tumors 
metastasize  to  the  pancreas  and  also  may  originate 
there.3  The  other  possibility  is  that  this  is  an  islet  cell 
tumor  of  the  pancreas,  especially  since  they  found  a 


Figure  3.  Metastatic  tumor  (above)  in  liver  from 
second  case.  X 175 
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fairly  large  tumor  in  the  pancreas.  In  some  places  the 
nests  of  cells  form  partial  rosettes.  A small  percent- 
age of  islet  cell  tumors  have  been  shown  to  form  true 
rosettes,1  but  so  do  some  carcinoid  tumors.3  A some- 
what similar  pattern  is  seen  in  granulosa  cell  tumor 
of  the  ovary  and  neuroblastoma.  The  enlarged  ovary 
was  examined,  and  the  other  ovary  was  normal  in 
size.  She  had  no  evidence  of  a neuroblastoma.  On  the 
evidence  presented,  I considered  this  a malignant  islet 
cell  tumor  of  the  pancreas. 

The  argentaffin  cells  of  the  mucosa  of  the  intestinal 
tract,  which  have  silver  staining  granules,  have  been 
identified  as  the  source  of  a hormone  known  as  sero- 
tonin. Carcinoid  tumors  are  composed  of  these  cells, 
and  large  carcinoid  tumors  with  metastases  have  been 
shown  to  produce  a high  level  of  this  material  in  the 
blood.4  Serotonin  is  normally  metabolized  in  the  liver, 
and  in  patients  with  extensive  liver  metastases  the 
level  is  especially  high.4  Thus,  the  blood  serotonin 
concentration  is  altered  by  the  number  and  functional 
activity  of  cells  producing  serotonin  and  by  the  rate 
of  its  destruction  in  the  liver.  The  cells  in  this  tumor 
did  not  have  positive  staining  granules.  Malignant 
carcinoid  tumors  without  silver  staining  granules  do 
occur,  however.5  Despite  the  negative  stain  the  find- 
ing of  a high  level  of  5-hydroxy-3-indoleacetic  acid, 
which  is  the  breakdown  product  of  serotonin,  in  the 
urine  would  change  the  diagnosis  to  malignant  car- 
cinoid.4 How  much  actual  exploration  of  the  gastro- 
intestinal tract  was  done  to  rule  out  the  possibility  of 
a carcinoid,  and  was  the  urine  test  done? 

Dr.  Leo:  We  checked  the  colon  and  small  bowel 
carefully  and  they  revealed  no  evidence  of  tumor. 
The  urinary  5-hydroxy-3-indoleacetic  acid  was  4 
gms,/24  hours.  (Normal  2-8  gms/24  hours.)* 

Dr.  Hardin:  Dr.  Klotz,  what  do  you  think  about 
the  high  gastric  acidity  in  relation  to  an  islet  cell 
tumor  ? 

Dr.  Klotz:  I think  that  we  see  the  type  of  gastric 
acid  pattern  obtained  in  this  patient  too  frequently 
in  otherwise  normal  individuals  to  put  much  empha- 
sis on  it  in  this  particular  instance.  In  cases  with 
hypoglycemia,  which  was  not  clinically  demonstrated 
in  this  woman,  the  production  of  acid  gastric  juice 
may  be  greatly  increased.  In  some  instances  of  marked 
and  prolonged  hypoglycemia,  due  to  any  cause,  there 
may  be  a generalized  increase  in  gastric  acidity. 

Dr.  Stowell:  Can  you  explain  her  presenting  com- 
plaints on  the  basis  of  an  islet  cell  or  malignant  car- 
cinoid tumor? 

Dr.  Klotz:  I don’t  think  so.  It  is  possible  that 
steatorrhea  could  have  accounted  for  her  diarrhea.  If 
this  was  not  steatorrhea  and  there  was  no  invasion  of 

* Grateful  acknowledgment  is  made  to  Dr.  E.  M.  Speeter 
of  Upjohn  Company  for  samples  of  serotonin  and  5-hydroxy- 
3-indoleacetic  acid. 


the  gastrointestinal  tract,  we  can  diagnose  only  a func- 
tional diarrhea  which  may  have  been  influenced  by 
her  primary  illness. 

I have  seen  cases  of  pancreatic  carcinoma  in  which 
pain  was  present  for  a while,  disappeared,  and  then 
returned.  I have  not  seen  it  with  a pattern  similar  to 
the  one  seen  in  this  case. 

One  significant  laboratory  finding  that  might  have 
been  given  a little  more  attention  is  the  elevated 
lipase. 

Dr.  Boley:  Could  this  tumor  have  destroyed  enough 
of  the  pancreas  to  cause  steatorrhea  ? 

Dr.  Klotz:  I don’t  think  so  from  the  description  of 
what  was  found  at  operation.  Using  acute  pancreatitis 
or  chronic  relapsing  pancreatitis  as  a basis  for  com- 
parison, a great  deal  of  damage  must  occur  to  the 
pancreas  before  steatorrhea  will  appear.  There  can  be 
a brief  period  of  functional  steatorrhea  accompanying 
mild  acute  pancreatitis,  but  this  usually  clears  up  in  a 
few  days  and  the  stools  become  normal  again  as  far 
as  the  quantity  of  fecal  fat  is  concerned.  The  pan- 
creas, like  the  liver,  has  considerable  reserve. 

In  some  patients  with  carcinoid  tumors  of  the  gas- 
trointestinal tract  associated  with  increased  levels  of 
circulating  serotonin,  a bizarre  clinical  history  has  re- 
sulted that  has  been  difficult  to  interpret.  These  pa- 
tients have  episodes  of  bronchoconstriction,  flushing 
and  palpitation,  a cyanotic  hue  to  the  skin  during  an 
attack,  diarrhea,  and  telangiectasis  of  the  face  and 
neck.  Massage  over  the  carcinoid  or  over  metastases 
in  the  liver  may  precipitate  one  of  these  attacks.4'  5 
In  some  cases  they  also  develop  pulmonic  and  tri- 
cuspid valvular  lesions  and  arthritic  symptoms.4  These 
symptoms  can  now  be  explained  by  the  increased 
level  of  serotonin  in  the  blood.  Serotonin  is  normally 
found  in  the  serum  bound  to  the  platelets  and  is  con- 
sidered to  be  important  in  the  blood  clotting  mecha- 
nism.8 It  also  has  been  shown  by  its  effect  on  smooth 
muscle  to  cause  increased  motility  of  the  gastroin- 
testinal tract,9  bronchoconstriction4  and  vasodilata- 
tion.4 

Dr.  Stowell:  Dr.  Mantz,  does  the  absence  of  ele- 
vated urinary  5-hydroxy-3-indoleacetic  acid  rule  out 
carcinoid  in  this  case,  or  can  carcinoids  be  non- 
functioning ? 

Dr.  Mantz:  The  normal  finding6  in  this  case  makes 
it  seem  unlikely  that  the  patient's  chronic  diarrhea  is 
on  the  basis  of  carcinoid  tumor.  It  has  been  shown 
that  the  majority  of  nonargentophilic  carcinoids  do 
not  elaborate  serotonin,  whereas  ones  with  silver- 
positive  granules  frequently  do.5  While  the  absence 
of  elevated  serotonin  breakdown  products  in  the  urine 
does  not  exclude  carcinoid  tumor  involving  the  liver 
in  this  case,  it  is  ancillary  evidence  favoring  a pan- 
creatic islet  cell  origin  of  the  lesion. 

Dr.  Stowell:  These  cases  seemingly  represent  two 
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Tetracycline  Lederle 


in  the  treatment  of 

infections  in  surgery 


The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout1  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates2 used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic, 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  elfects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 


Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


•Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 
2Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid,  pp.  603-607. 
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interesting  examples  of  islet  cell  tumors,  one  func- 
tional and  benign  and  one  non-functional  and  malig- 
nant. I think  the  second  case  is  of  special  interest.  In 
this  patient  with  substantial  metastasis  to  the  liver, 
we  are  not  able  to  relate  this  rather  extensive  car- 
cinoma directly  to  the  gastrointestinal  symptoms  that 
brought  the  patient  into  the  hospital. 
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PHYSICIANS’  ACTIVITIES 


Dr.  Edward  X.  Crowley,  Wichita,  was  guest 
speaker  at  a recent  meeting  of  the  Sedgwick  County 
Medical  Assistants’  Society.  His  subject  was  cancer. 


Governor  Fred  Hall  recently  appointed  two  physi- 
cians to  the  Kansas  State  Board  of  Medical  Registra- 
tion  and  Examination,  Dr.  Harvey  L.  Bogan  of 
Baxter  Springs  and  Dr.  Frederick  E.  Wrightman 
of  Sabetha. 


Dr.  A.  A.  Fink,  Topeka,  was  one  of  the  speakers 
at  a recent  convention  of  the  Kansas  Society  of  Medi- 
cal Technologists  in  Topeka. 


A community  dinner  at  Goodland  last  month  gave 
honor  to  Dr.  Marion  J.  Renner,  a physician  there 
for  30  years.  The  Registered  Nurses  Club  of  Good- 
land  sponsored  the  event.  Dr.  Arthur  C.  Gulick, 
Dr.  H.  M.  Steever,  and  Dr.  Dale  D.  Vermillion 
took  part  in  the  program. 


Dr.  Leonard  R.  Diehl,  who  has  been  practicing  in 
Osborne  for  three  years,  has  moved  to  Oklahoma 
City. 


A memorial  honoring  the  late  Dr.  Charles  H. 
Lerrigo,  Topeka,  is  being  established  by  the  Kansas 
Tuberculosis  and  Health  Association.  The  memorial 
will  be  the  Lerrigo  Research  Laboratory  at  the  Uni- 
versity of  Kansas  Medical  Center. 


Dr.  Phillip  W.  Russell,  Wichita,  has  been  awarded 
the  Brower  Traveling  Scholarship  of  the  American 
College  of  Physicians  for  1956.  He  will  work  on 
hormone  research  at  the  Mayo  Clinic. 


Dr.  Marion  A.  Throckmorton,  formerly  of  the 
Hertzler  Clinic,  Halstead,  is  now  practicing  in 
Wichita. 


The  American  College  of  Physicians  announces 
that  Dr.  Henry  B.  Stryker,  Jr.,  Concordia,  was  ac- 
cepted as  an  associate  at  the  College’s  recent  meeting 
in  California. 


Dr.  William  J.  Reals,  Wichita,  was  guest  lecturer 
at  a postgraduate  assembly  held  recently  at  Creighton 
University  Medical  School,  Omaha.  He  spoke  on 
"Thyroid  Tumors  and  Protein  Bound  Iodine  Determi- 
nations.” 


Dr.  Jack  M.  Catlett,  Emporia,  was  Medical  Edu- 
cation Week  speaker  in  his  home  community.  He  ex- 
plained to  students  of  the  Emporia  schools  the  re- 
quirements for  entering  medical  school,  outlined  the 
curriculum,  and  told  of  the  preceptorship  program 
at  the  University  of  Kansas  School  of  Medicine. 


A physician  who  left  Ellinwood  recently  to  serve 
with  the  Air  Force,  Dr.  James  G.  Gaume,  is  now 
engaged  in  experiments  in  the  field  of  space  medicine. 
A series  of  articles  in  the  Houston  Chronicle  recently 
told  of  tests  in  which  Dr.  Gaume  is  participating. 


In  observance  of  Medical  Education  Week,  Dr. 
Ernest  W.  Crow,  Wichita,  addressed  the  Wichita 
Exchange  Club  on  that  subject. 


Dr.  A.  E.  Hiebert,  Wichita,  attended  President 
Eisenhower’s  Conference  on  Occupational  Safety  in 
Washington,  May  14-16. 


Health  officers  recently  appointed  by  their  respec- 
tive county  boards  of  commissioners  include  the  fob 
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lowing:  Dr.  Vale  Page,  Plainville,  Rooks  County; 
Dr.  Chester  M.  Nelson,  Oberlin,  Decatur  County; 
Dr.  Lyle  G.  Glenn,  Protection,  Comanche  County; 
Dr.  Andrew  M.  Shelton,  Jetmore,  and  Dr.  Emery 
T.  Gertson,  Atwood,  Hodgeman  County. 


Dr.  Carl  C.  Gunter  and  Dr.  Herman  W.  Hies- 
terman,  Quinter,  took  part  in  a television  program 
over  KMBC-TV  on  April  22.  Dr.  Franklin  D. 
Murphy,  chancellor  of  the  University  of  Kansas, 
moderated  the  panel  discussion  on  rural  health. 


The  Southern  Society  of  Anesthesiologists,  meeting 
recently  in  Augusta,  Georgia,  re-elected  Dr.  Ray  T. 
Parmley,  Wichita,  secretary-treasurer  of  the  organiza- 
tion. 


Dr.  Roy  R.  Shoaf,  Lawrence,  will  go  to  Chicago 
late  this  month  to  begin  a three-year  residency  in  ob- 
stetrics and  gynecology  at  the  Illinois  University  Medi- 
cal School  and  the  Cook  County  Hospital. 


Dr.  J.  P.  Berger,  Dr.  William  J.  Reals,  Dr. 
Russell  A.  Nelson,  and  Dr.  Thomas  Fender, 

Wichita,  participated  in  a panel  discussion  on  the 
need  for  more  doctors  over  station  KAKE-TV  on 
April  17.  The  program  was  sponsored  by  Wichita 
University. 


The  Topeka  Rotary  Club's  Man  of  the  Month 
award  was  given  in  May  to  Dr.  Homer  L.  Hiebert 
for  his  community  service  in  nurturing  the  idea  of 
Topeka’s  first  science  fair. 


Members  of  the  Rice  County  Medical  Assistants' 
Society  were  guests  of  Dr.  R.  E.  Bula,  Lyons,  at  a 
dinner  meeting  last  month. 


Dr.  Monti  L.  Belot,  Jr.,  Lawrence,  addressed  the 
May  meeting  of  the  Douglas  County  Medical  Assist- 
ants’ Society  on  the  subject  of  "Heart  Sounds.” 


Dr.  Ralph  I.  Canuteson,  Lawrence,  was  re-elected 
president  of  the  Kansas  Tuberculosis  and  Health  As- 
sociation at  the  organization’s  annual  meeting.  Dr. 
F.  A.  Trump,  Ottawa,  was  named  to  serve  again  on 
the  board  of  directors. 


Dr.  Leslie  E.  Knapp,  Wichita,  was  guest  speaker 
at  a meeting  of  the  Kay-Noble  Medical  Society  at 


Blackwell,  Oklahoma,  recently.  His  topic  was  "Acute 
Appendicitis  and  Some  of  Its  Complications.” 

The  story  of  medical  progress  during  the  past  50 
years  was  told  to  the  Wichita  Kiwanis  Club  last 
month  by  Dr.  Vernon  E.  Wilson,  assistant  dean  at 
the  University  of  Kansas  School  of  Medicine. 

Dr.  D.  Cramer  Reed,  Wichita,  was  guest  speaker 
at  a recent  meeting  of  the  Downtown  Optimist  Club 
in  Wichita.  His  subject  was  medical  education  and 
the  supply  of  physicians. 


DEATH  NOTICES 

Estella  Edwards  Conover,  M.D. 

Dr.  E.  E.  Conover,  74,  who  retired  from 
practice  in  Cedar  Vale  in  1949  because  of  poor 
health,  died  at  a hospital  in  Bethesda,  Mary- 
land, on  April  28.  She  lived  in  Winfield  after 
her  retirement  and  was  an  honorary  member  of 
the  Cowley  County  Medical  Society.  After  her 
graduation  from  Bennett  Medical  College,  Chi- 
cago, in  1910,  she  practiced  in  association  with 
her  husband,  Dr.  Robert  S.  Edwards,  until  his 
death  in  1944.  She  was  married  to  J.  A.  Con- 
over in  1953  and  since  then  had  lived  in  Mary- 
land. 


James  Branson  Weaver,  M.D. 

Dr.  J.  B.  Weaver,  58,  head  of  the  Depart- 
ment of  Orthopedics  at  the  University  of  Kan- 
sas School  of  Medicine,  died  on  April  30.  He 
was  an  active  member  of  the  Johnson  County 
Medical  Society. 

Dr.  Weaver  was  graduated  from  the  Uni- 
versity of  Kansas  School  of  Medicine  in  1925, 
served  his  internship  in  New  York,  and  did 
postgraduate  work  in  Liverpool  and  Vienna. 
In  1927  he  became  a member  of  the  faculty 
at  the  Kansas  school.  During  World  War  II 
he  was  surgical  chief  of  the  77th  Evacuation 
Hospital  Unit,  and  he  was  awarded  the  Legion 
of  Merit  for  his  service  in  England,  Africa, 
France,  Sicily,  Belgium,  and  Germany. 

For  30  years  he  had  worked  with  the  Kan- 
sas Crippled  Children  Commission,  and  for 
three  years  he  had  served  on  its  board.  He 
was  a diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a member  of  the  Clinical 
Orthopedic  Society,  and  a member  of  the 
American  Academy  of  Orthopedic  Surgeons. 


Committees  for  1956-1957 


Allied  Groups 

C.  R.  Rombold,  Wichita,  Chairman;  J.  J.  Basham, 
Fort  Scott;  C.  H.  Benage,  Pittsburg;  H.  O.  Bullock,  In- 
dependence; W.  M.  Cole,  Wellington;  R.  D.  Dickson, 
Topeka;  F.  B.  Emery,  Concordia;  J.  H.  Holt,  Wichita; 
H,  F.  Janzen,  Hillsboro;  G.  D.  Marshall,  Colby;  J.  Neu- 
enschwander,  Hoxie;  R.  H.  O'Donnell,  Ellsworth;  R.  E. 
Stowell,  Kansas  City;  S.  L.  Vander  Velde,  Emporia. 

Anesthesiology 

M.  M.  Tinterow,  Wichita,  Chairman;  H.  H.  Hynd- 
man,  Wichita;  P.  H.  Lorhan,  Kansas  City;  W.  O. 
Martin,  Topeka;  L.  W.  Owen,  Wichita;  W.  Stephenson, 
Norton;  E.  M.  Sutton,  Salina. 

Auxiliary 

C.  O.  West,  Kansas  City,  Chairman;  W.  J.  Biermann, 
Wichita;  C.  V.  Black,  Pratt;  E.  M.  Harms,  Wichita; 

B.  A.  Nelson,  Manhattan;  R.  E.  Pfuetze,  Topeka;  C.  E. 
Stevenson,  Neodesha;  I.  J.  Waxse,  Oswego. 

Blue  Shield  Fee  Schedule 

A.  G.  Isaac,  Newton,  Chairman,  Urology;  W.  L. 
Beller,  Topeka,  Radiology;  H.  J.  Brown,  Winfield,  An- 
esthesiology; D.  R.  Davis,  Emporia,  Pediatrics;  K.  L. 
Druet,  Salina,  Internal  Medicine;  T.  L.  Foster,  Halstead, 
Psychiatry;  N.  L.  Francis,  Wichita,  ENT;  W.  H.  Fritze- 
meier,  Wichita,  Dermatology;  J.  E.  Hill,  Arkansas  City, 
Ophthalmology;  G.  B.  Joyce,  Topeka,  Orthopedics; 
J.  G.  Kendrick,  Wichita,  Obstetrics  and  Gynecology; 
R.  G.  Klein,  Dodge  City,  General  Surgery;  W.  R.  Lentz, 
Seneca,  General  Practice;  C.  A.  Newman,  Topeka,  Gen- 
eral Practice;  W.  J.  Reals,  Wichita,  Pathology. 

Blue  Shield  Relations 

D.  G.  Laury,  Ottawa,  Chairman;  A.  W.  Beahm, 
Great  Bend;  P.  L.  Beiderwell,  Belleville;  M.  A.  Brewer, 
Ulysses;  E.  W.  Christmann,  Wamego;  J.  H.  Coffman, 
Oberlin;  J.  A.  Dunagin,  Topeka;  W.  A.  Grosjean,  Win- 
field; P.  Irby,  Fort  Scott;  J.  L.  McGovern,  Wellington; 
J.  H.  McNickle,  Ashland;  J.  L.  Morgan,  Emporia;  R.  T. 
Nichols,  Hiawatha;  W.  J.  Pettijohn,  Russell;  H.  R. 
Schmidt,  Newton;  L.  N.  Speer,  Kansas  City;  C.  M. 
White,  Wichita. 

Centennial 

T.  P.  Butcher,  Emporia,  Chairman;  Shawnee  County 
Chairman;  E.  W.  Crow,  Wichita;  W.  M.  Mills,  Topeka; 

B.  A.  Nelson,  Manhattan;  G.  R.  Peters,  Kansas  City; 
R.  Sohlberg,  Jr.,  McPherson;  W.  C.  Wescoe,  Kansas 
City. 

Child  Welfare 

D.  R.  Davis,  Emporia,  Chairman;  W.  H.  Crouch, 
Topeka;  W.  P.  Hibbett,  McPherson;  E.  D.  Hinshaw, 
Arkansas  City;  T.  C.  Hurst,  Wichita;  A.  C.  Irby,  Fort 
Scott;  H.  P.  Jubelt,  Manhattan;  W.  F.  McGuire,  Wich- 
ita; O.  L.  Martin,  Salina;  L.  N.  Speer,  Kansas  City; 
H.  J.  Williams,  Osage  City. 

Conservation  of  Eyesight 
W.  M.  Scales,  Hutchinson,  Chairman;  B.  J.  Ashley, 
Topeka;  L.  L.  Calkins,  Kansas  City;  M.  A.  Carter, 


Wichita;  J.  E.  Hill,  Arkansas  City;  D.  O.  Howard, 
Wichita;  M.  S.  Lake,  Salina;  D.  T.  Loy,  Great  Bend; 
H.  E.  Morgan,  Newton;  D.  P.  Trimble,  Emporia;  D.  D. 
Vermillion,  Goodland. 

Conservation  of  Hearing  and  Speech 
R.  Montgomery-Short,  Halstead,  Chairman;  C.  W. 
Armstrong,  Salina;  J.  A.  Budetti,  Wichita;  C.  L.  Gray, 
Wichita;  E.  E.  Miller,  Pittsburg;  V.  R.  Moorman, 
Hutchinson;  W.  D.  Pitman,  Pratt;  G.  O.  Proud,  Kansas 
City;  R.  E.  Riederer,  Olathe. 

Constitution  and  Rules 
A.  W.  Fegtly,  Wichita,  Chairman;  H.  S.  Bowman, 
Wichita;  G.  L.  Thorpe,  Wichita;  H.  B.  Vallette,  Beloit; 

C.  E.  Vestle,  Humboldt. 

Control  of  Cancer 

D.  C.  Reed,  Wichita,  Chairman;  J.  P.  Berger,  Wichi- 
ta; C.  G.  Bly,  Kansas  City;  T.  P.  Butcher,  Emporia; 
A.  M.  Cherner,  Hays;  J.  C.  Dysart,  Sterling;  A.  A. 
Fink,  Topeka;  W.  A.  Grosjean,  Winfield;  H.  L.  Hiebert, 
Topeka;  W.  J.  Kiser,  Wichita;  J.  R.  Kline,  Wichita; 

C.  H.  Miller,  Parsons;  N.  C.  Nash,  Wichita;  R.  H. 
Riedel,  Topeka;  L.  E.  Vin  Zant,  Wichita;  H.  M.  Wiley, 
Garden  City. 

Control  of  Tuberculosis 
J.  W.  Spearing,  Columbus,  Chairman;  A.  L.  Ashmore, 
Wichita;  A.  Baude,  Topeka;  J.  A.  Butin,  Chanute;  R.  I. 
Canuteson,  Lawrence;  M.  J.  FitzPatrick,  Kansas  City; 
J.  L.  Morgan,  Emporia;  C.  Pokorny,  Halstead;  C.  F. 
Taylor,  Norton;  P.  H.  Wedin,  Wichita. 

Emergency  Medical  Care 

D.  P.  Trees,  Wichita,  Chairman;  G.  L.  Ashley,  Cha- 
nute; A.  H.  Bacon,  Wichita;  K.  F.  Bascom,  Manhattan; 

F.  C.  Beelman,  Topeka;  R.  M.  Brooker,  Topeka;  L.  F. 
Glaser,  Hutchinson;  A.  E.  Hiebert,  Wichita;  H.  H. 
Hyndman,  Wichita;  G.  E.  Manahan,  Lawrence;  G.  R. 
Peters,  Kansas  City;  W.  A.  Smiley,  Jr.,  Junction  City; 
R.  E.  Speirs,  Dodge  City;  J.  F.  Thurlow,  Hays. 

Endowment 

C.  V.  Black,  Pratt,  Chairman;  J.  A.  Howell,  Welling- 
ton; D.  C.  McCarty,  Medicine  Lodge;  R.  A.  Nelson, 
Wichita;  J.  W.  Randell,  Marysville. 

Executive 

C.  W.  Miller,  Wichita;  B.  A.  Nelson,  Manhattan; 
C.  M.  Barnes,  Seneca;  G.  E.  Burket,  Jr.,  Kingman;  J.  L. 
Lattimore,  Topeka. 

General  Practice  Award 

G.  L.  Thorpe,  Wichita,  Chairman;  C.  M.  Barnes, 
Seneca;  C.  W.  Bowen,  Topeka;  L.  G.  Glenn,  Protection; 
A.  C.  Harms,  Kansas  City;  L.  E.  Leigh,  Overland  Park. 

History 

W.  M.  Mills,  Topeka,  Chairman;  J.  F.  Barr,  Ottawa; 

H.  C.  Clark,  Wichita;  R.  R.  Melton,  Marion;  C.  C. 
Nesselrode,  Kansas  City;  R.  A.  Schwegler,  Lawrence; 

G.  S.  Voorhees,  Leavenworth. 
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Hospital  Survey 

R.  W.  Myers,  Newton,  Chairman;  A.  C.  Armitage, 
Hutchinson;  L.  E.  Beal,  Fredonia;  E.  Beebe,  Olathe; 
W.  M.  Campion,  Liberal;  P.  S.  Combs,  Leavenworth; 
E.  R.  Gelvin,  Concordia;  E.  T.  Gertson,  Atwood;  G.  F. 
Gsell,  Wichita;  H.  S.  O'Donnell,  Ellsworth;  A.  J.  Ret- 
tenmaier,  Kansas  City;  A.  E.  Rueb,  Salina;  R.  E.  White, 
Garnett;  J.  K.  Wisdom,  Wichita. 

Industrial  Medicine 

W.  L.  Anderson,  Atchison,  Chairman;  E.  S.  Brinton, 
Wichita;  I.  W.  Cain,  Kansas  City;  L.  A.  Donnell, 
Wichita;  J.  A.  Grove,  Newton;  A.  R.  Mueller,  Leaven- 
worth; J.  H.  A.  Peck,  St.  Francis;  H.  L.  Regier,  Kansas 
City;  M.  F.  Russell,  Great  Bend;  R.  W.  Urie,  Parsons. 

Maternal  Welfare 

E.  X.  Crowley,  Wichita,  Chairman;  L.  E.  Filkin, 
Concordia;  H.  M.  Floersch,  Kansas  City;  H.  M.  Foster, 
Hays;  R.  G.  Heasty,  Manhattan;  R.  L.  Hermes,  Law- 
rence; J.  S.  Menaker,  Wichita;  R.  Sohlberg,  Jr.,  McPher- 
son; D.  L.  Tappen,  Topeka. 

Medical  Assistants 

M.  C.  Eddy,  Hays,  Chairman;  L.  G.  Allen,  Jr.,  Kan- 
sas City;  A.  C.  Armitage,  Hutchinson;  R.  E.  Bula, 
Lyons;  W.  P.  Callahan,  Sr.,  Wichita;  K.  J.  Gleason, 
Independence;  H.  U.  Kennedy,  Topeka;  F.  E.  Nyberg, 
Wichita;  M.  E.  Schulz,  Russell. 

Medical  Economics 

G.  E.  Kassebaum,  El  Dorado,  Chairman;  G.  B.  Athy, 
Columbus;  A.  H.  Baum,  Dodge  City;  J.  N.  Blank, 
Hutchinson;  G.  F.  Corrigan,  Wichita;  O.  W.  Long- 
wood,  Stafford;  M.  B.  Miller,  Topeka;  J.  C.  Mitchell, 
Salina;  B.  A.  Nelson,  Manhattan;  L.  S.  Nelson,  Jr., 
Salina;  R.  T.  Parmley,  Wichita;  F.  G.  Schenck,  Bur- 
lingame; C.  H.  Steele,  Kansas  City. 

Medical  Practice  Act 

L.  R.  Pyle,  Topeka,  Chairman;  J.  D.  Colt,  Jr.,  Man- 
hattan; N.  L.  Francis,  Wichita;  J.  A.  McClure,  Topeka; 

N.  E.  Melencamp,  Dodge  City;  C.  W.  Miller,  Wichita; 
L.  S.  Nelson,  Sr.,  Salina;  L.  F.  Schmaus,  Iola;  Attorneys 
for  the  Society  and  for  the  Board. 

Medical  Schools 

R.  W.  Fernie,  Hutchinson,  Chairman;  R.  G.  Ball, 
Manhattan;  M.  E.  Christmann,  Pratt;  E.  W.  Crow, 
Wichita;  O.  W.  Davidson,  Kansas  City;  N.  M.  Jenkins, 
Salina;  L.  C.  Joslin,  Harper;  D.  Marchbanks,  Hill  City; 

B.  P.  Meeker,  Wichita. 

Mental  Health 

W.  F.  Roth,  Jr.,  Kansas  City,  Chairman;  A.  J.  Adams, 
Wichita;  H.  V.  Bair,  Parsons;  A.  P.  Bay,  Topeka; 

O.  R.  Cram,  Jr.,  Larned;  J.  A.  Dunagin,  Topeka;  D.  B. 
Foster,  Topeka;  T.  L.  Foster,  Halstead;  M.  T.  Glassen, 
Phillipsburg;  E.  D.  Greenwood,  Topeka;  L.  W.  Hatton, 
Salina;  T.  R.  Hood,  Topeka;  G.  W.  Jackson,  Topeka; 

P.  C.  Laybourne,  Jr.,  Kansas  City;  R.  A.  Moon,  Prairie 
Village;  R.  F.  Schneider,  Kansas  City;  D.  R.  Wall, 
Wichita;  E.  M.  Wright,  Lawrence. 

Necrology 

O.  R.  Clark,  Topeka,  Chairman;  D.  E.  Gray,  Topeka; 


R.  Greer,  Topeka;  D.  Lawson,  Topeka;  J.  A.  Segerson, 

Topeka.  „ 

r Pathology 

B.  E.  Stofer,  Wichita,  Chairman;  A.  A.  Fink,  Topeka; 
T.  R.  Hamilton,  Kansas  City;  C.  A.  Hellwig,  Halstead; 

C.  J.  Weber,  Salina. 

Postgraduate  Study 

E.  L.  Mills,  Wichita,  Chairman;  W.  H.  Algie,  Kansas 
City;  G.  E.  Burket,  Jr.,  Kingman;  M.  F.  Delp,  Kansas 
City;  D.  Lawson,  Topeka. 

Public  Policy 

To  meet  at  call  of  president.  C.  M.  Barnes,  Seneca; 

C.  H.  Benage,  Pittsburg;  W.  F.  Bernstorf,  Winfield; 
W.  P.  Callahan,  Sr.,  Wichita;  O.  W.  Davidson,  Kansas 
City;  M.  C.  Eddy,  Hays;  E.  S.  Edgerton,  Wichita;  J.  F. 
Gsell,  Wichita;  J.  L.  Lattimore,  Topeka;  F.  L.  Love- 
land, Topeka;  N.  E.  Melencamp,  Dodge  City;  W.  M. 
Mills,  Topeka;  L.  S.  Nelson,  Sr.,  Salina;  C.  C.  Nessel- 
rode, Kansas  City;  J.  H.  A.  Peck,  St.  Francis;  L.  R. 
Pyle,  Topeka;  H.  N.  Tihen,  Wichita,  and  Members  of 
Executive  Committee. 

Public  Relations 

D.  E.  Gray,  Topeka,  Chairman;  A.  L.  Ashmore, 
Wichita;  N.  L.  Francis,  Wichita;  C.  C.  Gunter,  Quinter; 
J.  D.  McMillion,  Coffeyville;  J.  W.  Manley,  Kansas 
City;  V.  R.  Moorman,  Hutchinson;  E.  Myers,  Iola; 
J.  G.  Phipps,  Wichita;  C.  O.  Stensaas,  Arkansas  City; 
V.  E.  Wilson,  Kansas  City. 

Rural  Health 

V.  E.  Brown,  Sabetha,  Chairman;  H.  L.  Bogan,  Bax- 
ter Springs;  M.  F.  Frederick,  Hugoton;  R.  E.  Grene, 
La  Crosse;  H.  W.  Hiesterman,  Quinter;  F.  Law,  Bird 
City;  R.  M.  Owensby,  Mankato;  L.  W.  Patzkowsky, 
Kiowa;  E.  B.  Scagnelli,  Dodge  City;  R.  R.  Snook,  Mc- 
Lough;  E.  F.  Steichen,  Lenora;  C.  R.  Svoboda,  Chap- 
man; M.  H.  Waldorf,  Jr.,  Greensburg;  T.  L.  Wayland, 
Nashville;  H.  O.  Williams,  Cheney;  E.  D.  Yoder, 

Denton.  „ TT 

School  Health 

C.  M.  Barnes,  Seneca,  Chairman;  W.  F.  Bernstorf, 
Winfield;  J.  A.  Butin,  Chanute;  W.  H.  Crouch,  Topeka; 

D.  B.  Foster,  Topeka;  E.  D.  Greenwood,  Topeka;  L.  E. 
Haughey,  Concordia;  H.  P.  Jubelt,  Manhattan;  P.  C. 
Laybourne,  Kansas  City;  H.  Lutz,  Augusta;  W.  C. 
Menninger,  Topeka;  F.  D.  Murphy,  Lawrence;  R.  R. 
Snook,  McLough;  L.  N.  Speer,  Kansas  City. 

Stormont  Medical  Library 

W.  Mau,  Topeka,  Chairman;  M.  D.  Morris,  Topeka; 
N.  V.  Treger,  Topeka. 

Study  of  Heart  Disease 

G.  L.  Norris,  Winfield,  Chairman;  D.  R.  Bedford, 
Topeka;  E.  G.  Dimond,  Kansas  City;  C.  W.  Erickson, 
Pittsburg;  L.  H.  Leger,  Kansas  City;  P.  W.  Morgan, 
Emporia;  L.  O.  E.  Peckenschneider,  Halstead;  M.  Sny- 
der, Salina;  D.  C.  Wakeman,  Topeka;  G.  B.  Wood, 

Wichita.  ,r  „ 

Venereal  Disease 

H.  W.  Lane,  Kansas  City,  Chairman;  M.  L.  Bauman, 
Wichita;  A.  B.  Harrison,  Wichita;  C.  H.  Murphy, 
Topeka;  L.  C.  Murphy,  Wichita. 


Official  Proceedings,  97th  Annual  Session 


The  97th  annual  session  of  the  Kansas  Medical 
Society,  held  at  Topeka,  April  29  through  May  3, 
was  attended  by  600  physicians,  125  guests  (hos- 
pital administrators,  technicians,  nurses,  etc.),  198 
members  of  the  Woman’s  Auxiliary  to  the  Kansas 
Medical  Society,  and  199  members  of  the  Kansas 
Medical  Assistants’  Society. 

The  program  followed  the  outline  published  in  the 
April  issue  of  the  Journal,  and  the  scientific  ses- 
sions were  well  attended  and  well  received.  The 
social  highlight  of  the  week  was  the  annual  banquet 
held  at  the  Topeka  Country  Club  with  Dr.  Con- 
rad M.  Barnes,  Seneca,  presiding.  An  entertaining 
program  was  presented,  climaxed  by  the  administra- 
tion of  the  oath  of  office  to  Dr.  Clyde  W.  Miller, 
Wichita,  president  of  the  Society  for  1956-1957. 

An  award  which  had  been  kept  secret  until  the 
time  of  the  banquet  was  presented  to  Dr.  A.  W. 
Fegtly,  Wichita,  for  his  distinguished  service  to  the 
Society.  He  was  given  a plaque  bearing  the  follow- 
ing words:  "In  grateful  acknowledgment  for  out- 
standing service  in  the  practice  of  medicine  and  to 
the  medical  profession,  the  Kansas  Medical  Society 
proudly  presents  this  award  to  Arthur  W.  Fegtly, 
M.D.,  May  2,  1956.’’ 

An  award  for  the  best  scientific  exhibit  was  given 
to  Dr.  Alfred  M.  Tocker,  Wichita,  for  his  presenta- 
tion entitled  "Cardiac  Arrest.”  The  second  prize  went 
to  Dr.  Karl  A.  Youngstrom,  of  the  University  of 
Kansas  Medical  Center,  for  an  exhibit  on  "Cerebral 
Arteriography,”  and  the  third  award  was  given  to 
Dr.  J.  Walker  Butin  and  Dr.  Thomas  J.  Luellen, 
Wichita,  for  their  exhibit,  "Fluid  and  Electrolyte 
Balance  in  Postoperative  Cases.”  Dr.  Manuel  Sklar 
of  Chicago,  Dr.  William  C.  Keettel  of  Iowa  City, 
and  Dr.  Samuel  Zelman,  Topeka,  judged  the  scien- 
tific exhibits. 

FIRST  SESSION,  HOUSE  OF  DELEGATES 

The  first  meeting  of  the  House  of  Delegates  of 
the  1956  session  was  held  on  Tuesday  evening,  May 
1,  at  the  Hotel  Jayhawk,  Topeka.  Dr.  Conrad  M. 
Barnes,  Seneca,  president,  presided. 

In  reporting  the  presence  of  a quorum,  Dr.  A.  W. 
Fegtly,  Wichita,  announced  the  attendance  of  71 
delegates,  7 officers,  17  councilors,  and  8 past  pres- 
idents. 

Dr.  Donald  P.  Trees,  Wichita,  presented  sum- 
maries of  the  councilor  and  committee  reports  pub- 
lished in  the  April  issue  of  the  Journal.  Supple- 
mentary reports  were  given  by  Dr.  Francis  T.  Col- 
lins, Topeka,  for  the  Committee  on  Public  Rela- 


tions ; Dr.  Glen  E.  Kassebaum,  El  Dorado,  for  the 
Committee  on  Medical  Economics;  Dr.  A.  W.  Feg- 
tly, for  the  Committee  on  Constitution  and  Rules; 
Dr.  C.  V.  Black,  Pratt,  for  the  Committee  on  En- 
dowment; Mr.  Oliver  E.  Ebel,  Topeka,  for  the  Com- 
mittee on  Hospital  Survey  and  for  the  Committee  on 
Medical  Assistants;  Dr.  Lucien  R.  Pyle,  Topeka,  for 
the  Committee  on  Health  Legislation  and  Healing 
Arts  Act. 

The  report  of  the  Committee  on  Necrology  was 
submitted  by  Dr.  Clyde  W.  Miller,  Wichita. 

Dr.  Lloyd  W.  Reynolds,  Hays,  representing  Blue 
Shield,  showed  slides  to  illustrate  a $4,500  family 
income  service  plan  and  a $6,000  plan  and  intro- 
duced resolutions  of  approval. 

In  the  absence  of  Dr.  William  H.  Algie,  chair- 
man of  the  Committee  on  Postgraduate  Study,  Dr. 
Barnes  read  a supplementary  report  for  that  group. 

The  Meade  County  Medical  Society  requested  per- 
mission to  separate  from  the  Seward  County  Med- 
ical Society. 

A resolution  from  the  Marion  County  Medical 
Society,  asking  Blue  Cross  and  Blue  Shield  partici- 
pation in  a plan  to  provide  medical  care  for  welfare 
clients,  was  introduced  by  Dr.  Peter  D.  Ens,  Hills- 
boro. 

Dr.  Orville  R.  Clark,  editor  of  the  Journal,  pre- 
sented his  annual  report.  He  was  given  a bound  copy 
of  the  issues  published  in  1955  in  recognition  of  his 
services. 

In  his  address  as  executive  secretary,  Mr.  Oliver  E. 
Ebel  recommended  participation  in  science  fairs  and 
health  workshops  as  public  relations  projects  for  the 
Society.  Mr.  Rueben  M.  Dalbec,  executive  assistant, 
suggested  formation  of  a committee  on  federal  legis- 
lation and  outlined  a plan  to  educate  school  children 
on  health  matters  by  sponsorship  of  first  aid  projects 
and  essay  contests. 

The  constitutional  secretary,  Dr.  James  A.  Butiji, 
Chanute,  reported  total  membership  in  the  Society 
as  1,842.  This  includes  1,303  paid  members,  183 
honorary,  68  on  leave  of  absence,  28  in  service,  and 
260  delinquent  in  dues. 

The  auditor’s  report  was  the  treasurer’s  report. 
Dr.  L.  S.  Nelson,  Sr.,  Salina,  and  Dr.  George  F. 
Gsell,  Wichita,  delegates  to  the  American  Medical  As- 
sociation, gave  reports.  Additional  information  about 
the  A.M.A.  was  presented  by  Dr.  James  R.  McVay, 
Kansas  City,  Missouri,  trustee  for  this  district. 

A guest,  Dr.  Dwight  H.  Murray  of  Napa,  Cali- 
fornia, president-elect  of  the  A.M.A.,  then  addressed 
the  meeting.  He  spoke  on  legislative  efforts  of  the 
366 


JUNE,  1956 


367 


IMPORTANT  RESEARCH  CONTRIBUTION 


Searle  Introduces: 


A Practical  New  Steroid 
for  Protein  Anabolism 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 

proteogenic  effectiveness  • The  newest  Searle  Research 
development,  Nilevar,  exerts  a potent  force  in  protein  anabo- 
lism. Yet  it  is  without  appreciable  androgenic  effect  (approxi- 
mately one-sixteenth  of  that  exerted  by  the  androgens). 

Investigations  with  Nilevar  show  that  nitrogen,  potassium 
and  phosphorus  are  retained  in  ratios  indicating  protein  anab- 
olism. Nilevar  is  thus  the  first  steroid  which  is  primarily  ana- 
bolic and  which  provides  a practical  means  of  meeting  the 
numerous  demands  for  protein  synthesis. 

nilevar  IS  ORALLY  EFFECTIVE  • Clinical  response  to  Nilevar 
is  characterized  not  only  by  protein  anabolism  but  also  by  an 
increase  in  appetite  and  an  improved  sense  of  well-being. 

safety  and  precautions  • Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic  effects  after 
six  months  of  continuous  administration  of  high  dosages. 
Nilevar  should  not  be  administered  to  patients  with  prostatic 
carcinoma.  Nausea  or  edema  may  be  encountered  infrequently. 

dosage  • The  daily  adult  dose  is  three  to  five  Nilevar  tablets 
(30  to  50  mg.)  but  up  to  100  mg.  may  be  administered.  For 
children  the  daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight.  Individual  dosages  depend  on  need  and  response  to 
therapy.  Nilevar  is  available  in  10  mg.  tablets.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


INDICATIONS: 

Nilevar  is  indicated  in  the  vast 
area  of  surgical,  traumatic  and 
disease  states  in  which  protein 
anabolism  is  desirable  for  has- 
tening recovery.  The  specific 
indications  are: 

1.  Preparation  for  elective  sur- 
gery. 

2.  Recovery  from  surgery. 

3.  Recovery  from  illness:  pneu- 
monia, poliomyelitis  and  the 
like. 

4.  Recovery  from  severe 
trauma  or  burns. 

5.  Nutritional  care  in  wasting 
diseases  such  as  carcinoma- 
tosis and  tuberculosis. 

6.  Domiciliary  care  of  decubi- 
tus ulcers. 

7.  Care  of  premature  infants. 


^Trademark  of  G.  D.  Searle  & Co. 
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A.M.A.  and  the  work  of  the  Committee  on  Hos- 
pital Accreditation. 

Dr.  Barnes  gave  a brief  presidential  report.  He 
announced  also  that  Governor  Fred  Hall  had  notified 
him  earlier  of  two  appointments  to  the  Kansas  State 
Board  of  Medical  Registration  and  Examination, 
Dr.  Harvey  L.  Bogan  of  Baxter  Springs  and  Dr. 
Frederick  E.  Wrightman  of  Sabetha. 

The  message  of  the  president-elect,  Dr.  Clyde  W. 
Miller,  followed. 

The  meeting  was  then  opened  for  introduction  of 
items  of  new  business.  Dr.  L.  S.  Nelson  asked  con- 
sent for  immediate  action  on  a matter  of  urgency, 
the  sending  of  telegrams  to  senators  and  representa- 
tives in  Washington  in  opposition  to  H.R.  7225. 
The  consent  was  given  and  the  telegrams  were  dis- 
patched. 

Dr.  Ralph  G.  Ball,  Manhattan,  for  the  Riley 
County  Medical  Society,  introduced  a resolution  rec- 
ommending that  the  legislature  of  Kansas  appropri- 
ate funds  for  construction  of  a new  Student  Health 
Center  at  Kansas  State  College. 

A resolution  changing  the  name  of  the  Commit- 
tee on  Hospital  Survey  to  the  Committee  on  Sur- 
vey and  Accreditation  of  Hospitals  was  introduced 
by  Dr.  Barrett  A.  Nelson,  Manhattan. 

Dr.  Francis  X.  Lenski,  Jr.,  Iola,  introduced  a res- 
olution regarding  medical  society  politics. 

Dr.  Barnes  reported  that  all  items  of  business  in- 
troduced would  be  considered  on  the  following  day 
by  a reference  committee  and  would  be  acted  upon 
at  a second  House  of  Delegates  meeting  on  Thurs- 
day. He  asked  Dr.  Floyd  C.  Taggart  of  Topeka, 
Dr.  Norton  L.  Francis,  Wichita,  and  Dr.  Lloyd  W. 
Reynolds,  Hays,  to  serve  on  the  reference  committee 
and  announced  the  time  and  place  of  the  committee 
meeting. 

SECOND  SESSION,  HOUSE  OF  DELEGATES 

Dr.  Conrad  M.  Barnes,  Seneca,  president,  called 
to  order  the  second  meeting  of  the  House  of  Del- 
egates for  1956  after  a 12:30  luncheon  at  the  Hotel 
Jayhawk,  Topeka,  on  Thursday,  May  3.  The  presence 
of  a quorum  was  announced  by  Dr.  A.  W.  Fegtly, 
Wichita,  who  reported  the  attendance  of  73  dele- 
gates, 7 officers,  14  councilors,  and  7 past  presidents. 

Dr.  Norton  L.  Francis,  Wichita,  gave  the  first  por- 
tion of  the  report  of  the  reference  committee.  The 
committee’s  recommendation  that  councilor  reports 
be  accepted  as  published  in  the  Journal  was  ap- 
proved. 

A resolution  introduced  by  the  Central  Kansas 
Medical  Society,  recommended  for  adoption  by  the 
reference  committee,  was  approved  as  follows: 

Be  it  resolved  that  the  Ellsworth  County  physi- 


cians be  transferred  from  their  present  assignment 
in  District  No.  9 to  that  of  Councilor  District  No. 
13,  thereby  including  Ellsworth  County  in  the  same 
councilor  district  as  Hays  and  Russell  Counties. 

The  reference  committee  did  not  approve  a reso- 
lution introduced  by  the  Nemaha  County  Medical 
Society,  providing  for  a change  in  the  succession  of 
officers  in  case  of  death  of  the  president.  The  House 
of  Delegates  voted  to  make  no  change  in  this  regard. 

The  request  of  the  Meade  County  Medical  Society 
to  separate  from  Seward  County  was  linked,  in  the 
reference  committee  report,  with  a recommendation 
that  the  Council  study  the  condition  of  small  county 
societies  with  a view  toward  combining  some  of 
these  into  multi-county  societies,  with  new  charters 
to  be  issued  by  the  Council  to  each  component  group. 
The  reference  committee  report  was  adopted. 

A long  discussion  preceded  action  on  a request 
from  the  Committee  on  Hospital  Survey  concerning 
public  medical  institutions.  Although  the  reference 
committee  recommended  adoption  of  the  request, 
the  House  voted  to  return  the  matter  to  the  Com- 
mittee on  Hospital  Survey  for  further  study. 

A proposal  from  the  Committee  on  Medical  As- 
sistants, that  an  educational  course  of  the  circuit 
type  be  conducted  during  the  coming  year,  was  ap- 
proved by  the  reference  committee  and  by  the  House. 

A standard  insurance  medical  report  form  was  dis- 
cussed. A motion  that  the  Kansas  Medical  Society 
should  not  buy  copyrighted  forms  was  approved, 
along  with  a recommendation  that  each  individual 
physician  should  pay  for  his  own  insurance  blanks. 

The  reference  committee  approved  a project  of 
the  Committee  on  Medical  Economics,  and  the  House 
approved  also.  This  provides  for  a life  insurance 
program  for  members  of  the  Society  without  proof 
of  insurability  if  60  per  cent  of  the  eligible  mem- 
bers choose  to  participate.  Under  this  plan,  through 
the  American  United  Life  Insurance  Company,  the 
Society  will  receive  5 per  cent  of  the  premiums  in 
exchange  for  taking  care  of  collections. 

Accepting  the  recommendation  of  the  reference 
committee,  the  House  approved  a plan  under  which 
the  Committee  on  Medical  Economics  will  negotiate 
with  insurance  carriers  for  improved  health  and  acci- 
dent contracts. 

A resolution  introduced  at  the  Tuesday  meeting 
by  the  Marion  County  Medical  Society  was  with- 
drawn in  favor  of  a resolution  submitted  by  the 
Committee  on  Medical  Economics.  Both  covered  the 
subject  of  medical  care  for  the  indigent.  The  ref- 
erence committee  recommended  adoption  of  the  res- 
olution and  the  House  concurred.  The  resolution  fol- 
lows: 

Whereas,  The  Riley  County  Medical  Society  has 
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for  20  years,  and  up  to  the  present  time,  carried  an 
insurance  program  for  physician  care  only,  and 

Whereas,  The  Saline  County  Medical  Society  has 
within  the  past  few  weeks  negotiated  a contract  for 
$7.50  per  person  per  month,  in  which  hospitals, 
druggists,  and  physicians  are  paid  on  a percentage 
basis,  and 

Whereas,  In  spite  of  the  above,  the  State  Board 
of  Social  Welfare  still  insists  that  the  maximum 
shall  be  $6.50  per  person  per  month,  and  that  the 
contract  must  include  hospital,  drugs,  and  physi- 
cians’ services,  therefore  be  it 

Resolved,  That  the  entire  matter  of  indigent 
health  care  be  referred  to  each  county  medical  soci- 
ety with  the  recommendation  that  negotiations  be 
opened  with  county  commissioners  on  a local  basis. 
And,  be  it  further 

Resolved , That  an  effort  be  made  to  establish 
the  contract  on  the  basis  that  it  shall  cover  physician 
care  only,  or,  if  it  includes  hospital  and  drug  costs, 
that  the  three  services  shall  be  apportioned  on  a 
specific  percentage  for  each. 

Approval  was  given  by  the  reference  committee 
and  by  the  House  of  Delegates  to  a suggestion  of 
the  Committee  on  Public  Relations,  that  a copy  of  the 
Colorado  Code  of  Cooperation  between  Medicine 
and  News  Agencies  be  sent  to  each  component 
society  in  Kansas  for  study  and  adoption  where  it 
appears  applicable. 

A second  suggestion  of  the  Committee  on  Public 
Relations,  regarding  preparation  of  "an  average  fee 
schedule  for  the  average  conditions  to  the  average 
patient,”  was  not  approved  by  the  reference  com- 
mittee and  was  not  adopted  by  the  House. 

The  reference  committee  commended  the  Com- 
mittee on  Rural  Health  for  its  efforts  to  bring  the 
National  Rural  Health  Conference  to  Kansas  in  1959 
and  recommended  that  the  House  of  Delegates  extend 
an  invitation  to  the  American  Medical  Association 
to  hold  the  conference  in  Wichita  in  1959.  The 
recommendation  was  accepted  by  the  House.  Mr. 
Aubrey  Gates,  field  secretary  for  the  A.M.A.  Coun- 
cil on  Rural  Health,  a guest  at  the  meeting,  then 
expressed  his  hope  that  the  invitation  will  be  ac- 
cepted. 

The  work  of  a special  committee  which  has  been 
studying  the  Kansas  Medical  Practice  Act  was  ap- 
proved by  the  reference  committee  and  by  the  House. 

Establishment  by  Blue  Shield  of  a $4,500  family 
income  plan  was  recommended  by  the  reference 
committee  and  approved  by  the  House.  Discussion 
of  a $6,000  family  income  plan  was  limited  to  wheth- 
er or  not  such  a plan  is  desired  at  this  time.  The 
House  voted  to  omit  consideration  of  such  a pro- 
gram. 

Dr.  Floyd  C.  Taggart,  chairman  of  the  reference 


committee,  presented  the  remainder  of  the  committee 
report.  He  stated  that  the  committee  approved  the 
work  of  the  editor  of  the  Journal,  Dr.  Orville  R. 
Clark,  and  extended  him  a vote  of  thanks.  The 
House  of  Delegates  concurred. 

A recommendation  that  the  Kansas  Medical  Soci- 
ety and  its  component  groups  assist  in  the  develop- 
ment of  science  fairs  throughout  the  state  was  ap- 
proved by  the  reference  committee  and  by  the  House. 

The  establishment  of  an  essay  contest  was  next 
considered.  The  reference  committee  recommenda- 
tion, that  the  matter  be  referred  to  the  Committee  on 
Public  Relations,  was  approved. 

In  reporting  on  a suggestion  that  a committee  be 
appointed  to  study  legislation,  the  reference  com- 
mittee felt  that  the  officers  of  the  Society  are  now 
handling  this  responsibility  in  a satisfactory  manner. 
The  committee  recommended  that  no  change  be 
made,  and  the  House  approved. 

The  reference  committee  and  the  House  accepted 
the  report  of  the  constitutional  secretary,  adding  an 
expression  of  gratitude  to  Dr.  James  A.  Butin  for 
his  work. 

After  studying  the  auditor’s  report,  the  reference 
committee  recommended  that  the  balance  now  re- 
maining in  the  Student  Union  Fund  be  sent  to  the 
American  Medical  Education  Foundation,  marked 
for  the  University  of  Kansas  School  of  Medicine 
for  use  at  the  Student  Union  Building. 

A recommendation  of  the  reference  committee 
that  $3,500  from  the  Graduate  Education  Fund  be 
sent  to  the  American  Medical  Education  Foundation, 
marked  for  the  University  of  Kansas  School  of  Med- 
icine for  use  in  graduate  education,  was  approved  by 
the  House  of  Delegates. 

In  approving  the  treasurer’s  report,  the  reference 
committee  added  an  expression  of  thanks  to  Dr. 
John  L.  Lattimore  for  "this  and  the  many  other 
services  he  has  been  and  is  continually  giving  to 
this  Society.”  The  House  applauded  to  express  its 
approval. 

A motion  made  by  the  chairman  of  the  reference 
committee,  that  the  supplementary  report  of  the 
Committee  on  Endowment  be  accepted  with  com- 
mendation for  Dr.  C.  V.  Black’s  outstanding  effort 
in  behalf  of  A.M.E.F.,  was  accepted  by  the  House. 
Future  solicitations  for  A.M.E.F.  are  to  be  conducted 
by  the  councilor  of  each  district. 

A rising  vote  of  thanks  was  extended  to  Dr.  Con- 
rad M.  Barnes,  retiring  president,  and  a vote  of  con- 
fidence and  a pledge  of  assistance  were  given  Dr. 
Clyde  W.  Miller,  incoming  president. 

The  reference  committee  agreed  with  the  spirit 
of  a resolution  introduced  by  the  Riley  County  Med- 
ical Society,  concerning  construction  of  a new  health 
center  at  Kansas  State  College,  but  felt  that  action 
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of  approval  would  be  contrary  to  the  policy  of  the 
Society.  The  committee  recommended  that  individual 
members  of  the  Society  obtain  the  support  of  their 
legislators  for  this  purpose,  and  the  House  voted 
approval. 

A resolution  introduced  at  the  Tuesday  meeting 
concerning  accreditation  of  hospitals  was  not  ap- 
proved by  the  reference  committee.  That  group  rec- 
ommended that  the  president  assign  this  subject  to 
a specific  committee  for  study,  and  the  House  of 
Delegates  approved. 

While  agreeing  with  the  purpose  of  a resolution 
regarding  medical  society  politics,  the  reference  com- 
mittee favored  taking  no  action  since  the  policy  and 
practice  of  the  Kansas  Medical  Society  make  it  un- 
necessary. A motion  to  that  effect  carried. 

Election  of  officers  was  next  on  the  agenda.  Those 
chosen  by  the  House  of  Delegates  are  listed  else- 
where in  this  issue. 

A resolution  of  thanks  to  the  Shawnee  County 
Medical  Society  for  its  efforts  in  arranging  the  1956 
annual  session  was  approved. 

Dr.  D.  E.  Eckart,  Hutchinson,  extended  an  invi- 
tation to  the  Society  to  hold  its  I960  meeting  in 
Hutchinson. 

The  meeting  was  concluded  with  the  introduction 
of  the  new  president,  Dr.  Clyde  W.  Miller. 

officers  for  1956-1957 

President  Dr.  Clyde  W.  Miller,  Wichita 

President-Elect Dr.  Barrett  A.  Nelson,  Manhattan 

Immediate  Past-President  . . Dr.  Conrad  M.  Barnes,  Seneca 
First  Vice-President  ....  Dr.  Thomas  P.  Butcher,  Emporia 
Second  Vice-President  . . Dr.  Glenn  R.  Peters,  Kansas  City 
Constitutional  Secretary 

Dr.  George  E.  Burket,  Jr.,  Kingman 

Treasurer  Dr.  John  L.  Lattimore,  Topeka 

A.M.A.  Delegate  1955-1956  . . Dr.  L.  S.  Nelson,  Sr.,  Salina 
A.M.A.  Delegate  1956-1957  . . Dr.  George  F.  Gsell,  Wichita 
A.M.A.  Delegate  1957-1958  . . Dr.  Lucien  R.  Pyle,  Topeka 
A.M.A.  Alternate  1955-1956  . . Dr.  Lucien  R.  Pyle,  Topeka 
A.M.A.  Alternate  1956-1957  . . Dr.  Floyd  C.  Taggart,  Topeka 
A.M.A.  Alternate  1957-1958  . . Dr.Norton  L.  Francis,  Wichita 
Chairman  of  Editorial  Board  . . Dr.  Orville  R.  Clark,  Topeka 

COUNCILORS  FOR  1956-1957 

1.  Dr.  Frederick  E.  Wrightman,  Sabetha,  term  expiring 

in  1957 

2.  Dr.  Glenn  R.  Peters,  Kansas  City,  1958 

3.  Dr.  H.  Penfield  Jones,  Lawrence,  1957 

4.  Dr.  Charles  E.  Vestle,  Humboldt,  1958 

5.  Dr.  Severt  A.  Anderson,  Clay  Center,  1957 

6.  Dr.  James  A.  McClure,  Topeka,  1959 

7.  Dr.  Edward  J.  Ryan,  Emporia,  1959 

8.  Dr.  James  E.  Hill,  Arkansas  City,  1957 
9-  Dr.  L.  S.  Nelson,  Jr.,  Salina,  1957 

10.  Dr.  Harold  M.  Glover,  Newton,  1959 

11.  Dr.  Norton  L.  Francis,  Wichita,  1958 

12.  Dr.  Albert  C.  Hatcher,  Wellington,  1959 

13.  Dr.  Lloyd  W.  Reynolds,  Hays,  1958 

14.  Dr.  Justin  A.  Blount,  Larned,  1958 

15.  Dr.  Lyle  G.  Glenn,  Protection,  1958 

16.  Dr.  James  L.  Jenson,  Colby,  1959 

17.  Dr.  H.  Preston  Palmer,  Scott  City,  1957 


NOMINATING  COMMITTEE 

Five  past  presidents  of  the  Society  were  elected 
by  the  House  of  Delegates  to  name  candidates  for 
office  in  May  1957.  Dr.  Murray  C.  Eddy,  Hays,  will 
serve  as  chairman.  Other  committee  members  are: 
Dr.  Clarence  H.  Benage,  Pittsburg;  Dr.  Oscar  W. 
Davidson,  Kansas  City;  Dr.  Noble  E.  Melencamp, 
Dodge  City,  and  Dr.  W.  M.  Mills,  Topeka. 

EDITORIAL  BOARD 

Dr.  Orville  R.  Clark,  Topeka,  was  reappointed 
chairman  of  the  Editorial  Board  and  editor  of  the 
Journal  at  a meeting  of  the  Council  held  on  May  3. 
Four  other  Topeka  physicians  will  also  serve  on  the 
board:  Dr.  John  A.  Segerson,  newly  appointed  for  a 
three-year  term,  Dr.  David  E.  Gray,  Dr.  Richard 
Greer,  and  Dr.  Dwight  Lawson. 

Thirteen  physicians  from  different  geographical 
areas  of  the  state  have  accepted  appointment  to  an 
Editorial  Advisory  Board.  Their  duties  will  be  to 
write  and  solicit  editorials,  scientific  papers,  news 
notes,  and  book  reviews,  assist  in  the  formulation  of 
policies,  and  act  as  liaison  between  the  Journal  and 
physicians  throughout  the  state. 

The  following  are  now  serving  on  the  Editorial 
Advisory  Board:  Dr.  Virgil  E.  Brown,  Sabetha;  Dr. 
Vernon  E.  Wilson,  Kansas  City;  Dr.  J.  G.  Hugh- 
banks,  Independence;  Dr.  C.  J.  W.  Wilen,  Man- 
hattan; Dr.  John  L.  Morgan,  Emporia;  Dr.  G.  E. 
Kassebaum,  El  Dorado;  Dr.  Richard  O’Donnell, 
Ellsworth;  Dr.  Victor  R.  Moorman,  Hutchinson; 
Dr.  Donald  P.  Trees,  Wichita;  Dr.  J.  A.  Howell, 
Wellington;  Dr.  Murray  C.  Eddy,  Hays;  Dr.  J.  A. 
Blount,  Larned,  and  Dr.  Dale  D.  Vermillion,  Good- 
land. 

REPORT  OF  EDITOR  OF  THE  JOURNAL 

During  the  past  year  your  Editorial  Board  has 
consisted  of  Dr.  John  W.  Cavanaugh,  Dr.  David  E. 
Gray,  Dr.  Richard  Greer,  and  Dr.  Dwight  Lawson, 
with  the  writer  serving  as  editor  and  with  Dr.  Ver- 
non E.  Wilson  of  Kansas  City  and  Dr.  Donald  P. 
Trees  of  Wichita  as  associate  editors. 

In  physical  size  the  Journal  has  continued  to 
grow.  From  852  pages  two  years  ago,  and  928  one 
year  ago,  we  have  now  had  968  pages  in  the  cur- 
rent year.  I hope  that  an  increase  in  size  has  also 
meant  an  increased  usefulness  to  the  Society. 

The  total  of  37  scientific  articles  published  during 
the  last  year  is  a little  lower  than  for  previous  years, 
but  this  has  been  brought  about  by  the  fact  that  two 
issues  have  not  included  scientific  material.  The  De- 
cember issue  was  devoted  to  subjects  of  economic 
interest,  chiefly  related  to  building  (and  keeping) 
an  estate,  and  the  March  issue,  though  following  the 
tradition  of  being  the  University  of  Kansas  issue, 
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Reference*:  1.  Boger,  W.  P.,  J.  Amer.  Ger.  Soc.  3:556,  Aug. 
1955.  2.  Lapin,  J.  H.,  Ann.  Allergy  13:169,  March-April  1955. 
3.  Andelman,  M.  B.  and  Fischbein,  W.  I.,  Antibiotic  Med.  1: 
136,  March  1955.  4.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
ease, Circulation  11:317,  Feb.  1955.  5.  Miller,  J.  M.  et  al., 
Antibiotics  Annual  1954-55,  Medical  Encyclopedia  Inc.,  N.  Y., 
p.  105.  6.  Seal,  J.  R.  et  al.,  J.  Lab.  & Clin.  Med.  44:831,  Dec. 
1954.  7.  Martin,  W.  J.  et  al.,  Am.  Pract.  & Dig.  Treat.  5:813, 
Oct.  1954.  8.  Henner,  R.,  Eye,  Ear,  Nose  & Throat  Monthly 
33:530,  Sept.  1954.  9.  Rodstein,  M.  and  Young,  D.,  Clin.  Med. 
61:695,  Sept.  1954.  10.  Bernstein,  S.  H.  et  al.,  A.  M.  A. 
Arch.  Int.  Med.  93:894,  June  1954.  11.  Craige,  E.,  North  Caro- 
lina M.  J.  14:593,  Dec.  1953.  12.  Barach,  A.  L.,  J.  Amer.  Ger. 
Soc.  1:616,  Sept.  1953.  13.  Barach,  A.  L.,  Geriatrics  8:423, 
Aug.  1953.  14.  Boger.  W.  P.,  Indus.  Med.  & Surg.  22:288, 
July  1953.  15.  Young,  D.  and  Rodstein,  M.,  J.A.M.A.  152:987, 
July  1953.  16.  Queries  and  Minor  Notes,  J.A.M.A.  152:1083, 
July  1953.  17.  Roberts,  E„  A.  M.  A.  Amer.  J.  Dis.  Child.  85: 
643,  June  1953.  18.  Spink,  W.  W.,  J.A.M.A.  152:585,  June 
1953.  19.  Huang,  N.  N.  and  High,  R.  H.,  J.  Pediat.  42:532, 
May  1953.  20.  Antibiotics:  Round  Table  Discussion,  Pediatrics 
11:270,  March  1953.  21.  Feinberg,  B.,  Rhode  Island  M.  J.  36: 
138,  March  1953.  22.  Flippin,  H.  F„  Delaware  State  M.  J.  25: 
55,  March  1953.  23.  Denny,  F.  W.  Jr.,  Postgrad.  Med.  13:153, 
Feb.  1953.  24.  Flood,  J.  M.,  A.  M.  A.  Arch.  Dermat.  & Syph. 
67:42,  Jan.  1953.  25.  Kohn,  K.  H.,  Milzer,  A.  and  MacLean,  H., 
J.A.M.A.  151:347,  Jan.  1953.  26.  Siegal,  S.  et  al.,  J.  Allergy 
24:1,  Jan.  1953.  27.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
ease, J.A.M.A.  151:141,  Jan.  1953.  28.  Keefer,  C.  S.,  Pennsyl- 
vania M.  J.  55:1177,  Dec.  1952.  29.  Kerrell,  W.  E..  J.A.MJL. 

'PENTIOS'®  IS  A SQUIBS  TRADEMARK 


150:1450,  Dec.  1952.  30.  Levy,  D.  F.,  Connecticut  State  M.  J. 
16:899,  Dec.  1952.  31.  Romansky,  M.  J.  and  Kelser,  G.  A., 
J.A.M.A.  150:1447,  Dec.  1952.  32.  Thomas  L.,  Minnesota  Med. 
35:1105,  Dec.  1952.  33.  Jones.  C.  C.,  J.  Iowa  M.  Soc.  42:533, 
Nov.  1952.  34.  Reimann,  H.  A.,  Postgrad.  Med.  12:255,  Sept. 
1952.  35.  Bunn,  P.  A.,  N.  Y.  State  J.  Med.  52:2005,  Aug.  1952. 

36.  Finland,  M.,  New  England  J.  Med.  247:557,  Oct.  1952. 

37.  Babione,  R.  W.  et  al.,  U.  S.  Armed  Forces  M.  J.  3:973, 
July  1952.  38.  Hansen,  A.  E..  South.  M.  J.  45:423,  May  1952. 
39.  Dowling,  H.  F„  G.  P.  5:53,  Feb.  1952.  40.  Rhoades,  P.  S„ 

G.  P.  5:67,  Feb.  1952.  41.  Dowling,  H.  F.  and  Lepper,  M.  H., 
Med.  Clin.  North  Amer.,  Jan.  1952,  p.  247.  42.  Karelitz,  S. 
and  Schifrin,  N.,  Postgrad.  Med  11:17,  Jan.  1952.  43.  Panel 
Discussion,  Pennsylvania  M.  J.  55:42,  Jan.  1952.  44.  Flippin. 

H.  F.  et  al..  J.A.M.A.  147:918,  Nov.  1951.  45.  Massell.  B.  F„ 
Mod.  Concepts  Cardiovas.  Dis.  20:105,  Sept.  1951.  46.  Wein- 
stein, L.,  Boston  Med.  Quarterly  2:1,  Sept.  1951.  47.  Massell, 
B.  F.  et  al.,  J.A.M.A.  146:1469,  Aug.  1951.  48.  Finland,  M.. 
Bull.  New  York  Acad.  Med.,  27:199,  April  1951.  49.  Wheatley, 
D.,  Brit.  M.  J.  1:703,  March  1951.  50.  Keefer.  C.  S..  Postgrad. 
Med.  9:101,  Feb.  1951.  51.  Bunn,  P.  A.  et  al..  J.A.M.A.  144: 
1540,  Dec.  1950.  52.  Weinstein,  L.  and  Perrin,  T.  S.,  J.  Pediat. 
47:844,  Dec.  1950.  53.  Keefer,  C.  S..  Am.  J.  Med.  7:216, 
Aug.  1949.  54.  Robinson,  J.  A.,  Hirsch,  H.  L.  and  Dowling,  H. 
F.,  Am.  J.  Med.  4:716,  1948.  55.  Barach,  A.  L.  and  Garthwaite. 

B. ,  Ann.  Allergy  5:297,  Aug.  1947.  56.  Herrold,  R.  D.,  J.  Urol. 
57:897,  May  1947.  57.  White,  H.  J.,  Lee,  M.  E.  and  Alverson, 

C. ,  Proc.  Soc.  Exper.  Biol.  & Med.  62:35,  1946.  58.  Baumann, 
F.  et  al.,  J.  Allergy  17:264,  Sept.  1946.  59.  Gamble.  T.  0.  et 
al.,  Am.  J.  Obst.  & Gynec.  50:514,  Nov.  1945.  60.  Woofter, 
A.  C.  and  Hoffman,  0.  E„  J.  Iowa  M.  Soc.  35:189,  May  1945. 
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consisted  this  year  of  reports  of  the  activities  of  the 
various  departments  of  the  School  of  Medicine. 
Those  articles  which  we  would  ordinarily  have  pub- 
lished in  March  will  be  distributed  through  the 
coming  issues. 

We  have  continued  our  policy  of  publishing  clin- 
icopathological  conferences,  tumor  conferences,  and 
student  theses  from  the  University  of  Kansas  Medical 
Center. 

Our  situation  in  regard  to  available  scientific  ar- 
ticles is  better  than  in  recent  years,  and  I believe 
that  we  have  prospects  of  a continuation  of  a better 
status.  The  publication  of  two  special  issues  without 
scientific  articles  has  been  a factor  in  accumulating 
some  reserve  supply,  as  has  the  fact  that  several 
authors  have  submitted  more  than  one  article — 
either  together  or  nearly  so.  Much  of  our  fertile 
source  of  supply  of  articles  from  the  state  as  a whole 
is,  however,  as  yet  untapped. 

We  have  made  arrangements  with  the  University 
of  Kansas  Medical  Center  which  we  expect  will 
make  possible  the  publication  of  some  of  the  many 
excellent  presentations  made  in  the  various  post- 
graduate courses  and  in  special  lectureships  there. 
Some  of  these  are  being  recorded  on  tape,  from 
which  we  will  make  transcriptions  preparatory  to 
their  subsequent  publication.  It  does  involve  a con- 
siderable amount  of  effort,  particularly  in  making 
the  transcriptions  and  editing  them,  but  we  have 
high  hopes  that  it  will  permit  the  presentation  of 
interesting  material  for  the  Journal.  I would  par- 
ticularly like  to  express  my  appreciation  to  Dean 
Wescoe,  Dr.  Wilson,  and  Mr.  Nelligan,  whose  co- 
operation has  made  this  possible. 

Our  printing  is  still  being  done  by  The  Ovid  Bell 
Press,  Inc.,  of  Fulton,  Missouri,  and  our  relationships 
have  continued  to  be  most  satisfactory. 

This  noon  we  had  the  first  meeting  of  the  Edi- 
torial Board  expanded  by  the  addition  of  a new 
Editorial  Advisory  Board.  This  Advisory  Board  is 
being  organized  with  the  hope  that  by  having  inter- 
ested representatives  in  various  geographical  sections 
of  the  state,  we  will  be  able  to  more  truly  present 
the  type  of  Journal  which  is  desired  by  members 
of  the  Society.  I hope,  and  I believe,  that  these 
newly  acquired  representatives  of  the  Journal  will 
be  of  material  assistance  in  promoting  our  interests 
over  the  state. 

I will  make  no  attempt  to  present  a full  financial 
report  to  this  group,  for  I am  sure  you  do  not  want 
to  listen  to  it,  and  I do  not  think  it  necessary.  If  any 
desire  to  have  details,  they  are  available;  for  the 
present  I will  state  that  the  bank  balance  is  $2,248.73 
larger  than  it  was  a year  ago.  I take  no  personal 
credit  for  this  accomplishment. 


I certainly  owe  a great  deal  of  appreciation  to  the 
members  of  the  Editorial  Board  for  all  that  each  has 
done  to  carry  on  Journal  activities.  Their  work  is 
done  behind  the  scenes  and  is  not  known  to  most  of 
you,  but  I assure  you  that  they  have  all  read  numerous 
manuscripts  for  critical  evaluation  and  have  made 
decisions  on  policy,  changes  of  format  which  be- 
came effective  during  the  year,  etc. 

At  this  time  Dr.  Cavanaugh’s  term  is  expiring,  and 
after  having  been  on  the  board  for  six  years  he  has 
requested  that  he  not  be  reappointed.  It  is  with  re- 
gret that  we  must  comply  with  his  sincere  request, 
for  he  has  demonstrated  both  interest  and  loyalty 
to  the  Journal  over  these  years,  and  his  contribu- 
tion will  be  missed. 

Dr.  Wilson  is  a newcomer  to  the  Journal  fam- 
ily, having  taken  over  the  work  formerly  done  by 
Dr.  Glen  Shepherd  at  the  university.  He  deserves  spe- 
cial recognition  for  collecting  and  editing  the  mate- 
rial from  the  university,  particularly  the  March  issue. 
I feel  that  Dr.  Trees’  efforts  are  in  some  part  re- 
sponsible for  the  Wichita  group  contributing  a larger 
segment  of  our  published  papers  than  any  other 
area,  and  I thank  him  for  that. 

You  all  know  how  efficiently  and  quietly  both 
Oliver  Ebel  and  Rueben  Dalbec  accomplish  the  Soci- 
ety work  they  do,  and  the  same  may  be  said  of  their 
Journal  activities — no  fanfare  and  no  glory,  but 
the  accomplishment  of  all  there  is  to  do.  Of  course 
the  one  who  really  bears  the  brunt  of  the  work  in 
the  Journal  office  is  Miss  Pauline  Farrell,  and  after 
the  years  during  which  she  has  worked  for  the  Jour- 
nal it  becomes  difficult  to  find  new  ways  of  express- 
ing appreciation  of  her  work.  Her  loyalty  to  the 
Journal  is  unquestioned,  and  her  patience  with 
my  procrastinations  and  shortcomings  is  still  difficult 
to  understand — but  easy  to  appreciate.  You  all  under- 
stand what  a good  assistant  can  do  to  promote  a 
smoothly  and  efficiently  run  doctor’s  office,  and  Miss 
Farrell  accomplishes  exactly  that  for  the  Journal. 
These  three  have  made  it  a pleasure  to  continue  my 
association  with  this  activity  of  our  Kansas  Medical 
Society. 

KANSAS  BLUE  SHIELD 

Dr.  Francis  T.  Collins,  Topeka,  was  chosen  to 
serve  as  president  of  Kansas  Blue  Shield  at  the  an- 
nual meeting  of  the  Board  of  Directors  held  at  the 
Blue  Cross-Blue  Shield  building  in  Topeka  on  Sun- 
day, April  29- 

Other  officers  elected  were:  first  vice-president, 
Dr.  L.  E.  Filkin,  Concordia;  secretary-treasurer,  Dr. 
Edward  J.  Ryan,  Emporia;  second  vice-president.  Dr. 
James  Fisher,  Wichita.  Dr.  L.  W.  Reynolds,  Hays,  is 
immediate  past  president. 
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The  following  trustees  will  serve  on  the  Board 
during  the  coming  year  as  representatives  of  the 
Medical  Councilor  Districts: 

District  1,  Dr.  E.  T.  Wulff,  Atchison 
District  2,  Dr.  P.  E.  Hiebert,  Kansas  City 
District  3,  Dr.  Monti  L.  Belot,  Lawrence 
District  4,  Dr.  Francis  X.  Lenski,  Jr.,  Iola 
District  5,  Dr.  Robert  M.  Carr,  Junction  City 
District  6,  Dr.  Lucien  R.  Pyle,  Topeka 
District  7,  Dr.  Edward  J.  Ryan,  Emporia 
District  8,  Dr.  Max  Wells,  Winfield 
District  9,  Dr.  H.  S.  Dreher,  Salina 
District  10,  Dr.  H.  M.  Glover,  Sr.,  Newton 
District  11,  Dr.  James  Fisher,  Wichita 
District  12,  Dr.  Paul  M.  Hulett,  Anthony 
District  13,  Dr.  A.  M.  Cherner,  Hays 
District  14,  Dr.  S.  T.  Coughlin,  Larned 
District  15,  Dr.  E.  B.  Scagnelli,  Dodge  City 
District  16,  Dr.  Floyd  Smith,  Colby 
District  17,  Dr.  G.  R.  Hastings,  Great  Bend 

Dr.  Clyde  W.  Miller,  Wichita,  president  of  the 
Kansas  Medical  Society,  and  Dr.  Barrett  A.  Nelson, 
Manhattan,  president-elect,  will  also  serve  on  the 
board. 

Lay  members  are:  Ernest  Bird,  Protection;  Russell 
Mosser,  Lawrence;  Joe  Reilly,  Pittsburg;  H.  P. 
Reynolds,  Moline;  B.  L.  Humphreys,  Hutchinson, 
and  John  Junior  Armstrong,  Muscotah. 

Positions  on  the  Blue  Shield  Board  are  filled  from 
these  categories:  one  doctor  from  each  of  the  sev- 
enteen councilor  districts;  the  officers  of  the  corpora- 
tion (elected  by  the  board)  ; the  president  and  pres- 
ident-elect of  the  Kansas  Medical  Society;  the  im- 
mediate past  president  of  Blue  Shield ; four  lay 
members  elected  by  the  Blue  Cross-Blue  Shield  State 
Members’  Committee,  and  two  lay  members  appoint- 
ed by  the  governor  of  Kansas. 

EYE,  EAR,  NOSE  AND  THROAT  SECTION 

President — Dr.  Larry  L.  Calkins,  Kansas  City 
Vice-President — Dr.  Max  S.  Lake,  Salina 
Secretary — Dr.  Victor  R.  Moorman,  Hutchinson 

KANSAS  CHAPTER,  AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

President — Dr.  Conrad  M.  Barnes,  Seneca 
President-Elect — Dr.  Bruce  P.  Meeker,  Wichita 
Vice-President — Dr.  Henry  B.  Sullivan,  Sr.,  Shawnee 
Secretary-Treasurer — Dr.  Cloyce  A.  Newman,  Topeka 
Delegate — Dr.  George  L.  Thorpe,  Wichita 
Alternates — Dr.  Lawrence  E.  Leigh,  Overland  Park, 
and  Dr.  Floyd  E.  Dillenbeck,  El  Dorado 

KNSAS  SOCIETY  OF  ANESTHESIOLOGY 

President — Dr.  Dale  U.  Loyd,  Wichita 
Vice-President — Dr.  Harold  F.  Spencer,  Emporia 


Secretary — Dr.  William  F.  Powers,  Wichita 
Treasurer — Dr.  Joseph  E.  Gootee,  Topeka 

KANSAS  OBSTETRICAL  SOCIETY 

President — Dr.  Robert  M.  Carr,  Junction  City 
President-Elect — Dr.  Charles  D.  Shrader,  Newton 
Vice-President — Dr.  Edward  X.  Crowley,  Wichita 
Secretary-Treasurer — Dr.  Robert  Sohlberg,  Jr.,  Mc- 
Pherson 

KANSAS  SOCIETY  OF  PATHOLOGISTS 

President — Dr.  William  J.  Reals,  Wichita 
Vice-President — Dr.  Harry  R.  Wahl,  Kansas  City 
Secretary-Treasurer — Dr.  Bert  E.  Stofer,  Wichita 

KANSAS  STATE  PEDIATRIC  SOCIETY 

President— -Dr.  David  R.  Davis,  Emporia 
Vice-President — Dr.  Charles  T.  Hinshaw,  Wichita 
Secretary-Treasurer — Dr.  Theodore  E.  Young,  Win- 
field 

A meeting  of  the  society  will  be  held  in  Emporia 
on  September  8.  Dr.  Horace  Hodes,  clinical  profes- 
sor of  pediatrics  at  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York,  will  be 
speaker. 

KANSAS  RADIOLOGICAL  SOCIETY 

President — Dr.  Abraham  M.  Cherner,  Hays 
Vice-President — Dr.  Lewis  G.  Allen,  Kansas  City 
Secretary-Treasurer — Dr.  George  S.  Ripley,  Jr.,  Sa- 
lina 

KANSAS  UROLOGICAL  SOCIETY 

Chairman — Dr.  Harold  F.  O'Donnell,  Wichita 
Secretary — Dr.  D.  Cramer  Reed,  Wichita 

Urologists  of  Kansas  met  to  consider  organization 
of  a Kansas  Urological  Society  and  agreed  to  form 
such  an  association.  It  is  expected  that  20  charter 
members  will  be  present  at  the  first  meeting  of  the 
group  in  Wichita  next  May  during  the  annual  ses- 
sion of  the  Kansas  Medical  Society. 

KANSAS  ORTHOPEDIC  CLUB 

President — Dr.  John  A.  Grove,  Newton 
Secretary-Treasurer — Dr.  Henry  O.  Marsh,  Wichita 

At  the  meeting  of  the  Kansas  Orthopedic  Club, 
Mr.  L.  M.  Vance,  of  the  Kansas  Crippled  Children 
Commission,  discussed  the  program  of  that  organi- 
zation. Dr.  Paul  C.  Williams,  Dallas,  discussed 
"Lumbosacral  Pathology  and  Treatment.”  The  pro- 
gram was  followed  by  a cocktail  hour  at  the  Topeka 
Country  Club  and  an  open  house  at  the  home  of  Dr. 
Joseph  T.  Gendel. 
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waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable.  A busy  clinician's  experience  with  Blockain  in 

fourteen  cases  of  Colies'  fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable,  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  a.  Breon  & company,  1450  Broadway,  New  York  18.  N.  Y 


*eiOCKAIN®  BRAND  Of  PROPOXYCAINE  HYDROCHLORIDE  BACON. 
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WOMAN’S  AUXILIARY  TO  KANSAS  MEDICAL  SOCIETY 

President — Mrs.  William  J.  Biermann,  Wichita 
President-Elect — Mrs.  Louis  Cohen,  Topeka 
First  Vice-President — Mrs.  Rudolph  T.  Unruh, 
Kinsley 

Second  Vice-President — Mrs.  Edward  D.  Greenwood, 
Topeka 

Third  Vice-President — Mrs.  Chester  L.  Young,  Kan- 
sas City 

Recording  Secretary — Mrs.  Wayne  O.  Wallace, 
Atchison 

Treasurer — Mrs.  Louis  G.  Graves,  St.  John 
Corresponding  Secretary — Mrs.  F.  Carter  Newsom, 
Wichita 

KANSAS  MEDICAL  ASSISTANTS’  SOCIETY 

President — Mary  Ellen  Babb,  Wichita 
President-Elect — Hope  Finley,  Hutchinson 
Vice-President — Edna  Crosson,  Lyons 
Secretary — Ruth  Seiverling,  Wichita 
Treasurer — Ruth  Sargent,  Garnett 
Corresponding  Secretary — Beth  Rider,  Wichita 
Councilor,  District  1 — Ann  Becker,  Lawrence 
Councilor,  District  2 — LeHama  DeHoff,  Council 
Grove 

Councilor,  District  3 — Irene  W.  Dierking,  El  Dorado 
Councilor,  District  4 — Bernice  Goetz,  Hays 
Councilor,  District  5 — Virginia  Brown,  Larned 

KANSAS  ASSOCIATION  OF  CLINIC  MANAGERS 

Chairman — Mr.  Jean  Coleman,  Bethel  Clinic,  New- 
ton 

Vice-Chairman — Mr.  John  Poison,  Hertzler  Clinic, 
Halstead 

Secretary-Treasurer — Mr.  W.  M.  Birthelmer,  Wichita 
Clinic,  Wichita 

SPORTS  EVENTS 

President — Dr.  Millard  W.  Hall,  Wichita 
Vice-President  (Golf)— Dr.  George  F.  Gsell,  Wich- 
ita 

Vice-President  (Trap) — Dr.  George  L.  Gill,  Ster- 

ling 

Secretary-Treasurer — Dr.  Frederick  L.  Ford,  Topeka 

Monday  during  the  week  of  the  annual  session 
was  given  over  to  sports  events,  and  prizes  were 
awarded  at  a sportsmen’s  banquet  held  at  the  Topeka 
Country  Club  that  evening.  Golf  winners  were  as 
follows: 

Championship  Flight — Dr.  Fred  N.  Bosilevac, 
Kansas  City ; Dr.  Ed  Ashley,  Chanute ; Dr.  John  F. 
Coyle,  Coffey ville;  Dr.  H.  Penfield  Jones,  Lawrence; 
Dr.  A.  W.  Bradford,  Overland  Park;  Dr.  William  L. 


Pratt,  Leavenworth;  Dr.  Robert  K.  Purves,  Wichita, 
and  Dr.  J.  Robert  Weaver,  Wichita. 

First  Flight — Dr.  Jack  E.  Moseley,  Wichita ; Dr. 
Roger  P.  Weltmer,  Beloit;  Dr.  Arthur  L.  Ashmore, 
Wichita;  Dr.  George  F.  Gsell,  Wichita;  Dr.  M.  D. 
Morris,  Topeka;  Dr.  Herbert  L.  Bunker,  Junction 
City;  Dr.  Eldon  W.  Christman,  Wamego,  and  Dr. 
William  L.  Padgett,  Wichita. 

Second  Flight — Dr.  George  H.  Keene,  Wichita; 
Dr  J.  D.  Gough,  Chanute;  Dr.  Leo  K.  Crumpacker, 
Wichita;  Dr.  Leslie  E.  Knapp,  Wichita;  Dr.  Her- 
vey  R.  Hodson,  Wichita;  Dr.  D.  Paul  Trimble,  Em- 
poria; Dr.  Will  D.  Pitman,  Pratt,  and  Dr.  Henry  B. 
Sullivan,  Shawnee. 

Third  Flight — Dr.  Leeman  C.  Joslin,  Harper; 
Dr.  George  E.  Milbank,  Wichita;  Dr.  Howard  U. 
Kennedy,  Topeka;  Dr.  Charles  S.  Fleckenstein, 
Onaga;  Dr.  Richard  C.  Tozer,  Topeka;  Dr.  Mac  F. 
Frederick,  Wichita;  Dr.  William  H.  Crouch,  Topeka, 
and  Dr.  Harold  R.  Smith,  Lincoln. 

Fourth  Flight — Dr.  Ray  A.  West,  Wichita;  Dr. 
William  M.  Scales,  Hutchinson;  Dr.  William  O. 
Martin,  Topeka;  Dr.  Lloyd  G.  Schwartz,  Topeka; 
Dr.  Richard  S.  Roberts,  Ottawa;  Dr.  Donald  R. 
Pierce,  Topeka;  Dr.  Lucien  R.  Pyle,  Topeka;  Dr. 
George  L.  Norris,  Winfield,  and  Dr.  James  A.  Mc- 
Clure, Topeka. 

Prizes  for  the  sports  events  were  given  as  follows: 
Golden  Hour  clock,  Abbott  Laboratories ; Mr.  and 
Mrs.  Calobar  sunglasses,  American  Optical  Com- 
pany; diagnostic  kit,  Ames  Company,  Inc.;  lighter 
and  cuff  links.  Armour  Laboratories;  golf  balls,  Bax- 
ter Laboratories;  cigarette  lighters,  Ciba  Pharma- 
ceutical Products;  golf  balls,  Coe  Surgical  Supply 
Company. 

Vaporizer,  DeVilbiss  Company;  golf  balls,  Doho 
Chemical  Corporation ; table  lighters,  Dumas-Wilson 
and  Company;  golf  balls,  Eaton  Laboratories;  golf 
balls,  Eli  Lilly  and  Company;  Surgiset  assortment, 
Ethicon,  Inc.;  electric  timer,  General  Electric  Com- 
pany; golf  grips,  Hoffmann-LaRoche,  Inc.;  golf 
balls,  W.  E.  Isle  Company;  gift  sets,  Marcelle  Cos- 
metics, Inc. ; gift  certificate  and  golf  balls,  S.  E.  Mas- 
sengill  Company;  golf  balls,  William  S.  Merrill 
Company ; merchandise  credit,  Mid-West  Surgical 
Supply  Company,  Inc.;  physician’s  bags,  Munns  Med- 
ical Supply  Company,  Inc. ; golf  balls,  Ortho  Phar- 
maceutical Corporation ; case  of  Instant  Nonfat  Pow- 
der, Pet  Milk  Company. 

Golf  club  covers,  William  P.  Poythress  and  Com- 
pany; golf  balls,  A.  H.  Robins  Company,  Inc.; 
steak  knives,  Smith,  Kline  and  French  Laboratories; 
book,  A History  of  Medicine,  Charles  C Thomas, 
Publisher;  Cary  thermometer,  U.  S.  Vitamin  Cor- 
poration; lighters,  Upjohn  Company;  prize  booklet, 
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fluid  mixture  of  dextrins,  maltose,  and 
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Mothers  appreciate  the  fact  that 
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Light  or  dark  Karo  Syrup  may  be 
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White  Laboratories,  Inc. ; golf  balls,  Wyeth,  Inc. 
Additional  prizes  were  contributed  by  Borden  Com- 
pany and  Burroughs  Wellcome  and  Company. 


Flying  Physicians  Association 

Seven  of  the  25  Kansas  physicians  who  are  known 
to  be  pilots  were  present  at  a meeting  held  in  Topeka 
on  May  2 to  discuss  plans  for  a state  affiliate  of  the 
Flying  Physicians  Association.  The  group  planned  a 
breakfast  meeting  in  Hutchinson  on  May  27  to  perfect 
organization  and  to  elect  officers. 

Dr.  Robert  O.  Brown,  Atchison,  will  represent 
Kansas  at  a national  meeting  to  be  held  in  Chicago, 
June  11  to  June  15,  during  the  meeting  of  the  Ameri- 
can Medical  Association. 

The  purposes  of  the  Flying  Physicians  Association 
are:  (1)  education  in  aero  medical  problems;  (2) 
encouragement  of  already  licensed  pilots  to  increase 
proficiency  and  win  higher  ratings;  (3)  campaign  for 
more  protective  devices  such  as  safety  harnesses,  "de- 
lethalized”  instrument  panels,  and  crash-resistant  fuse- 
lages ; (4)  provide  airplane  and  accident  insurance 
plans  for  the  benefit  of  members  to  eliminate  penal- 
ties on  life  insurance  policies  for  private  flying;  (5) 
standardization  of  medical  aviation  tax  deductions ; 
(6)  provide  a medium  through  which  regional  and 
national  fly-ins  are  planned  for  meetings  and  social 
functions. 

Membership  in  Kansas  is  open  to  any  physician 
who  holds  a pilot’s  license  and  belongs  to  the  Kansas 
Medical  Society.  Dues  for  the  state  organization  have 
not  yet  been  determined.  On  the  national  basis,  char- 
ter memberships  are  available  for  $10.  An  additional 
$15  will  entitle  the  contributor  to  the  status  of 
"Founding  Member”  and  will  give  the  group  funds 
for  operation  and  expansion. 

Questions  about  the  organization  may  be  sent  to 
Dr.  Lyle  G.  Glenn,  Protection,  Kansas. 


Survey  by  Health  Information  Foundation 

A recent  survey  of  public  attitudes  on  many  mat- 
ters of  interest  to  the  medical  profession  was  con- 
ducted by  the  Health  Information  Foundation  of 
New  York.  Some  of  the  findings,  as  reported  to  the 
American  Medical  Association,  follow. 

Forty  per  cent  of  the  adult  population  believe  food 
costs  are  much  too  high ; 45  per  cent  believe  repair 
charges  for  work  on  television  sets  and  cars  are  ex- 
cessive; 27  per  cent  are  critical  of  clothing  costs,  and 
only  26  per  cent  believe  that  the  cost  of  medical  care 
is  much  out  of  line. 

Although  medical  costs  in  general  come  in  for  less 
criticism  than  other  elements  of  the  cost  of  living, 


within  the  category  of  medical  costs  the  percentage 
believing  costs  "much  too  high”  for  doctors’  fees  is 
16  per  cent;  hospital  charges,  39  per  cent;  dentists’ 
fees,  24  per  cent;  prescriptions,  38  per  cent. 

Fifty-six  per  cent  could  not  give  the  name  of  one 
company  that  manufactures  a new  or  "wonder”  drug. 
To  the  question,  "What  people  or  groups  do  you 
think  have  been  mainly  responsible  for  these  new 
'wonder’  drugs?”  only  11  per  cent  of  the  respondents 
could  give  specific  credit  to  drug  companies,  pharma- 
ceutical houses,  or  the  chemical  industry.  Nine  per 
cent  mentioned  laboratories,  23  per  cent  credited 
doctors,  the  American  Medical  Association,  or  groups 
of  doctors,  and  40  per  cent  credited  scientists  or  such 
persons  as  medical  researchers  and  chemists. 


We  are  in  the  early  period  of  great  fundamental 
advances  in  biochemistry.  These  will  surely  have  pro- 
found impact,  not  only  upon  our  knowledge  of  dis- 
ease, but  also  upon  the  methods  of  diagnosis. 

Reactions  which  may  be  brought  about  in  the 
various  physical  states  make  it  possible  to  introduce 
radioactive  atoms  as  tracers  into  the  most  complex 
and  delicate  molecules.  One  can  visualize  that  the 
diagnostic  approach  of  the  physician  of  the  next  25 
to  50  years  will  revolve  around  the  quantitative 
measurement  of  the  behaviour  of  specific  enzyme 
systems.  The  laborious  and  crude  chemical  techniques 
of  today  will  be  replaced  by  precise  and  rapid 
procedures  of  far  more  discriminating  character 
through  the  introduction  of  radioactive  atoms  into 
highly  specialized  compounds  of  physiological  im- 
portance. 

In  our  future  medical  schools,  the  teaching  will  of 
necessity  emphasize  the  dynamic  characteristics  of 
intra-cellular  reactions  which  can  be  observed  in  the 
living  state  without  injury  to  the  individual.  The 
morphological  concept  of  disease,  as  useful  and  val- 
uable as  it  is,  will  become  more  and  more  secondary 
to  that  of  disease  as  a functional  alteration  of  a vital 
mechanism. — Dr.  John  C.  Bugher,  Director,  Division 
of  Biology  and  Medicine,  United  States  Atomic 
Energy  Commission. 


The  decline  in  mortality  from  tuberculosis  has 
been  proportionally  greater  in  women  than  men,  add- 
ing to  the  already  existing  inequality  in  the  number 
of  living  men  and  women  in  the  late  years  of  life. 
Men,  however,  have  been  dying  from  tuberculosis 
at  a later  age  than  formerly,  neutralizing  some  of  the 
discrepancy,  while  adding  years  to  their  own  produc- 
tive period  of  life. — Esmond  R.  Long,  M.D.,  Bull. 
Hist,  of  Med.  July- Aug.,  1954. 
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Spontaneous  Arterial  Thrombosis 

Development  in  the  Internal  Carotid  Artery 


R.  GLENN  SNODGRASS,  M.D.,  Portsmouth,  Virginia 


Since  the  introduction  of  cerebral  angiography  as 
a diagnostic  method,  the  occurrence  of  spontaneous 
thrombosis  of  the  internal  carotid  artery  has  become 
increasingly  evident.  In  1937  Moniz  and  his  co- 
workers7 published  the  first  clinical  report  of  four 
cases.  In  all  the  condition  had  been  mistaken  for  a 
space-occupying  lesion  and  diagnosed  only  by  angi- 
ography. Fourteen  years  later,  in  1951,  when  Johnson 
and  Walker5  published  their  collective  review,  they 
were  able  to  assemble  101  cases  and  added  six  of  their 
own.  Since  then  the  condition  has  been  reported  with 
increasing  frequency. 

It  is  apparent  that,  although  only  recently  recognized 
as  a clinical  entity,  this  is  not  an  uncommon  disorder. 
It  is  also  probable  that  the  incidence  would  be  much 
higher  if  all  patients  with  hemiplegia  were  investi- 
gated by  cerebral  angiography. 

At  present  most  cases  which  are  discovered  are 
those  in  which  the  clinical  picture  resembles  a brain 
tumor  or  intracranial  vascular  anomaly  and  which 
are  submitted  to  arteriography.  Diagnostic  methods 
used  at  present  avoid  fruitless  search  for  other  causes 
of  the  neurologic  syndrome,  but  a technique  of  treat- 
ment has  yet  to  be  devised  which  will  make  diagnosis 
of  the  condition  imperative. 

CASE  REPORTS 

Case  1,  D.  E.,  a 44-year-old  male  truck  driver,  was 
admitted  to  the  University  of  Kansas  Medical  Center 
April  14,  1953,  because  of  sudden  collapse  and  hemi- 
plegia. For  the  past  15  years  he  had  had  "migraine” 
headache.  These  headaches  occurred  more  frequently 
and  had  been  more  severe  during  the  past  three  to 
four  months.  He  had  not  complained  of  headache  for 
several  days  before  admission.  On  the  day  of  ad- 
mission, while  climbing  into  a truck,  he  suddenly  be- 
came unconscious  for  a period  of  15  minutes.  On  re- 
gaining consciousness  he  was  unable  to  speak  or  move 
his  right  arm  and  leg.  His  past  history  included  duo- 
denal ulcer  for  24  years,  managed  medically. 

On  physical  examination  he  exhibited  a pronounced 
aphasia,  mainly  expressive  in  nature.  He  was  able  to 
carry  out  simple  verbal  commands.  A right  homony- 
mous hemianopsia  was  demonstrable  by  gross  con- 

This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected  for 
publication  by  the  Editorial  Board  from  a group  judged  to 
be  the  best  by  the  faculty  at  the  school.  Dr.  Snodgrass  is 
now  serving  his  internship  at  the  United  States  Naval  Hos- 
pital, Portsmouth,  Virginia. 


frontation.  A right  flaccid  hemiplegia  was  present 
with  diminished  to  normal  deep  tendon  reflexes  and  a 
Babinski  response  on  the  right.  Except  for  the  hemi- 
anopsia, examination  of  the  cranial  nerves  disclosed 
no  abnormalities.  The  fundi  were  normal.  Pin  prick 
appreciation  appeared  to  be  impaired  in  the  right  leg. 
It  was  impossible  to  test  other  forms  of  sensation. 
Urinalysis  showed  a 2 plus  sugar.  Other  laboratory 
work  showed  normal  findings. 

During  the  first  week  in  the  hospital  he  became 
more  responsive  and  was  able  to  answer  "yes”  and 
no”  to  questions  but  could  not  speak  an  intelligible 
sentence.  On  April  22,  1953,  a left  carotid  arterio- 
gram was  done,  showing  filling  of  the  external  caro- 
tid artery  only.  Injection  was  repeated  with  the  same 
result.  The  needle  was  then  withdrawn,  and  the  artery 
was  repunctured  low  in  the  neck.  Injection  of  Dio- 
drast  at  this  site  again  showed  no  filling  of  the  in- 
ternal carotid. 

On  May  5,  1953,  the  left  carotid  artery  was  ex- 
plored under  procaine  anesthesia  and  found  to  be 
thrombosed  down  to  the  bifurcation  of  the  common 
carotid.  The  vessel  was  incised,  and  an  old  thrombus 
was  partially  removed.  His  subsequent  course  showed 
a gradual  improvement.  He  became  able  to  say  a few 
words.  His  hemiplegia  became  spastic.  He  was  dis- 
missed from  the  hospital  to  receive  physiotherapy. 

Case  2,  W.  L.,  a 46-year-old  man,  was  admitted 
to  the  hospital  August  10,  1954,  because  of  failing 
vision  and  hemiplegia.  He  first  began  to  have  head- 
aches nine  months  previously  and  reported  they  had 
been  more  frequent  and  severe  since  May  1954.  For 
two  months  he  complained  of  failing  vision  and  see- 
ing double.  He  staggered  at  times  and  frequently 
walked  into  objects.  His  family  had  noted  a person- 
ality change  within  the  last  five  months;  he  had  be- 
come increasingly  irritable.  On  August  6,  1954,  he 
suddenly  lost  control  of  his  car  and  ran  into  a wall. 
He  was  found  by  the  police,  conscious  but  unable 
to  move  his  left  arm  or  leg.  He  was  also  mentally 
confused.  He  was  taken  to  his  local  hospital  and 
transferred  four  days  later.  Skull  films  and  spinal 
fluid  were  reported  to  be  normal. 

On  admission  to  the  hospital  he  was  drowsy,  dis- 
oriented, and  euphoric.  There  was  a profound  left 
hemiplegia,  more  severe  in  the  left  arm.  There  was 
marked  left  central  facial  weakness  and  a left  ho- 
monymous hemianopsia,  determined  by  confrontation. 
The  left  pupil  was  dilated  with  homatropine,  and  the 
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disc  showed  early  papilledema.  There  was  a sensory 
deficit  over  the  left  side  of  the  body  to  pin  prick  and 
light  touch.  Laboratory  studies  were  normal. 

In  view  of  the  clinical  picture  and  physical  findings, 
a frontal  lobe  tumor  was  suspected.  Consequently  a 
right  carotid  arteriogram  was  done  as  an  emergency 
procedure.  This  showed  an  occlusion  of  the  internal 
carotid  artery  about  0.5  cm.  distal  to  the  bifurcation 
(Figure  1).  His  condition  remained  unchanged.  On 


Figure  1.  Right  carotid  arteriogram  showing  occlusion 
of  the  internal  carotid  artery  distal  to  the  bifurcation 
of  the  common  carotid  artery. 


the  eighth  hospital  day  a pneumoencephalogram  was 
done  which  showed  impaired  filling  of  the  occipital 
horn  on  the  right.  He  was  discharged  August  21, 
1954,  unimproved. 

Case  3,  H.  W.,  a 38-year-old  farmer,  was  admitted 
to  the  hospital  February  15,  1955,  because  of  weak- 
ness of  the  left  arm  and  difficulty  in  speaking.  He 
had  been  in  good  health  until  one  and  one-half 
months  before  admission  when  he  was  seized  by  a 
sudden  attack  of  numbness  of  the  entire  left  upper 
extremity,  most  marked  in  the  hand.  This  episode 
lasted  about  30  minutes,  during  which  time  there  was 
no  paralysis  of  the  limb.  During  the  next  three  weeks 
he  had  about  20  similar  attacks,  in  some  of  which  a 
numbness  over  the  left  chest  was  noted.  He  also  no- 
ticed, during  this  time,  a tendency  to  forget  things 
he  had  done.  In  mid-January  his  left  arm  began  to 
get  progressively  weaker,  and  numbness  was  present 
continuously.  Fie  awoke  on  January  17  confused  and 
unable  to  speak  or  to  move  his  right  arm.  At  that 
time  he  was  hospitalized  for  three  weeks.  His  weak- 
ness and  aphasia  gradually  improved,  but  he  was  un- 
able to  spell  or  read  as  well  as  before.  The  numbness 
of  his  left  upper  extremity  had  persisted,  and  two 
days  before  this  admission  he  had  noticed  rapid 
twitching  of  the  eyelids  and  blurring  vision.  Spinal 
fluid  during  his  hospitalization  elsewhere  was  reported 


to  contain  blood.  At  no  time  did  he  have  headache. 

On  physical  examination  there  was  noted  a dis- 
tinct weakness  of  the  left  arm,  about  50  per  cent  of 
normal,  and  fine  motor  movements  were  impaired. 
Reflexes  of  the  left  arm  were  hyperactive,  and  there 
was  a positive  Hoffman's  sign  on  the  left.  There  was 
no  weakness  of  the  left  leg  or  face.  His  speech  was 
hesitant  and  his  ability  to  calculate  or  spell  was  poor. 
He  omitted  one  letter  in  spelling  his  own  name.  There 
was  no  impairment  of  sensation,  and  the  cranial 
nerves  were  normal.  Routine  laboratory  studies  were 
normal.  Electroencephalography  and  spinal  fluid  were 
also  normal.  On  February  17,  1955,  a right  carotid 
arteriogram  showed  thrombosis  of  the  internal  carotid 
artery  about  1 cm.  above  the  bifurcation  (Figure  2). 
He  was  released  unimproved. 

ETIOLOGY 

Males  are  affected  by  this  condition  more  than  five 
times  as  often  as  females.5  There  is  a definite  predi- 
lection for  the  30-  to  60-year  age  group  although 
King  and  Langworthy6  described  a case  in  a seven- 
year-old  boy  in  whom  thrombosis  of  the  right  internal 


Figure  2.  Right  carotid  arteriogram.  The  arrow  indi- 
cates the  point  of  occlusion  of  the  internal  carotid 
artery.  • ^ 


carotid  artery  developed  three  weeks  after  pneumonia. 
There  is  a definite  tendency  for  the  thrombosis  to  in- 
volve the  left  side  more  often  than  the  right.  Sixty- 
five  per  cent  of  cases  reviewed  by  Johnson  and 
Walker5  involved  the  left  side. 

The  most  common  etiology  reported  in  the  litera- 
ture is  arteriosclerosis.  Galdston,3  Webster,’3  and 
others  have  found  atherosclerosis  in  a resected  portion 
of  the  involved  artery. 

Thromboangiitis  obliterans  has  been  considered  the 
second  most  common  cause.  Fisher2  believes  the  evi- 
dence for  cerebral  thromboangiitis  obliterans,  as  re- 
corded in  the  literature,  is  inconclusive  and  states 
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further  proof  is  necessary  before  thromboangiitis 
obliterans  of  the  carotid  and  cerebral  arteries  can  be 
accepted.” 

Gurdjian4  reported  a case  in  which  occlusion  of 
the  middle  cerebral  artery  was  demonstrated  by  arteri- 
ography. One  and  one-half  years  later  the  patient  suf- 
fered a "stroke,”  and  repeat  angiography  showed  the 
occlusion  to  be  in  the  neck,  suggesting  retrograde 
extension  of  the  thrombus. 

Aneurysm  of  the  aortic  arch  has  been  considered  as 
a possible  etiologic  agent  in  this  condition.3  King6 
has  described  a case  associated  with  a long-standing 
traumatic  aneurysm  of  the  innominate  artery.  Retro- 
grade thrombosis  from  an  intracranial  aneurysm  has 
also  been  considered. 

SYMPTOMS  AND  DIAGNOSIS 

The  basic  features  of  spontaneous  occlusion  of  the 
internal  carotid  artery  are  headache,  hemiplegia,  and 
aphasia.  Although  the  basic  pattern  is  fairly  constant, 
the  actual  clinical  picture  is  highly  variable.  Consider- 
ing that  the  blood  supply  of  an  entire  cerebral  hemi- 
sphere is  concerned,  we  would  expect  a wide  variety  of 
neurologic  symptoms.  It  is  also  probable  that  thrombo- 
sis can  occur  with  few  or  no  symptoms,  for  surgical  li- 
gation of  the  carotid  artery  can  be  done  in  many  cases 
without  harm.10’  12  The  onset  of  the  patient’s  illness 
usually  follows  one  of  three  different  patterns. 

1.  Sudden  apoplectic  onset.  Patients  in  this  group 
may  experience  without  warning  a severe  headache 
with  rapid  onset  of  hemiplegia  and  aphasia  if  the 
dominant  hemisphere  is  affected.  There  is  usually  loss 
of  consciousness,  and  there  may  be  sensory  disturb- 
ances. 

2.  Slowly  progressive  course.  This  picture  closely 
resembles  that  encountered  in  brain  tumors  in  which 
the  clinical  course  is  one  of  slow  gradual  progression 
of  symptoms.  There  is  frequently  a history  of  severe 
headaches  of  several  months  to  several  years  duration. 
Paresthesias  and  weakness  may  appear.  Some  degree 
of  mental  regression  and  speech  impairment  is  com- 
mon. A rapid  increase  in  symptomatology  usually  oc- 
curs just  before  the  patient  seeks  medical  care. 

3.  Transient  attacks.  Transient  attacks  were  en- 
countered in  40  per  cent  of  cases  reviewed  by  Johnson 
and  Walker5  and  in  the  25  cases  reported  by  Poppin 
and  Baird.8  These  are  characterized  by  a sudden  onset 
of  symptoms  which  last  from  a few  minutes  to  an 
hour  and  clear  either  suddenly  or  gradually.  Some 
residuals  may  persist  until  the  next  attack  which  may 
occur  days,  weeks,  or  months  later.  The  most  common 
symptoms  are  headache,  paresis,  paresthesias,  and 
aphasia.  Also  reported  are  transient  attacks  of  dizzi- 
ness, unilateral  blindness,  unconsciousness,  and  focal 
seizures.  Not  infrequently  such  a series  of  transient 
attacks  is  terminated  by  a sudden  apoplectic  onset  of 
hemiplegia  and  aphasia. 


Hemiparesis  is  the  most  constant  finding,  occurring 
in  approximately  80  per  cent  of  cases  reviewed  by 
Johnson  and  Walker.5  The  degree  of  weakness  is 
variable,  but  the  hemiplegia  most  often  has  its  onset 
and  is  most  severe  in  the  hand,  spreading  to  involve 
the  arm,  leg,  and  perhaps  the  face.  Associated  with 
hemiplegia  there  may  be  a severe  cortical  sensory  im- 
pairment. 

Headache  has  been  reported  in  more  than  50  per 
cent  of  cases5  and  was  present  in  two  of  the  cases 
reported  here.  Headache  may  be  mild  or  severe;  it 
may  be  localized  to  the  affected  side,  but  more  often 
it  is  generalized  and  frequently  precedes  any  other 
symptoms.  The  diagnosis  of  migraine  is  frequently 
made  in  these  patients.2 

In  contradistinction  to  the  motor  disturbances, 
which  are  practically  always  present,  objective  im- 
pairment of  discriminative  cortical  sensation  is  a vari- 
able finding.  Often  there  is  a slight  disturbance ; how- 
ever, in  those  cases  with  sudden  severe  hemiplegia, 
all  sensation  may  be  involved. 

Both  receptive  and  expressive  aphasias  frequently 
are  encountered.  These  may  be  present  as  prodromal 
symptoms  or  associated  with  hemiplegia.  Rarely 
aphasia  may  be  present  in  right-handed  patients  on 
occlusion  of  the  right  internal  carotid  artery.9  Ac- 
cording to  the  data  compiled  by  Johnson  and 
Walker,5  it  was  present  in  60  per  cent  of  cases. 

Ophthalmologic  features  may  be  a homonymous 
hemianopsia  demonstrable  at  the  time  of  the  "stroke.” 
Primary  optic  atrophy  with  unilateral  blindness  is  not 
uncommon.  More  unusual  changes  are  diplopia,  pto- 
sis, and  papilledema. 

Emotional  changes  occur  in  about  15  per  cent  of 
cases,  manifested  usually  as  depression  and  irascibility 
with  marked  deterioration  of  mental  function.  Twenty 
per  cent  of  patients  have  convulsive  attacks,  and  one- 
half  of  these  are  focal  in  nature. 

Fisher2  believes  that  palpation  for  carotid  pulsa- 
tions is  of  great  value,  especially  a short  time  after 
the  major  stroke.  Pulsation  in  the  external  carotid 
artery  is  said  not  to  be  confusing  if  high  palpation  is 
done,  for  the  external  carotid  artery  soon  divides  into 
many  small  branches. 

Dunning1  recently  reported  a method  of  pharyngeal 
palpation  of  the  internal  carotid  and  considered  that 
absence  of  pulsation,  as  determined  by  this  method, 
identifies  the  condition. 

The  only  certain  methods  of  making  the  diagnosis 
are  carotid  arteriography  and  surgical  exposure  of  the 
vessel  in  the  neck.  Shapiro  and  Peyton9  consider  the 
following  arteriographic  findings  strong  evidence  for 
occlusion  of  the  carotid  artery: 

1.  A conical  narrowing  of  the  dye  before  it  stops, 
resulting  in  a short  stump  of  the  internal  carotid 
artery. 

2.  Failure  to  fill  the  internal  carotid  artery  and  a 
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the  active  principles,  but  it  is  freed  of  the  undesirable 
dross  of  the  crude  Rauwolfia  root. 


Antihypertensive 

Bradycrotic 


Greater  Safety 

No  single  commercially  available  alkaloid  can  provide 
the  full  efficacy  of  Rauwiloid  together  with  Rauwiloid’s 
low  incidence /low  intensity  of  side  actions.2  For  exam- 
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defect  in  the  column  of  dye  produced  by  the  throm- 
bus. 

3.  Retrograde  flow  of  dye  in  the  common  carotid 
artery  and,  on  the  right  side,  the  flow  of  dye  through 
the  innominate  artery  into  the  vertebral  artery  result- 
ing in  a vertebral  arteriogram. 

4.  Irregularities  in  the  diameter  of  the  vessel  and 
narrowing  of  the  vessel. 

Failure  to  fill  the  internal  carotid  artery  after  re- 
peated attempts  must  be  interpreted  with  reservation 
since  it  may  be  due  to  technical  difficulties. 

TREATMENT 

Several  forms  of  treatment  have  been  attempted 
but  none  has  been  encouraging.  Strully  and  co- 
workers11 were  able  to  remove  a recent  thrombus  of 
the  internal  carotid  artery  for  a distance  of  7 cm.  by 
suction  catheter,  but  they  failed  to  remove  the  clot 
completely.  Poppin  and  Baird8  routinely  did  an  imme- 
diate continuous  procaine  stellate  block  by  poly- 
ethylene tube  in  patients  suspected  of  having  throm- 
bosis of  the  internal  carotid  artery.  When  the  diag- 
nosis was  confirmed  by  angiography,  the  artery  was 
explored.  If  no  pulsations  were  present,  they  excised 
a portion  of  the  internal  carotid  artery  and  the  superi- 
or and  middle  cervical  ganglia.  This  treatment  was 
based  upon  the  thought  that  impulses  arising  at  the 
site  of  the  local  vascular  disease  cause  reflex  spasm 
of  smaller  cerebral  vessels.  Their  results,  however, 
were  not  encouraging.  Wolfe14  has  found  recanaliza- 
tion of  the  thrombus,  suggesting  that  excision  should 
not  be  done. 

Prolonged  use  of  anticoagulants  has  been  tried  with 
the  hope  that  recanalization  will  take  place  before  the 
occurrence  of  the  final  disastrous  occlusion. 

SUMMARY  AND  CONCLUSIONS 

The  etiology,  symptoms,  diagnosis,  and  treatment 
of  spontaneous  thrombosis  of  the  internal  carotid 
artery  have  been  presented.  The  cause  of  this  con- 
dition appears  to  be  arteriosclerosis  in  most  cases.  A 
positive  diagnosis  can  be  made  only  by  arteriography 
or  operation.  Treatment  is  unsatisfactory. 
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ANNOUNCEMENTS 


Scientific  and  clinical  session,  American  Congress 
of  Physical  Medicine  and  Rehabilitation,  The  Am- 
bassador, Atlantic  City,  September  9-14.  Open  to 
members  of  the  A.M.A.  Information  may  be  obtained 
from  the  Congress,  30  North  Michigan  Avenue, 
Chicago  2,  Illinois. 


Eight-week  course  in  occupational  medicine,  Post- 
Graduate  Medical  School  of  New  York  University- 
Bellevue  Medical  Center,  September  10-November  2. 
Information  is  available  from  Dean,  N.Y.U.  Post- 
Graduate  Medical  School,  New  York  16,  New  York. 


Applications  now  being  accepted  for  1957  Part  I 
examinations  of  American  Board  of  Obstetrics  and 
Gynecology.  Deadline,  October  1.  Information  may 
be  secured  from  Dr.  Robert  L.  Faulkner,  2105  Adel- 
bert  Road,  Cleveland  6,  Ohio. 


Annual  assembly  in  otolaryngology,  University  of 
Illinois  College  of  Medicine,  October  1-7.  Informa- 
tion available  from  the  Department,  1853  West  Polk 
Street,  Chicago  12,  Illinois. 


Annual  convention,  National  Society  for  Crippled 
Children  and  Adults,  Hotel  Statler,  Washington, 
D.  C.,  October  28-31.  Programs  may  be  secured  from 
the  Society,  1 1 South  LaSalle  Street,  Chicago  3, 
Illinois. 


Fourth  Interim  Congress,  Pan  American  Associa- 
tion of  Ophthalmology,  Hotel  Statlef,  New  York  City, 
April  7-10,  1957.  Information  is  available  from  Dr. 
Frank  H.  Constantine,  30  West  59th  Street,  New 
York  19,  New  York. 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

As  might  be  expected,  a presidential  commission’s 
report  on  veterans’  pensions  that  also  goes  into  the 
subject  of  non-service  connected  medical  benefits  is 
stirring  up  another  controversy. 

The  President’s  Commission  on  Veterans  Pensions, 
headed  by  Gen.  Omar  Bradley,  World  War  II  leader 
and  postwar  Veterans  Administrator,  conducted  a 
study  covering  more  than  a year  in  time  and  a wide 
range  of  subjects.  It  produced  a 415-page  report  and 
a total  of  70  recommendations. 

The  seven-man  commission’s  report  has  this  basic 
premise:  military  service  in  time  of  war  or  peace 
should  be  treated  as  discharging  an  obligation  of  citi- 
zenship and  not  of  itself  as  a basis  for  future  govern- 
ment benefits. 

The  commission  made  this  additional  point:  ".  . . 
under  conditions  of  modern  technology  and  warfare, 
the  national  defense  might  be  served  equally  well  by 
a civilian  in  a scientific  laboratory  or  a war  plant  as 
by  a uniformed  serviceman — and  in  view  of  total  war 
and  atomic  weapons,  perhaps  with  greater  personal 
hazard  to  the  civilian.  This  further  suggests  that  the 
special  needs  that  veterans  have  because  of  military 
service  should  not  be  confused  with  the  needs  that  all 
citizens  have  in  common  for  such  things  as  education, 
health  services,  and  economic  security.” 

With  this  in  mind,  the  commission  proposes  the 
gradual  elimination  of  non-service  connected  benefits 
and  observes:  "Their  justification  is  weak  and  their 
basic  philosophy  is  backward  looking  rather  than  con- 
structive.” Such  benefits,  it  adds,  should  be  limited 
to  a minimum  level  and  retained  only  as  a reserve 
line  for  veterans  who  fail  to  qualify  for  basic  pro- 
tection under  Old  Age  and  Survivors  Insurance  (So- 
cial Security) . 

The  commission  then  goes  one  step  further  by  rec- 
ommending an  end  to  the  present  automatic  "pre- 
sumption of  service-connection”  procedure.  Now,  pre- 
sumption of  service  connection  is  automatic  and  man- 
datory for  certain  diseases  if  the  condition  is  diag- 
nosed within  a specific  period  of  time  following  dis- 
charge. Instead,  the  commission  would  substitute 
medical  determination  for  chronic  and  tropical  dis- 
eases, psychoses,  tuberculosis,  and  multiple  sclerosis, 
with  each  case  decided  on  its  own  merits. 

Other  recommendations:  (1)  increased  reliance  on 
the  OASI  system  for  certain  veterans’  benefits,  (2) 


prompt  counseling  of  all  veterans  placed  on  compen- 
sation rolls  as  to  VA  and  federal-state  rehabilitation 
programs,  and  (3)  requirement  of  reasonable  medical 
or  surgical  treatment  before  payment  of  compensa- 
tion. 

Representatives  of  veterans  groups  called  before 
the  House  Veterans  Affairs  Committee  to  comment  on 
the  Bradley  study  complained  that  some  of  its  pro- 
posals would  be  "extremely  destructive”  to  certain  as- 
pects of  veterans’  compensation. 

Two  committees  of  Congress,  after  long  studies  of 
problems  of  narcotics,  barbiturate  and  amphetamine 
addiction,  have  come  up  with  recommendations  that 
the  U.  S.  tighten  penalties  on  narcotics  peddling  and 
smuggling,  outlaw  heroin,  and  set  up  a central  unit 
in  the  Federal  Bureau  of  Narcotics  to  keep  track  of 
known  addicts.  The  proposals  were  made  by  the  Sen- 
ate judiciary  Committee  and  a House  Ways  and 
Means  Subcommittee. 

The  House  committee  also  suggested  a law  for 
more  stringent  controls  over  barbiturates  and  am- 
phetamines. 

The  Senate  committee  rejected  the  proposal  backed 
by  the  New  York  Academy  of  Medicine  for  "clinics” 
where  known  addicts  could  go  for  regular  doses  of 
narcotics. 

U.  S.  Public  Health  Service  is  advising  private  phy- 
sicians as  well  as  health  officers  to  increase  their  use 
of  Salk  poliomyelitis  vaccine.  Although  supplies  now 
lag  behind  demand,  the  expectation  is  that  before  the 
summer  is  out  the  situation  will  be  reversed.  In  line 
with  this  recommendation,  PHS  is  urging  that  phy- 
sicians use  what  supplies  they  have  on  hand  immedi- 
ately, depending  on  future  production  to  take  care  of 
second  and  third  shots. 


Because  the  President  signed  the  military  career  in- 
centive bill  promptly,  physicians  in  uniform  received 
their  pay  raises  starting  May  1.  The  minimum  boost 
(after  two  years’  service)  is  $50  per  month,  the  maxi- 
mum (after  10  years)  $150. 

Private-profit  nursing  homes,  hospitals,  and  some 
other  medical  facilities  soon  will  have  an  opportunity 
to  obtain  U.  S.  loans  from  the  Small  Business  Ad- 
ministration. The  limit  is  $250,000  per  project,  the 
interest  rate  usually  6 per  cent. 

If  there  was  any  question  about  it,  the  AFL-CIO 
as  a joint  organization  favors  national  compulsory 
health  insurance,  as  each  group  did  before  the  merg- 
er. The  AFL-CIO  stand  was  taken  officially  for  the 
unions  by  Nelson  Cruikshank  in  testimony  before  the 
House  Ways  and  Means  Committee  on  a bill  for  in- 
creased payments  for  the  medical  care  of  public  relief 
recipients. 
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COUNTY  SOCIETIES 


Panel  discussions  have  formed  the  programs  for 
two  recent  meetings  of  the  Wyandotte  County  Med- 
ical Society.  "Medical  Press  Relations”  was  the  sub- 
ject discussed  on  April  19  by  Mr.  Conwell  Carlson 
and  Mr.  R.  E.  Sisney  of  the  Kansas  City  Star,  Mr. 
Cyril  G.  Scott  of  the  Kansas  City  Kansan,  Mr.  Lee 
Vaughan  of  the  legal  profession,  Dr.  Francis  T.  Nash, 
and  Dr.  William  T.  Sirridge.  Dr.  Maurice  Ryan  was 
moderator. 

At  a meeting  on  May  15  Dr.  Frederic  Speer  was 
moderator.  "Hospital  Chaplaincy"  was  the  subject 
for  the  participants,  the  Rev.  John  J.  Lacy  of  Provi- 
dence Hospital  and  the  Rev.  Donald  C.  Houts  of 
Bethany  Hospital. 


Members  of  the  Riley  County  Society  were  enter- 
tained at  a smorgasbord  dinner  at  the  Wareham 
Hotel  recently  by  members  of  the  Riley  County 
Auxiliary. 


A meeting  of  the  Central  Kansas  Medical  Society 
was  held  at  Hays  on  May  17.  Dr.  Tom  Gray,  Wich- 
ita, spoke  on  "Dermatoses  of  the  Hand,”  and  Dr. 
John  W.  Warren,  Wichita,  discussed  "Carcinoma 
of  the  Prostate."  Members  of  the  Auxiliary  were 
guests  of  the  physicians  for  a dinner  after  the  sci- 
entific program. 


Growth  of  Blue  Cross 

The  largest  enrollment  growth  since  1950  was 
recorded  by  Blue  Cross  during  1955,  according  to  the 
plan’s  annual  report  issued  last  month.  More  than 
3,000,000  persons  were  enrolled  during  the  year  just 
past.  Membership  in  the  plan  now  includes  nearly 
one  out  of  every  three  persons  in  the  United  States. 


Ford  Foundation  Grant  Program 

A $10,000,000  program  of  matching  grants  to  the 
National  Fund  for  Medical  Education  has  been  an- 
nounced by  the  Ford  Foundation.  The  grants  will  be 
made  on  a matching  basis  over  a five-ten-year  period 


with  a maximum  limit  in  any  one  year  of  $2,000,000. 

Last  year  the  National  Fund,  which  distributes 
monies  raised  by  A.M.E.F.  and  contributions  from 
industry  and  the  general  public,  received  $2,147,000 
in  unearmarked  funds  for  distribution  to  the  nation’s 
medical  schools.  Of  this  amount,  $422,812  came  from 
the  medical  profession.  Under  the  Ford  Foundation 
formula,  if  receipts  are  of  equal  size  in  1956,  a Ford 
grant  totaling  70  per  cent  of  this  amount,  $1,503,486, 
would  be  made.  All  contributions  in  excess  of  the 
1955  total  would  be  matched  dollar  for  dollar,  sub- 
ject to  the  maximum  of  $2,000,000. 

The  program  could  last  for  ten  years  but  might 
be  accelerated  to  completion  in  five  years,  depending 
upon  the  rate  at  which  additional  contributions  are 
developed. 


Cancer  Research  Grants  to  Kansans 

Cancer  research  grants-in-aid  to  five  University  of 
Kansas  Medical  Center  physicians  were  announced 
last  month  by  the  American  Cancer  Society. 

Dr.  Chauncey  G.  Bly,  associate  professor  of  pathol- 
ogy and  oncology,  received  $6,500  for  a project  en- 
titled "Tumor-Host  Interactions  in  Animals.”  Dr. 
Harlan  I.  Firminger  was  granted  $5,000  for  studying 
"Correlation  of  Morphological  and  Biological  Charac- 
teristics of  Induced  Liver  Tumors  in  Rats.”  A sum 
of  $4,255  was  awarded  Dr.  Alvar  A.  Werder  and 
Dr.  Creighton  A.  Hardin  for  studying  "The  Influence 
of  Humoral  Factors  on  the  Transplantability  of  Ma- 
lignant and  Non-Malignant  Tissue.”  Dr.  Max  Beron- 
bom  received  $6,400  for  a program  entitled  "Mecha- 
nism of  Azo  Dye  Carcinogenesis.” 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the  care  and 
treatment  of  nervous  and  mental  patients 
and  associate  conditions. 


Nationally  advertised  Surgical  Supplies  and  Equipment  for  your  convenience  at 
Topeka,  Joplin,  Kansas  City,  St.  Joseph 

GOETZE  NIEHER  CO 

Traditions  established  during  60  years  management  by  Dr.  W.  F.  Goetze  (AMA)  assures  intelligent  servicing  ot  your  orders 
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Nearly  one  out  of  every  three  persons  in  the  United 
States  today  is  a Blue  Cross  member.  In  Canada,  five 
Blue  Cross  Plans  have  enrolled  26  per  cent  of  the 
population  of  eight  provinces. 

Chances  are  one  in  four  you  own  some  United 
States  savings  bonds.  More  than  40  million  Americans 
do. 


PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHT  ★ 


r 

★ Insole  extension  and 
heel  where  support  is 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  " The  Preservation  of  the  Function  of  the 
Fool  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.” 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  D i rectory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

I V - 


CLASSIFIED  ADVERTISEMENTS 

FOR  SALE  OR  RENT — Brick  building,  ground  floor  of- 
fice, in  excellent  location  for  general  practitioner.  Formerly 
used  by  doctor  who  died  recently.  Clean,  ready  for  use.  Write 
the  Journal  5-56. 

FOR  SALE — Complete  office  furnishings  and  equipment  in- 
cluding 100  M.A.  Picker  x-ray  with  spot  film  device,  de- 
veloping tanks,  etc.;  L-F  diathermy;  Pelton  Model  HP-2 
autoclave;  Beck-Lee  Cardi-all;  examining  tables;  proctoscopic 
table:  proctoscope;  surgical  instruments,  etc.  Moving  to  join 
clinic  group  and  must  sell  everything  at  once.  Write  the 
Journal  6-56. 

GENERAL  PRACTITIONER  WANTED.  Large  trade 
area  60  miles  Wichita,  17  miles  Winfield.  Community  will 
provide  funds  for  small  clinic  and  equipment.  Former  doctor 
deceased.  Chamber  of  Commerce,  Burden,  Kansas. 

WANTED — Full  time  physician.  Medical  Service,  Veterans 
Administration  Hospital,  Wichita,  Kansas.  Contact  Director, 
Professional  Services. 

WANTED — Physician  to  work  as  house  physician  in  es- 
tablished private  psychiatric  hospital.  Psychiatric  training 
not  necessary.  Position  requires  living  in  the  hospital,  there- 
fore not  exactly  suitable  for  school  age  children.  If  interested, 
write  G.  Wilse  Robinson,  Jr.,  M.D.,  2625  West  Paseo,  Kansas 
City  8,  Mo. 

FOR  QUICK  SALE-— Nearly  new  white  steel  examining 
table,  stool,  adjustable  light,  waste  hopper,  hyfrecator,  Dan- 
iels tonsillotome,  eye  magnet,  obstetric  calipers  and  stetho- 
scope, stainless  steel  scissors  and  forceps,  enamel  pans, 
glass  jars,  electric  hemoglobinometer,  blood  sugar  and  sedi- 
mentation kits.  Make  offer.  Write  the  Journal  7-56. 


Quality  of  Service  to  the  doctors 
determines  the  true  worth  of  an 
Insurance  Plan. 


I\ early  80  per  cent  of  eligible 
Kansas  Medical  Society  members 
are  insured  under  the  Washington 
National  Plan. 


Hundreds  of  claims  have  been 
paid  with  not  one  having  been  re- 
ferred to  the  Insurance  Commit- 
tee for  arbitration. 


FIRST  INSURANCE  AGENCY 

1008  Oakley  Topeka,  Kans. 


"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

*Moyer,  J.  H.#  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 
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BOOK  REVIEWS 


Therapy  of  Fungus  Diseases:  An  International 
Symposium.  Edited  by  Thomas  H.  Sternberg,  M.D., 
and  Victor  D.  Newcomer,  M.D.  Published  by  Little, 
Brown  and  Company,  Boston.  337  pages.  Price  $7 .50. 

This  book  consists  of  papers  presented  June  22- 
25,  1955,  at  the  symposium  held  by  the  Division  of 
Dermatology,  Department  of  Medicine,  and  Medical 
Extension  of  the  University  of  California  at  Los 
Angeles.  It  includes  discussion  of  superficial  and 
deep  fungus  infections  as  well  as  much  laboratory 
research  work. 

Extensive  work  has  been  done  on  coccidioidomycosis 
and  histoplasmosis  with  no  cure  as  yet.  Blastomy- 
cosis and  sporotrichosis  have  responded  well  to  ther- 
apy; nocardia  has  responded  favorably;  many  other 
fungus  diseases  are  also  discussed. 

Endemic  areas  of  the  various  pathogenic  fungi 
were  discussed  and  soil  studies  under  various  climate 
conditions  were  performed,  but  no  definite  reason 
was  found  for  the  localization. 

Fungus  diseases  of  India,  France,  Argentina,  Bra- 
zil, Mexico,  the  Philippines,  and  the  Ukraine  were 
also  presented. 


This  book  is  interesting,  especially  so  to  those  en- 
gaged in  experimental  and  research  investigations 
of  fungus  diseases. — G.W.N. 


Vascular  Surgery  in  World  War  II,  Medical  De- 
partment of  the  United  States  Army.  Edited  by  Dan- 
iel C.  Elkin,  AI  D.,  and  Michael  E.  DeBakey,  M.D. 
For  sale  by  the  Superintendent  of  Documents,  U.  S. 
Government  Printing  Office,  Washington  25,  D.  C. 
Price  $4.25  (buckram). 

Vascular  Surgery  in  W orld  War  II  is  one  of  a 
series  of  professional,  clinical  and  technical  vol- 
umes of  the  Medical  Department  of  the  United 
States  Army  published  under  the  direction  of  the 
Office  of  the  Surgeon  General.  This  book  of  437 
pages  is  composed  of  16  chapters.  The  authors  of 
many  of  these  chapters  are  surgeons  well  known  in 
the  field  of  vascular  surgery  in  American  medicine 
today. 

There  is  included  discussion  of  the  management 
of  arterial  injuries  in  the  acute  and  residual  states. 
There  is  an  excellent  chapter  on  the  evaluation  of 
the  vascular  status  in  traumatic  and  non-traumatic 
lesions  of  the  blood  vessels.  This  text  often  advises 
techniques  of  procedures,  types  of  incisions,  and 
criteria  for  the  selection  of  cases. 

Great  advances  were  made  in  vascular  surgery  in 


Indicated 
in  most  condi- 
tions in  which  oral 
cortisone  or  hydrocortisone 
is  effective.  Available  in  2.5  mg. 
tablets  in  bottles  of  100,  and  in  5 mg. 
tablets  in  bottles  of  30,  100,  and  500. 
Usual  dosage  is  % to  1 tablet  three  or  four 


Upjohn 


•Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 
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Deformity  Appliances 
of  Quality 


Orthopedic  and  Surgical  Appliances 

Artificial  Limbs 
Trusses 

Abdominal 
Supports 

Elastic 
Hosiery 

Foot 
Supports 

Surgical 
Corsets 


Taylor  Back  Brace 
Made  to  Order  in 
Our  Own  Factory 


P.  W.  HANICKE  MFG.  CO. 

1009  McGee  St.  VI  2-4750 

KANSAS  CITY,  MO. 


THE  LATTIMORE-FINK 
LABORATORIES 

Topeka  — El  Dorado 
Kansas 

J.  L.  Lattimore,  A.B.,  M.D.,  Pathologist 
A.  A.  Fink,  A.B.,  M.D.,  Pathologist 
H.  C.  Ebendorf,  M.T.,  Serologist 
A.  C.  Keith,  B.S.,  Chemist 
L.  W.  Hull,  A.B.,  Bacteriologist 
Walter  Norris,  A.B.,  Chemist 


Anatomical  and  Clinical 
Pathology 


Containers  Furnished  Upon  Request 


3rd  ANNUAL  CLINICS 
AUGUST  2,  3,  4,  1956 

A practical  approach  to  general  medicine 
and  surgery  in  private  practice  today. 

For  detailed  program 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN 


GfEUUl/md 


COMPANY 


PEARL  RIVER.  NEW  YORK 
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World  War  II,  and  the  summary  of  how  and  why 
these  advancements  were  accomplished  is  detailed  in 
this  volume.  It  is  a most  interesting  work  and  would 
be  of  extreme  importance  to  every  general  surgeon 
as  well  as  anyone  doing  vascular  surgery. — L.L.S. 


Progress  in  Health  Services 

Progress  in  Health  Services  is  the  name  of  a new 
monthly  bulletin  designed  to  interpret  health  statistics 
for  laymen.  It  is  published  by  Health  Information 
Foundation,  an  organization  sponsored  by  200  com- 
panies in  the  drug,  pharmaceutical,  chemical,  and 
allied  industries. 

"Although  Americans  have  greatly  benefited  from 
the  impressive  strides  made  in  the  medical-health 
fields  since  1900,”  said  Mr.  George  Bugbee,  president 
of  the  Foundation,  "they  nevertheless  are  not  making 
full  use  of  today’s  abundant  health  services  and  facili- 
ties. Bringing  broader  understanding  of  the  value  of 
medical  care  to  the  public  is  a responsibility  of  the 
health  field  which  begins  with  a knowledge  of  what 
has  been  accomplished  and  what  benefits  already  have 
accrued  to  us  nationally. 

"Full  benefit  from  the  wise  use  of  medical  care 
by  everyone  requires  better  knowledge  of  the  great 
strides  in  health  which  have  come  through  scientific 


developments  and  improved  techniques  of  treatment 
such  as  new  drugs  and  modern  surgery.  The  value  of 
medical  care  should  be  so  well  understood  that  the 
average  American  will  seek  his  physician’s  advice  in 
time  to  gain  the  most  from  the  treatment  prescribed.” 


Gain  in  Graduate  Medical  Education 

Training  programs  for  newly-graduated  doctors 
have  become  as  big — in  terms  of  enrollment  and  time 
spent — as  basic  medical  school  education,  it  was  re- 
ported recently  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  A.M.A.  Enrollment  of  young 
physician  graduates  as  interns  and  residents  for  the 
1954-1955  year  passed  that  of  students  in  under- 
graduate medical  schools. 

The  council’s  annual  report  showed  9,066  gradu- 
ates serving  internships  and  20,494  serving  as  resi- 
dents, a total  of  29,560  in  1,364  hospitals.  The  aver- 
age cash  stipend  paid  to  interns  by  hospitals  affiliated 
with  medical  schools  is  $87  a month.  Hospitals  not 
affiliated  with  schools  pay  $136  a month  on  the  aver- 
age. 

Federal  hospitals,  such  as  armed  services  or  Vet- 
erans Administration  institutions,  offer  36.5  per  cent 
of  all  available  intern  positions  and  have  the  highest 
rate  of  filled  positions. 


It's  Convenient  to  Buy 

KANOX 

High 

Purity 

Oxygen 

KANSAS  OXYGEN  INC 

BX.  551,  HUTCHINSON,  KANS. 


JUNE,  1956 


397 


The  Merchants 
Finance  Corporation,  Inc. 
Announces: 

A service  to  aid  physicians  and  hospitals 
to  rapidly  liquidate  slow-paying  and  past-due 
accounts  at  a very  low  cost. 

We  go  beyond  the  conventionalized  method 
and  offer  the  debtors  a constructive  plan  to 
discharge  their  debts.  You  are  invited  to 
participate  in  its  benefits. 

Full  Details  Readily  Supplied 

Merchants  Finance  Corporation,  Inc. 

Bennett  Bldg.,  Ottawa,  Kansas 
A Kansas  Corporation 


Medical  and  Surgical  Supplies 
for  Doctors  of  Medicine 
and  Hospitals 

Munns  Medical  Supply  Co. 

512  Kansas  Avenue 
Topeka,  Kansas 


THE  SOUTHARD  SCHOOL 

THE  MENNINGER 

Intensive  individual  psychotherapy  in  a res- 

CHILDREN’S  CLINIC 

idential  school,  for  children  of  elementary 

Outpatient  psychiatric  and  neurologic 

school  age  with  emotional  and  behavior 

evaluation  and  consultation  for  infants 

problems. 

and  children  to  eighteen  years. 

Department  of  Child  Psychiatry 

THE  MENNINGER 

FOUNDATION 

J.  Cotter  Hirschberg,  M.D.,  Director 

Topeka,  Kansas;  Telephone  3-6494 

For  complete  gall  bladder  regimen 


A single  COLICELL  tablet  is  more  effective 
for  a longer  period  and  is  carefully  coated  to 
prevent  gastric  disturbance.  In  bottles  of  100 
and  1000  tablets. 


Calicell 


Each  Tile-Coat  Red  Tablet  Contains: 

Extracts  of  Whole  Bile  (Equal  parts  Ox  and  Hog)  2 1 0.0  mg. 


SAMPLES  AND  LITERATURE  ON  REQUEST 

SUTLIFF  & CASE  COMPANY,  INC. 

Pharmaceutical  Specialties  ♦ PEORIA,  ILLINOIS 


Ketocholanic  Acids  (Oxidized  or  keto  form  of  nor- 
mally occurring  bile  acids  containing  approximately 


93%  dehydrocholic  acid).  . . 90.0  mg. 

Methyl  Cellulose • • . . 1 30.0  mg. 

Homatropine  Methylbromide 2.5  mg. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  benefits  for  hospital  ex- 
penses for  you  and  all  your  eligible  dependents. 


Pamphlets  Available 

A number  of  pamphlets  of  interest  to  physicians 
are  available  on  request  to  the  Kansas  State  Board  of 
Health,  Topeka.  These  pamphlets,  purchased  with  tax 
funds  and  distributed  without  charge,  include  the  fol- 
lowing titles:  Maternal  Care  and  Mental  Health,  a 
WHO  monograph ; Standards  for  Care  of  the  New- 
born, American  Academy  of  Pediatrics;  American 
Public  Health  Association  Standards  on  Services  to 
Handicapped  Children,  APHA  Monograph  on  Well 
Child  Supervision,  and  others. 


Of  1,200  women  who  graduated  from  medical 
school  between  1925  and  1940,  49  per  cent  have  been 
engaged  in  full-time  practice  since  graduation.  This 
compares  with  a percentage  of  91  for  men  who  were 
graduated  during  the  same  period.  The  figures  were 
released  recently  by  the  John  and  Mary  R.  Markle 
Foundation  which  established  a grant  for  a study  of 
women  in  medicine. 

Specialties  of  the  women,  in  order  of  frequency, 
are:  pediatrics,  psychiatry,  obstetrics  and  gynecology, 
and  internal  medicine.  For  men,  surgery  is  most  popu- 
lar, followed  by  internal  medicine  and  obstetrics  and 
gynecology. 

The  study  showed  also  that  women  physicians  earn 
less  than  the  men  but  in  general  work  fewer  hours 
per  week.  One-third  of  the  women  studied  are  un- 
married. In  the  group  of  married  women  physicians, 
the  common  pattern  is  full-time  practice  for  a period, 
followed  by  part-time  practice  or  none  at  all. 


The  A.M.A.’s  Committee  on  Medical  Motion  Pic- 
tures distributed  more  than  3,000  films  last  year  to 
medical  societies,  medical  schools,  hospitals,  and  other 
professional  groups.  Newest  addition  to  the  library 
of  pictures  is  a film  entitled  "The  Doctor  Examines 
Your  Heart,’’  prepared  especially  for  the  physician 
speaking  before  high  school  health  classes  or  service 
clubs. 


If  one  were  to  use  as  criteria  the  amount  of  life 
spoiled  by  disease,  instead  of  measuring  only  that  de- 
stroyed by  death ; or  the  number  of  days  lost  from 
pleasure  and  work  because  of  so-called  minor  ail- 
ments ; or  merely  the  sums  paid  for  drugs,  hospitals, 
and  doctors’  bills,  the  toll  exacted  by  microbial  path- 
ogens would  seem  very  large  indeed.  Microbial  dis- 
eases have  not  been  conquered.  Rather,  scientists 
have  resigned  themselves  to  the  belief  that  a relative 
protection  against  them  can  be  had  only  at  the  cost 
of  a huge  ransom. — Rene  J.  Dubos,  Ph  D.,  J.A.M.A., 
April  23,  1955. 


RUDOLPH  MATAS  MEDICAL  LIBRARY 

TULANE  UNIVERSITY 
SCHOOL  OF  MEDICINE 

the  logical  drug 
to  use  first1 

for  petit  mal  epilepsy 


MILONTIN9 

(phensuximide,  Parke-Davis) 

KAPSEALS®  and  SUSPENSION 

five  years  of  study  confirm2 

• effective  in  the  petit  mal  triad 

• one  of  the  least  toxic  of  all  anti- epileptic  drugs 

• well  tolerated 

In  patients  with  mixed  grand  mal  — petit  mal  epilepsy, 

drug  compatibility  permits  use  of  MILONTIN 

with  Dilantin®  Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 

or  with  Dilantin  Sodium  with  Phenobarbital. 

MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100  and  1,000;  also  available 
as  MILONTIN  Suspension  (250  mg.  per  4 cc.)  in  16-ounce  bottles. 

Detailed  information  upon  request,  or  from  your  Parke-Davis  representative. 

1.  Davidson,  D.  T.,  Jr.;  Lombroso,  C.,  & Markham,  C.  H.:  New  England  ].  Med.  253:173,  1955. 

2.  Zimmerman,  E T.:  New  York  J.  Med.  55:2338,  1955. 
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Rehabilitation 

Restoration  of  Function  after  Fractures  Is  an  Important  and 
Sometimes  Neglected  Feature  of  Their  Treatment 

CHARLES  R.  ROMBOLD,  M.D.,  Wichita 


The  patient  with  a fracture  which  has  a good  end 
result  obviously  needs  no  rehabilitation.  However, 
the  patient  with  a fracture  result  which  is  less  than 
perfect  either  should  have,  maybe  should  have,  may- 
be should  not  have,  or  should  not  have  rehabilitation. 
It  is  in  the  middle  area  of  maybe,  where  all  is  neither 
white  nor  black  but  where  there  exists  a middle  band 
of  grey,  that  judgment  and  experience  must  be  exer- 
cised to  a high  degree.  Shakespeare’s  Hamlet  stated 
the  case  succinctly  when  he  analyzed  his  own  dilemma 
in  these  words: 

"To  be,  or  not  to  be,  that  is  the  question; 

Whether  it  is  nobler  in  the  mind  to  suffer 
The  slings  and  arrows  of  outrageous  fortune, 

Or  to  take  arms  against  a sea  of  troubles, 

And  by  opposing  end  them?” 

The  physician  faced  with  a poor  fracture  result  has 
as  unpleasant  a dilemma  from  which  he  must  extri- 
cate himself  as  had  young  Hamlet  of  Shakespeare's 
play.  A conscience  is  necessary  sometimes  to  have  the 
courage  to  "suffer  the  slings  and  arrows  of  outrageous 
fortune,"  and  experience  is  required  to  know  when 
one  can  with  confidence  "take  arms  against  a sea  of 
troubles."  The  decision  must  result  from  the  physi- 
cian’s knowledge  of  the  capacity  of  a body  to  rise 
above  its  difficulties,  also  from  his  experience  in  the 
evaluation  of  end  results,  and  from  his  appraisal  of 
the  cost  of  rehabilitation  in  terms  of  dollars,  pain, 
and  morale. 

An  exact  formula  cannot  be  concocted  which  would 
resolve  all  fractures  with  just  so  many  degrees  of 
angulation  to  surgical  correction  or  all  cases  of  non- 
union to  grafting,  or  painful  joints  to  fusion.  Ob- 


viously a crooked  painless  leg  would  be  of  less  mo- 
ment to  the  farmer  than  to  the  debutante ; on  the 
other  hand,  a painful  result  in  the  wrist  of  a society 
matron  would  be  of  less  moment  than  it  would  be 
to  a mechanic.  The  decision  of  the  rehabilitation  of 


The  material  presented  in  this  paper 
is  Part  I of  a four-part  series  to  be  pub- 
lished in  the  Journal.  Part  II  will  appear 
in  August,  Part  III  in  September,  and 
the  concluding  installment  in  October. 


a poor  fracture  result  must  rest  on  a knowledge  of 
what  procedures  are  available  to  improve  it  and  if 
that  improvement  is  a good  investment  of  time, 
money,  and  pain  for  the  patient. 

To  summarize,  the  various  factors  requiring  evalu- 
ation in  each  case  presenting  less  than  a perfect  frac- 
ture result  are: 

1.  Is  the  disability  either  in  function  or  appearance 
great  enough  now  or  is  there  a probability  that  it 
will  be  in  the  future  great  enough  to  warrant  efforts 
to  diminish  it? 

2.  What  rehabilitation  measures  are  available  which 
can  be  expected  to  improve  the  result? 

3.  Is  the  cost  in  time,  dollars,  and  pain  commen- 
surate with  expected  improvement? 

Now  what  complications  may  present  themselves 
in  the  course  of  the  treatment  of  a fracture  or  sub- 
sequent to  its  treatment  which  require  a physician  to 
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make  such  a decision  as  to  the  advisability  of  insti- 
tuting rehabilitation  measures? 

The  principal  complications  which  may  occur  to 
prevent  a perfect  result  in  a fracture  case  are: 

1 . Post-traumatic  dystrophy. 

2.  Delayed  union. 

3.  Nonunion. 

4.  Malunion:  Shortening,  Angulation,  Cross  Un- 

ion. 

5.  Aseptic  necrosis. 

6.  Miscellaneous. 

A.  Limited  joint  motion. 

1.  Adhesions  within  the  joint  capsule. 

2.  Adhesions  between  the  synovia-capsule 

structures  and  the  articular  surfaces. 

3.  Contractures  of  muscles  immobilized  in 

an  unphysiological  position. 

4.  Incarceration  of  muscles  in  the  healing 

process  at  the  fracture  site. 

B.  Nerve  Damage. 

1.  Direct  result  of  fracture. 

As  musculo-spiral  in  humerus. 

As  paraplegia. 

2.  Indirect  result  of  fracture. 

As  cast  pressure — lateral  peroneal. 

Tourniquet  paralysis. 

Injury  in  the  course  of  open  reduction. 

3.  Late,  as  median  neuritis  in  Colles’  fracture. 

C.  Ischemic  Contractures. 

1.  Volkmann's. 

2.  Ischemia  resulting  from  Bryant’s  traction. 

D.  Osteomyelitis. 

1.  Compound  fractures. 

2.  Secondary  to  open  reduction,  etc. 

E.  Decubiti. 

F.  Psychic. 

1.  As  fear,  pride,  inadequacy,  despondency, 

etc. 

2.  As  compensationitis. 

POST-TRAUMATIC  DYSTROPHY 

Exacerbation  of  pain  in  an  extremity  four  to  ten 
days  after  its  fracture  should  awaken  your  immediate 
and  continued  special  attention.  Like  the  alarm  clock 
demanding  your  recognition  in  the  morning,  so 
should  this  type  of  pain  demand  your  observant  care. 
Pain  recrudescence  in  a fractured  extremity,  particu- 
larly if  the  fracture  is  a Colles’  or  of  the  os  calcis, 
four  to  ten  days  after  the  accident  is  pathological. 
After  four  to  ten  days,  when  symptoms  should  be 
subsiding  in  an  extremity  fracture,  there  may  be  a 
rapid  onset  of  pain,  usually  severe,  particularly  in 
the  metacarpal  or  metatarsal  and  phalangeal  areas. 
It  is  described  as  a severe,  constant  ache ; sharp  with 
any  attempted  movement;  unrelated  to  position;  fre- 
quent burning;  causing  insomnia;  usually  requiring 
analgesics,  often  codein  or  morphine. 


On  examination  there  is  a palpable  temperature 
aberration  when  compared  to  the  opposite  extremity 
— either  warmer  or  colder;  the  digits  usually  are 
swollen;  there  may  be  duskiness  of  the  fingers  or 
toes ; and  they  are  definitely  tender  when  palpated 
and  painful  with  either  active  or  passive  movement. 
The  patient  may  become  apprehensive  and  guard  his 
extremity  with  anxiety  lest  some  one  move  it  or 
brush  against  it. 

These  findings  are  indicative  of  a post-traumatic 
dystrophy  and  require  that  you  heed  the  alarm  lest 
you  precipitate  your  patient  into  a serious,  long  con- 
valescence and  develop  a monstrous  headache  for 
yourself. 

Post-traumatic  dystrophy  should  be  recognized 
early,  the  earlier  the  better,  because  results  of  proper 
treatment  are  dramatic  and  because  failure  to  treat 
properly  is  catastrophic.  Prompt  treatment  will  give 
prompt  relief ; and  prompt  treatment  will  prevent  a 
painful,  disabling,  three-year  convalescence  with  al- 
most certainly  some  permanent  residual  disability. 
Loosening  the  cast,  anti-arthritic  medication,  physical 
therapy,  etc.,  are  ineffective  in  giving  relief  in  the 
acute  stage,  in  shortening  convalescence,  or  in  dimin- 
ishing residual  disability. 

The  only  effective  treatment  for  post-traumatic 
dystrophy  is  the  injection  of  novocaine  into  the  sym- 
pathetic plexus  supplying  the  extremity  involved. 
Prompt  injections  should  be  repeated  as  often  as  the 
symptoms  recur,  and  even  a surgical  sympathetic 
plexus  resection  should  be  considered.  Occasionally 
one  injection  is  sufficient,  but  usually  multiple  ones 
are  required  at  increasing  intervals. 

DELAYED  UNION 

Delayed  union  is  an  unusual  retardation  in  the 
healing  process  of  a fracture  beyond  that  period  when 
it  normally  would  be  considered  united.  Delayed 
union  has  a peculiar  affinity  for  specific  fracture  sites 
in  certain  bones — such  as  the  junction  of  the  lower 
and  middle  thirds  of  the  tibia,  mid  shaft  of  the 
humerus,  the  femoral  shaft,  and  the  carpal  scaphoid. 
On  the  other  hand,  fractures  through  the  neck  of 
the  humerus,  distal  metaphysis  of  the  radius,  the 
ilium,  etc.,  heal  rapidly,  solidly,  and  almost  invari- 
ably on  schedule. 

It  appears  sometimes,  to  the  more  pessimistic  frac- 
ture men,  that  some  bones  almost  refuse  to  heal  even 
with  the  best  of  treatment,  while  other  bones  heal  in 
spite  of  poor  or  no  treatment.  Delayed  union  may 
completely  disorganize  not  only  the  plans  made  by 
the  patient  for  the  future  but  also  the  prognostications 
of  the  physician.  It  is  indeed  a wise  physician  who, 
in  the  treatment  of  any  fracture,  particularly  those 
susceptible  to  nonunion,  gives  an  indefinite  date  when 
union  will  occur. 

Delayed  union  must  be  differentiated,  if  possible, 
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from  nonunion,  though  naturally  in  the  course  of  a 
nonunion  delayed  union  is  the  first  stage.  One  may 
conclude  he  is  dealing  with  a delayed  union  and  one 
which  has  not  yet  demonstrated  the  necessity  of  sur- 
gical intervention,  if  in  a fracture  there  is  clinical 
or  x-ray  evidence  of  inadequate  union  after  the  time 
has  elapsed  when  healing  normally  should  have  been 
expected  and  there  exists  in  the  x-ray: 

1.  No  eburnation  of  the  adjacent  fracture  sur- 

faces. 

2.  No  apparent  defect  in  the  bridging  callus. 

3.  No  tapering  of  the  fracture  ends. 

4.  No  progressive  widening  of  the  fracture  line. 

5.  No  plugging  of  the  medullary  canal. 

Delayed  union  may  be  caused  by: 

1.  Your  guess  is  as  good  as  mine. 

2.  Distraction  after  reduction. 

(Heavy  leg  cast  with  knee  extended) 

3.  Inadequate  immobilization. 

4.  Interposition  of  soft  tissue. 

5.  Inadequate  reduction. 

6.  Infection. 

7.  Vascular  impairment. 

8.  Pathological  status. 

9.  Metabolic  disturbance. 

Delayed  union  is  a result  of  a slowing  or  cessation 
of  the  normal  progression  of  callus  formation  about 
the  fracture  site.  Roughly  the  stages  of  fracture  heal- 
ing are  hemorrhage,  fibroplasia,  calcification,  and 
osteogenesis.  The  crux  of  the  solution  of  a delayed 
union  then  is  to  accelerate  or  initiate  the  healing  pro- 
cess at  whatever  stage  it  has  slowed  or  ceased  so  that 
it  will  complete  its  healing  cycle. 

New  hemorrhage  about  the  fracture  site  and  hyper- 
emia of  the  adjacent  contiguous  tissues  might,  by  re- 
producing the  early  stage  of  a fracture,  stimulate  a 
lagging  healing  process.  Hemorrhage  and  hyperemia 
could  follow  a rough  manipulation,  weight  bearing, 
drilling,  etc.  Occasionally  a slow  union  may  be  ac- 
celerated by  a manipulation  followed  by  rigid  im- 
mobilization. This  procedure  requires  courage  and  is 
occasionally  more  harmful  than  helpful.  On  the  other 
hand,  the  application  of  rigid  immobilization,  fol- 
lowed industriously  and  assiduously  by  function,  more 
safely  achieves  the  same  end  of  causing  increased 
hemorrhage  at  the  site  of  fracture.  Protected  weight 
bearing  has  the  additional  advantages  of  causing  hy- 
peremia in  the  adjacent  tissues  and  of  stimulating  by 
function  all  of  the  cells  of  the  part,  including  the 
osteoblasts. 

In  a delayed  union  of  a fracture  of  the  leg,  a close 
fitting,  unpadded  walking  cast  is  excellent  therapy 
as  it  not  only  results  in  new  hemorrhage  and  hyper- 
emia of  the  part  but  also  maintains  the  fragments 
impacted.  Similarly  function  frequently  can  be  insti- 
tuted with  resultant  activation  of  the  healing  process 


in  fractures  of  the  upper  extremity  by  the  application 
of  an  unpadded,  close  fitting  plastic  cast. 

Drilling  across  the  fracture  line  will  produce  new 
hemorrhage,  new  channels  for  vascularization,  and 
some  bone  fragments.  It  may  be  an  operative  pro- 
cedure of  some  value  in  the  occasional  case  of  non- 
union. However,  if  any  operative  procedure  is  insti- 
tuted to  stimulate  a delayed  union,  that  procedure 
should  be  the  one  most  likely  to  succeed  which  is, 
of  course,  bone  grafting.  Surgery  should  be  reserved 
for  the  definite  case  of  nonunion  and  rarely  is  indi- 
cated in  delayed  union.  Conservative  measures  should 
be  continued  until  all  possibility  of  success  is  ex- 
hausted, and  frequently  the  physician  will  be  pleas- 
antly surprised  by  the  efficacy  of  patience. 

There  are  other  means  of  producing  hyperemia 
about  the  fracture  such  as  diathermy,  circulatory  ex- 
ercises, vasodilator  medication,  pressure  cuff  tech- 
niques, etc.,  which  are  probably  beneficial.  However, 
function  with  protective  rigid  immobilization  is  the 
most  effective  means  of  accelerating  or  initiating  the 
lagging  fracture  healing  cycle. 

The  administration  of  calcium,  phosphorus,  vita- 
mins, and  a diet  of  spinach,  milk,  et  al.  is  an  ex- 
cellent placebo  to  occupy  the  mind,  time,  and  intestinal 
tract  of  the  slow  healer.  So  far  as  accelerating  the 
healing  of  a delayed  union  is  concerned,  it  is  useless 
except  in  cachectic  states.  The  diet  and  medication 
approach  to  a delayed  union  problem  is  wishful 
thinking  and  without  demonstrable  value.  Of  course 
there  may  be  some  incidental  general,  non-specific 
value  of  a well  rounded  diet,  and  certainly  the  pa- 
tient’s physician  cannot  be  criticized  for  having  ne- 
glected his  patient  if  chalk  and  spinach  are  admin- 
istered in  large  quantities.  The  average  patient  is  so 
imbued  with  the  necessity  of  taking  calcium  and 
vitamins  that  their  administration  should  be  con- 
sidered as  practicing  the  art  rather  than  the  science 
of  medicine.  Certainly  chalk  and  spinach  will  do  him 
no  harm  at  any  rate  and  will  satisfy  his  craving  to 
be  doing  something  specific  for  his  condition. 

How  long  should  a physician  persevere  in  the 
treatment  of  a delayed  union  before  he  concedes  the 
condition  to  be  that  of  a nonunion?  There  is  no  spe- 
cific time  limit,  and  I have  not  infrequently  seen  a 
delayed  union  finally  heal  solidly  when  two  or  three 
years  have  elapsed  after  treatment  was  terminated. 

NONUNION 

It  should  be  accepted  that  the  number  of  months 
which  have  elapsed  following  a fracture  is  not  the 
criterion  of  the  diagnosis  of  nonunion.  There  are  cer- 
tain specific  x-ray  findings  which  designate  a fracture 
to  be  a nonunion,  and  when  these  are  recognized  a 
more  certain  approach  to  the  diagnosis  may  be  estab- 
lished. Specific  x-ray  findings  which  designate  a non- 
union in  the  shaft  of  a long  bone  are,  again: 
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1.  Eburnation  of  the  adjacent  fracture  surfaces. 

2.  Apparent  defect  in  the  bridging  callus. 

3.  Tapering  of  the  fracture  ends. 

4.  Progressive  widening  of  the  fracture  site. 

5.  Plugging  of  the  medullary  canal. 

Any  one  of  these  findings  is  suggestive  of  a non- 
union, and  any  two  are  diagnostic.  After  the  diagnosis 
has  been  made,  then  the  careful  appraisal  of  the  per- 
sonal, economic,  and  social  factors  previously  men- 
tioned must  be  made  to  determine  the  avenue  of 
approach  to  the  situation.  Either  the  nonunion  must 
be  accepted  as  a permanent  condition  and  a prosthetic 
solution  offered,  or  an  attempt  made  to  cure  the  defect 
by  a surgical  approach.  Timid  procedures  such  as 
bone  drilling,  application  of  metal  plates,  or  other 
forms  of  internal  fixation,  etc.,  do  not  get  to  the 
heart  of  the  problem  and  are  an  unnecessary  multi- 
plication of  surgical  procedures. 

If  it  is  decided  that  a surgical  approach  to  the 
correction  of  a nonunion  of  a long  bone  is  to  be 
adopted,  the  method  should  be  the  most  direct,  posi- 
tive, and  certain  of  success.  That  method  is  bone 
grafting.  The  type  of  graft  is  of  some  importance, 
but  any  bone  grafting  procedure  multiplies  the  proba- 
bility of  a good  result.  Even  bone  grafting  performed 
immediately  after  the  diagnosis  of  nonunion  is  not 
invariably  successful  and  occasionally  requires  a repe- 
tition or  two  of  the  operation.  Certainly  the  earlier 
the  procedure  is  performed  the  more  probably  there 
will  be  a good  result.  Delay  in  operation  results  in 
further  eburnation  of  the  fragments  at  the  fracture 
site  requiring  greater  resections  to  get  back  to  good 
live  bone,  greater  production  of  surrounding  and 
intervening  scar  tissue,  increased  atrophy  of  muscle 
and  loss  of  tone,  increased  demineralization  of  the 
bones  with  decreased  capacity  to  retain  apparatus  for 
internal  fixation,  and  a generally  increased  apathy  to 
the  repair  response.  Therefore,  as  soon  as  a nonunion 
is  diagnosed  and  the  decision  has  been  made  to  repair 
it  surgically,  the  surgery  should  be  promptly  insti- 
tuted. 

Theoretically  the  reproduction  of  those  conditions 
which  are  most  conducive  to  the  healing  of  any  fresh 
fracture  is  the  procedure  which  most  probably  will 
heal  a nonunion.  Since  the  normal  repair  of  a frac- 
ture results  principally  from  the  production  of  anchor- 
ing and  bridging  calluses  rather  than  from  an  inter- 
vening callus,  surgical  procedures  are  directed  at  their 
production.  Scar  is  dissected  away  to  allow  fresh, 
vital,  well  vascularized  tissue  to  come  into  contact 
with  the  grafts  and  the  bone.  Frequently  in  well 
aligned  fractures  the  scar  intervening  between  the 
bone  ends  is  not  dissected  away  as  it  is  of  more  value 
as  immobilization  than  it  is  a deterrent  factor  in 
healing. 

A good  residual  hemorrhage  about  the  operative 


site  is  encouraged,  as  in  a fresh  fracture.  By  chiseling 
away  the  superficial  layers  of  the  cortex,  fresh,  active, 
alert  bone-producing  cells  are  exposed.  Grafts  com- 
posed of  cortex  plus  layers  of  cancellous  bone  are 
applied  to  these  freshly  cultivated  beds.  Maintenance 
of  close  contact  with  minimal  motion  between  the 
grafts  and  the  shafts  is  essential  because  motion  will 
break  up  newly  produced  healing  tissue.  Immobiliza- 
tion of  the  fracture  is  obligatory  and  frequently  can 
be  best  achieved  by  internal  fixation.  Application  of 
one  or  two  bone  plates  or  intramedullary  fixation  may 
be  the  stratagem  which  will  instigate  a favorable 
outcome  for  the  operator. 

As  for  the  graft  itself,  there  are  three  types,  though 
only  two  are  acceptable.  The  heterogenous  grafts  of 
cow  horn,  beef  bone,  ivory  plates,  etc.,  are  properly 
relegated  to  the  museum  show  case ; in  the  past  where 
they  were  used  they  functioned  only  as  immobilizing 
plates  and  foreign  bodies  rather  than  possessing  any 
osteogenetic  value. 

Almost  without  exception  orthopedic  surgeons  now 
employ  human  bone  grafts  and  prefer  autogenous 
grafts  freshly  removed.  Homogenous  grafts,  particu- 
larly since  their  easy  availability  from  bone  banks  has 
been  established,  are  on  occasion  of  inestimable  value 
in  the  treatment  of  nonunions.  The  bone  bank  may 
be  the  source  of  grafts  of  proper  magnitude  or  shape 
not  available  from  the  patient  at  the  time  of  opera- 
tion. However,  there  is  a considerable  difference  of 
opinion  among  recognized  authorities  as  to  the  efficacy 
of  homogenous  grafts  in  the  treatment  of  nonunion 
when  compared  to  autogenous  grafts.  Probably  the 
burden  of  proof  lies  with  those  who  claim  homoge- 
nous grafts  are  equal  or  superior  to  autogenous.  My 
personal  opinion  is  that  fresh  autogenous  grafts  are 
definitely  more  efficacious  than  homogenous  grafts 
and  offer  every  advantage  of  homogenous  grafts,  with 
some  additional  advantages  not  offered  by  homoge- 
nous grafts. 

When  considering  what  type  of  graft  to  use  there 
is  no  question  but  that  cancellous  bone  offers  osteo- 
genetic advantages  cortical  bone  does  not  possess. 
Cancellous  bone  is  rich  in  endosteal  cells  which,  are 
those  most  likely  to  survive  and  which  have  great 
osteogenetic  potential.  Also,  cancellous  bone  grafts 
offer  myriads  of  channels  for  invasion  of  capillaries 
from  the  host,  while  cortical  bone  is  sparsely  equipped 
with  areas  for  this  essential  vascular  invasion.  This 
lack  of  vulnerability  to  vascular  invasion  retards  the 
early,  rapid  conversion  of  the  cortical  graft  to  vital 
bone. 

Another  factor  which  works  against  the  efficacy  of 
the  cortical  graft  is  the  means  by  which  it  is  ordi- 
narily secured.  Cortical  grafts  are  usually  cut  by  a 
rapidly  revolving  saw  which  produces  so  much  heat 
in  its  action  that  it  not  only  kills  the  cells  for  a con- 
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siderable  distance  on  each  side  of  the  cut  but  effective- 
ly blocks  the  few  channels  available  for  cellular  in- 
vasion by  coagulating  the  proteins  within  them.  These 
coagulated  proteins  must  be  absorbed  before  these 
channels  are  available  for  capillary  invasion. 

On  the  other  hand,  cancellous  bone  is  ordinarily 
obtained  by  chisel  or  curet ; thus  the  tissue  damage  is 
minimal,  and  when  these  grafts  are  placed  in  the  host 
bed  they  carry  many  live  cells  eager  to  unite  with 
those  of  the  host.  Cancellous  grafts  can  be  obtained 
easily  from  the  ilium. 

In  our  practice,  because  of  their  actual  statistical  as 
well  as  theoretical  superiority,  we  have  almost  com- 
pletely discarded  cortical  grafts  and  now  use  only  can- 
cellous grafts  in  the  treatment  of  nonunion.  The  thin 
cortex  of  the  ilium  functions  as  the  vehicle  which 
transports  the  osteogenetic  cancellous  bone  on  its 
under  surface.  The  cortex  also  gives  body  and  firmness 
to  the  graft  which  facilitates  its  handling;  and  it 
offers  a firm  surface  through  which  coapting  force  can 
be  applied  to  the  graft.  The  thickness  of  the  cancel- 
lous graft  can  be  varied  to  accommodate  the  require- 
ments of  the  operation.  The  conditions  we  attempt  to 


Purpura 
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ROBERT  P.  NORRIS,  M.D.,  W ichita 

INTRODUCTION 

Thrombocytopenic  purpura  has  long  been  an  in- 
teresting and  confusing  disease.  For  many  years  dis- 
cussions have  included  the  lack  of  correlation  between 
the  apparent  bleeding  tendency  in  thrombocytopenic 
purpura  and  the  numerical  platelet  level  in  the  periph- 
eral blood.  There  is  quite  frequently  a discrepancy  in 
these  two  features  of  the  disease,  so  there  is  not  a 
direct  quantitative  platelet  deficit. 

Some  observations1  since  the  advent  of  the  use  of 
corticotrophin  and  cortisone  in  the  treatment  of  these 
disorders  stimulate  further  interest  in  whether  these 
compounds  may  alter  the  apparent  hemorrhagic  tend- 
ency without  altering  the  numerical  platelet  count. 
The  purpose  of  this  report  is  not  to  present  any  par- 
ticular new  views  but  to  call  attention  to  some  of  the 
interesting  work  in  this  field  and  to  relate  our  experi- 
ence in  treating  this  disease  with  corticotrophin  and 
cortisone. 
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secure  in  the  bone  grafting  of  a nonunion  of  a long 
bone  are: 

Adequate  alignment  and  contact. 

Strong  internal  fixation. 

Good  fresh  host  bed. 

Firm  contact  of  cancellous  grafts. 

Apposition  of  well  vascularized  soft  tissue  to 
the  grafts. 

When  these  conditions  are  met,  there  is  a high 
percentage  of  good  results  in  bone  grafting  cases  of 
nonunion. 

There  are  occasional  situations  where  nonunion  is 
of  little  moment  and  may  be  of  so  little  significance 
that  it  does  not  invite  surgical  correction.  Occasionally 
nonunions  of  the  fibular  shaft,  clavicle,  metacarpal, 
phalanx,  olecranon,  patella,  humerus,  and  ulna  can 
be  accepted  as  either  symptomless  or  insignificantly 
disabling.  The  mere  presence  of  a nonunion  does  not 
imply  the  necessity  of  treatment.  The  decision  of  "to 
do  or  not  to  do"  must  be  based  on  the  factors  pre- 
viously predicated  in  the  introduction. 

The  Wichita  Clinic 
3244  East  Douglas 
Wichita  8,  Kansas 


e Observations  on  the  Clinical  Aspects 
of  Thrombocytopenic  Purpura 

Among  the  various  theories  on  the  mechanism  of 
production  of  thrombocytopenia,  the  intimate  rela- 
tionship of  the  spleen  has  long  been  recognized.  Kaz- 
nelson2  suggested  that  there  was  a thrombocytolytic 
effect  manifest  through  a splenic  mechanism.  Wise- 
man, Doan,  and  Wilson3  proposed  the  theory  of  se- 
questration of  platelets  in  the  spleen  or  in  accessory 
splenic  tissue.  Tidy4  blamed  a vascular  endothelial 


Cortisone  and  related  compounds 
have  been  used  extensively  in  hemato- 
logic diseases  including  idiopathic  throm- 
bocytopenic purpura.  A double  defect  of 
vascular  fragility  and  numerical  platelet 
deficiency  has  long  been  noted.  Experi- 
ences with  the  favorable  effect  of  corti- 
sone on  the  first  of  these  two  defects, 
with  little  effect  on  the  latter,  is  dis- 
cussed. Prior  theories  regarding  cause 
and  mechanisms  in  this  disease  are  pre- 
sented. 
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defect,  stating  that  the  platelets  "leak  out,”  or  are 
utilized  in  sealing  leaks  in  the  endothelium.  Robson5 
suggests  that  a splenic  factor  might  alter  platelet  pro- 
duction and  capillary  endothelium  also. 

In  1951,  Evans  et  al.6  pointed  out  that  idiopathic 
thrombocytopenic  purpura  was  probably  due  to  an 
immune  mechanism  similar  to  that  of  acquired  hemo- 
lytic anemia.  They  called  attention  to  the  fact  that 
these  two  conditions  frequently  occur  in  the  same 
individual  and  that  both  of  them  might  spontaneously 
undergo  remission.  Both  apparently  are  amenable  to 
splenectomy  in  some  cases.  Evans  felt  that  this  simi- 
larity was  probably  explained  by  antigen-antibody 
mechanisms  rather  than  by  the  theory  that  splenec- 
tomy removed  the  "slaughter  house”  of  the  cellular 
elements.  He  also  suggested  new  terms  for  these  dis- 
eases, namely  "immunohemolytic  anemia,”  "immuno- 
thrombocytopenic  purpura,”  and  "immunopancyto- 
penia.” 

The  work  of  Herrington  et  al.7  and  Sprague  et  al.8 
in  the  demonstration  of  a thrombocytopenic  factor 
in  the  blood  of  patients  with  thrombocytopenic  pur- 
pura is  now  well  documented.  They  demonstrated 
that  a potent  circulating  thrombocytopenic  factor  was 
important  in  platelet  reduction  in  many  cases  of  idio- 
pathic thrombocytopenic  purpura.  They  also  pointed 
out  similarities  in  the  apparent  pathogenesis  of  ac- 
quired hemolytic  anemia  and  idiopathic  thrombocyto- 
penic purpura. 

Stefanini  et  al.9  still  mention  Dameshek’s  view  that 
the  spleen  exerts  a humoral  effect  on  platelets  and 
megakaryocytes.  A large  amount  of  work  has  been 
done  in  the  field  of  immuno-hematology  in  an  effort 
to  make  more  clear  the  views  in  these  various  dis- 
orders. 

One  feature,  still  unexplained,  is  the  apparent 
double  defect  of  vascular  fragility  and  numerical  de- 
ficiency of  platelets.  Stefanini  and  Dameshek1  state 
that  increased  capillary  fragility  and  increased  bleed- 
ing time  suggest  direct  damage  to  the  capillary  wall 
in  many  cases.  Bleeding  may  stop  spontaneously  al- 
though platelets  may  remain  low  in  numbers.  They 
relate  that  "several  workers  have  shown”  that  ACTH 
and  cortisone  alter  idiopathic  thrombocytopenic  pur- 
pura by  influencing  the  vascular  defect  more  than 
platelet  production. 

Robson  and  Duthie5  reported  prompt  increase  of 
capillary  and  vascular  resistance  following  ACTH  in 
two  cases  of  idiopathic  thrombocytopenic  purpura. 
The  platelet  rise  was  small  and  delayed.  Green  et  al.10 
reported  irregular  correction  of  platelet  numerical 
deficit  but  regular  improvement  of  vascular  fragility 
following  the  use  of  ACTH.  This  has  been  our  ex- 
perience. 

The  finding  of  inactive  megakaryocytes  in  the  mar- 
row of  idiopathic  thrombocytopenic  purpura  has  been 


a problem  to  explain.  It  would  seem  reasonable  that 
the  megakaryocyte,  with  its  cytoplasmic  projections, 
is  antigenically  identical  to  the  platelet,  and  the  pro- 
jections may  be  "agglutinated-off”  by  circulating  anti- 
body. The  capillary  endothelium,  or  whatever  is  re- 
sponsible for  its  integrity,  might  also  be  involved 
with  some  antigenic  mechanism. 

Ackroyd’s  work11'  12’  13  with  Sedormid  purpura 
mechanisms  is  interesting  in  this  regard.  He  demon- 
strated that  Sedormid  activates  a thrombocytolytic 
mechanism  in  the  plasma  of  sensitive  patients.  Sedor- 
mid did  not  destroy  normal  platelets,  or  platelets  of 
a sensitive  person,  if  they  were  suspended  in  normal 
plasma ; it  destroyed  both  groups  of  platelets  when 
added  to  suspensions  of  them  in  plasma  of  a sensitive 
patient.  Sedormid  placed  on  the  skin  of  a sensitive 
person  causes  localized  capillary  fragility  as  evidenced 
by  localized  occurrence  of  petechiae.  Ackroyd  suggests 
that  the  capillary  lesion  of  Sedormid  purpura  could 
be  due  to  the  same  lytic  mechanism  acting  on  capillary 
endothelium  on  a systemic  basis. 

CASE  1 

A 5 5 -year-old  female  gave  a 30-year  history  of 
intermittent  bleeding  tendency  manifest  by  bleeding 
from  the  gums  and  kidneys,  with  petechiae  and  ec- 
chymoses.  She  had  had  many  spontaneous  remissions. 
In  the  past  three  years  she  has  had  numerous  courses 
of  cortisone  (100  to  200  mgms.  per  day  in  divided 
doses)  with  prompt  regression  of  clinical  bleeding 
tendency,  but  with  very  poor  platelet  numerical  re- 
sponse. Splenectomy  has  been  repeatedly  advised  but 
declined  by  the  patient. 

CASE  2 

A 44-year-old  female  four  years  previously  had  had 
a period  of  spontaneous  bruising  which  cleared  with- 
out therapy.  She  had  previously  been  treated  with 
"gold  injections”  for  a six-month  period.  In  1954 
she  had  a hysterectomy  for  relief  of  menorrhagia 
caused  by  uterine  fibroids.  In  the  postoperative  period 
she  developed  a large  pelvic  hematoma.  Her  platelets 
were  approximately  10,000  per  cubic  millimeter  early 
in  1955.  Bone  marrow  aspiration  revealed  normal 
numbers  of  megakaryocytes  with  little  granularity 
and  no  platelet  production.  Gold  toxicity  was  ex- 
cluded by  the  presence  of  megakaryocytes  and  the 
normal  appearance  of  other  marrow  elements. 

She  was  treated  with  cortisone,  100  to  200  mgms. 
per  day  in  divided  doses,  and  the  bruising  tendency 
cleared  promptly,  as  did  the  Rumpel-Leede  test.  After 
five  months  on  maintenance  therapy  of  approximately 
75  mgm.  of  cortisone  daily,  the  platelet  count  had 
still  failed  to  rise  above  the  peak  level  of  32,000  per 
cubic  millimeter. 
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CASE  3 

A 57-year-old  female  had  onset  in  October  1953 
of  a bruising  tendency  with  petechiae,  hemoptysis, 
and  gross  hematuria.  Platelets  were  rare  on  stained 
blood  films,  and  platelet  counts  varied  between  2,000 
and  17,000  per  cubic  millimeter.  Cortisone,  100  mgms. 
per  day  brought  a prompt  cessation  of  bleeding  and 
reversed  the  Rumpel-Leede  test  from  positive  to  nega- 
tive. When  the  dosage  was  reduced  or  omitted,  the 
patient  relapsed.  Relapses  occurred  four  times  in  the 
following  16  months.  The  highest  platelet  count  at 
any  time  has  been  30,000  per  cubic  millimeter.  Splen- 
ectomy has  been  advised  but  declined,  as  the  patient 
feels  reassured  by  her  consistent  response  to  cortisone. 

case  4 

A 58-year-old  female  had  bruises  and  petechiae  17 
years  ago  with  a spontaneous  remission.  Recent  re- 
currence had  been  noted.  Cortisone,  100  to  200  mgm. 
per  day,  resulted  in  prompt  clearing  of  bruises  and 
petechiae.  Platelets  failed  to  raise  above  58,000  per 
cubic  millimeter  in  a seven-day  observation  period. 

In  none  of  these  cases  was  there  actually  a good 
platelet  response.  Perhaps  the  dosage  of  cortisone 
should  have  been  higher,  but,  disregarding  this  fac- 
tor, it  was  apparent  that  the  capillary  fragility  was 
favorably  influenced  by  this  dosage.  It  is  contemplated 
that  higher  dosage  will  be  employed  in  some  future 
cases  in  an  effort  to  evaluate  the  dosage  factor. 

CASE  5 

A 10-year-old  male  gave  a one-day  history  of  pete- 
chiae and  acute  bleeding  symptoms.  His  platelets 
numbered  6,000.  He  was  in  the  hospital  for  15  days, 
receiving  cortisone,  50  to  100  mgm.,  daily.  Bleeding 
manifestations  subsided  promptly,  and  he  was  sent 
home  on  a 50  mgm.  maintenance  dosage  with  a plate- 
let count  of  192,000.  Cortisone  was  gradually  re- 
duced to  25  mgm.  per  day  in  divided  dosage,  and 
after  one  month  at  home  on  this  dosage  the  petechiae 
reappeared.  The  platelet  count  was  found  to  be 

30.000  at  that  time.  After  another  month  on  increased 
dosage,  the  dosage  was  again  reduced  and  the  plate- 
lets fell  to  60,000  but  bleeding  symptoms  did  not 
recur. 

No  further  cortisone  was  given  after  that  time.  One 
year  after  the  acute  illness  the  platelet  count  was 

162.000  per  cubic  millimeter,  and  the  patient  has  no 
clinical  signs  of  bleeding. 

This  latter  case  represents  one  of  a few  in  our  ex- 
perience in  which  platelets  would  rise  as  well  and  as 
promptly  as  the  bleeding  tendency  decreased.  It  would 
appear  that  the  platelet  count  and  bleeding  could  al- 
most be  "titrated''  by  the  use  of  steroid  therapy.  This 
has  been  our  experience  in  a case  of  acquired  hemo- 


lytic anemia,  where  the  patient’s  erythrocyte  count 
and  hemoglobin,  as  well  as  the  reticulocyte  count, 
could  be  directly  and  constantly  influenced  by  raising 
or  lowering  cortisone  dosage.  These  observations  tend 
to  support  the  belief  that  cortisone  alters  an  antigen- 
antibody  type  of  reaction.  The  fact  that  some  patients 
remain  well  as  cortisone  is  withdrawn  might  be  due 
to  removal  of  the  antigenic  stimulus  or  the  antibody 
response  in  some  unknown  manner.  The  double  de- 
fect in  idiopathic  thrombocytopenic  purpura  remains 
unexplained. 

BIBLIOGRAPHY 

1.  Stefanini,  Mario,  and  Dameshek,  William:  Idiopathic 
thrombocytopenic  purpura,  a challenge.  Lancet  2:209-212 
(Aug.  1)  1953. 

2.  Kaznelsen,  P.,  quoted  by  Stefanini,  et  al.  9- 

3.  Wiseman,  B.  K. ; Doan,  C.  A.,  and  Wilson,  S.  J.:  The 
present  status  of  thrombocytopenic  purpura,  J.A.M.A. 
115:8-11,  1940. 

4.  Tidy,  A.  L.,  quoted  by  Stefanini,  et  al.  9. 

5.  Robson,  H.  N.,  and  Duthie,  J.  J.  R.:  Capillary  re- 
sistance and  adreno-cortical  activity,  British  Medical  Journal, 
page  971  (Oct.  28)  1950. 

6.  Evans,  R.  S.;  Fakahashi,  K.;  Duane,  R.;  Payne,  R., 
and  Liu,  C.:  Primary  thrombocytopenic  purpura  and  ac- 
quired hemolytic  anemia,  Archives  of  Internal  Medicine 
87:48,  1951. 

7.  Harrington,  W.  J. ; Minnich,  V.;  Hollingsworth,  J.  W., 
and  Moore,  C.  V.:  Demonstration  of  a thrombocytopenic 
factor  in  the  blood  of  patients  with  thrombocytopenic  pur- 
pura, J.  Lab.  and  Clinical  Med.  38:1,  1951. 

8.  Sprague,  C.  C. ; Harrington,  W.  J.;  Lange,  R.  D.,  and 
Shapleigh,  J.  B.:  Platelet  transfusions  and  the  pathogenesis 
of  idiopathic  thrombocytopenic  purpura,  J.A.M.A.  150:1193, 
1952. 

9.  Stefanini,  M. ; Chatterjea,  J.  B.  ; Dameshek,  Wm.; 
Zannos,  L.,  and  Santiago,  E.  P.:  The  effect  of  transfusion  of 
platelet-rich  polycythemic  blood  on  the  platelets  and  hemo- 
static function  in  "idiopathic”  and  "secondary"  thrombo- 
cytopenic purpura,  Blood  7:53,  1952. 

10.  Green,  R.  W. ; Faloon,  W.  W.,  and  Lozner,  E.  L.: 
The  use  of  ACTH  in  preparing  patients  with  idiopathic 
thrombocytopenic  purpura  for  surgery,  Amer.  J.  Med.  Sci- 
ence 226:203,  1953. 

11.  Ackroyd,  J.  F. : The  mechanism  of  the  reduction  of 
clot  retraction  by  Sedormid  in  the  blood  of  patients  who 
have  recovered  from  Sedormid  purpura.  Clinical  Science 
8:235,  1949. 

12.  Ackroyd,  J.  F.:  The  cause  of  thrombocytopenia  in 
Sedormid  purpura.  Ibid. 

13.  Ackroyd,  J.  F.:  The  role  of  complement  in  Sedormid 
purpura,  Clinical  Science  10:185,  1951. 

ADDITIONAL  REFERENCES 

1.  Belber,  J.  P.  ; Davis,  A.  E.,  and  Epstein,  E.  H.:  Throm- 
bocytopenic purpura  associated  with  cat-scratch  disease,  Ar- 
chives of  Internal  Medicine  94:321,  1954. 

2.  Brush,  B.  E.;  Monto,  R.  W. ; Abraham,  J. ; Gordon, 
E.  J.,  and  Calder,  J.  R. : Use  of  cortisone  in  thrombocyto- 
penic purpura — preoperative  and  postoperative  manage- 
ment of  patients,  Archives  of  Surgery  68:787,  1954. 

3.  Faloon,  W.  W. ; Greene,  R.  W.,  and  Lozner,  E.  L.: 
The  hemostatic  defect  in  thrombocytopenia  as  studied  by 
the  use  of  ACTH  and  cortisone,  Am.  Journal  of  Med.  13:12, 
1952. 

4.  Lozner,  E.  L.:  Differential  diagnosis,  pathogenesis  and 
treatment  of  the  thrombocytopenic  purpuras,  Am.  J.  of  Med. 
14:459,  1953. 


410 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


5.  Mustard,  R.  L.,  and  Chandler,  Ed.  M.:  Accessory 
spleens  in  idiopathic  thrombocytopenic  purpura,  Surgery 
34:101-103,  1954. 

6.  Wilson,  S.  J.,  and  Eisemann,  G.:  The  effect  of  corti- 
cotrophin  (ACTH)  and  cortisone  in  idiopathic  thrombo- 
cytopenic purpura.  Am.  J.  of  Med.  13:21,  1952. 

7.  Wilson,  S.  J. ; Eisemann,  G.,  and  Chance,  J.  H.:  The 


effect  of  the  thrombocytopenic  factor  of  idiopathic  throm- 
bocytopenic purpura  on  platelet  levels  as  measured  by  direct 
and  indirect  methods,  J.  of  Lab.  and  Clin.  Med.  40:498, 
1952. 

8.  Zarafonetis,  C. ; Steiger,  Wm.,  and  Cary,  S.:  Idiopathic 
thrombocytopenic  purpura,  Am.  J.  of  Med.  Sc.  228:1  (July) 
1954. 


Alseroxylon 

A Study  of  the  Psychological  Effects  of  the  Drug 

WILLIAM  T.  WRIGHT,  JR.,  M.S.,  CHARLES  POKORNY,  M.D., 
and  THOMAS  L.  FOSTER,  M.D.,  Halstead 


During  the  past  18  months  we  have  noticed  con- 
siderable improvement  in  the  feeling  of  well  being 
of  patients  treated  for  hypertension  with  Rauwolfia 
serpentina  (Rauwiloid* *)  long  before  there  was  any 
change  in  blood  pressure.  The  following  study  was 
set  up,  using  patients  of  a young  age  group,  because 
we  felt  they  would  benefit  from  the  drug. 

We  were  interested  in  determining  if  there  was 
any  contraindication  which  could  be  decided  by  psy- 
chological tests  in  the  use  of  this  drug.  For  example: 
Was  anxiety  actually  diminished  in  these  patients? 
Were  there  any  adverse  effects  on  judgment,  or  on 
the  patient’s  efficiency  on  the  job?  If  so,  what  were 
the  changes  that  did  occur?  In  order  to  answer  these 
questions  the  study  was  set  up.  Nine  patients  from  a 
general  clinic  were  selected  for  psychometric  study 
before  and  after  administration  of  Rauwiloid. 

PATIENTS  IN  STUDY 

Case  1,  a white  male  37  years  old,  was  admitted 
because  of  bronchial  asthma.  Blood  pressure  was 
124/80.  Rhonchi  were  heard  throughout  lung  fields. 
Because  of  severe  anxiety,  the  patient  was  placed  in 
the  pilot  study.  After  30  days  of  therapy  the  patient’s 
symptoms  had  improved. 

Case  2,  a white  male  48  years  of  age,  was  admitted 
to  the  hospital  for  hypertension  and  arteriosclerotic 
heart  disease.  Blood  pressure  was  176/110.  He  was 
known  to  have  had  elevated  blood  pressure  since 
1946.  An  electrocardiogram  showed  left  bundle 
branch  block.  Because  of  his  anxiety  over  his  heart, 
this  patient  was  placed  in  the  pilot  study.  After  30 
days  his  blood  pressure  was  150/80,  but  the  symp- 
toms were  only  questionably  improved. 

Mr.  Wright  is  a clinical  psychologist  on  the  Neuropsychi- 
atric Service,  Dr.  Pokorny  is  from  the  Department  of  In- 
ternal Medicine,  and  Dr.  Foster  is  chief  of  the  Neuropsy- 
chiatric Department,  Hertzler  Research  Foundation,  Hal- 
stead Hospital,  and  Hertzler  Clinic,  Halstead. 

* Supplied  by  Riker  Laboratories,  Los  Angeles. 


Case  3,  a white  male  31  years  old,  was  admitted 
to  the  hospital  with  a history  of  blood  pressure  being 
elevated  during  excitement  since  the  age  of  13.  Ini- 
tial blood  pressure  was  142/86.  He  was  placed  in 
the  pilot  study  because  of  the  history  of  labile  hy- 
pertension. After  30  days,  this  patient  stated  he  felt 
more  relaxed,  was  not  so  excitable,  and  his  symp- 
toms were  improved. 

Case  4,  a white  male  29  years  old,  was  admitted 
to  the  hospital  with  a history  of  bronchial  asthma. 
Because  of  anxiety  manifest  by  indigestion  and  fa- 
tigue, the  patient  was  placed  in  the  pilot  study.  After 
30  days  the  patient’s  indigestion  was  improved  and 
there  was  less  fatigue. 

Case  5,  a white  male  39  years  old,  was  admitted 
to  the  hospital  because  of  acute  chest  pain  and  epi- 
sodes of  shortness  of  breath  with  chest  distress.  Blood 
pressure  was  134/74.  He  was  submitted  for  pilot 
study  because  of  marked  anxiety,  manifested  by  hyper- 
ventilation. After  30  days  he  felt  improved.  There 
was  much  less  anxiety. 

Case  6,  a white  male  34  years  old,  was  admitted 
to  the  hospital  because  of  indigestion  and  tachycardia. 
Chronic  duodenal  ulcer  and  mild  elevation  of  sys- 
tolic pressure  to  156/86  were  found.  The  patient 
complained  of  nervousness  and  insomnia.  After  30 
days  on  therapy  his  symptoms  seemed  improved. 

Case  7,  a white  female  32  years  old,  was  admitted 
to  the  hospital  because  of  shortness  of  breath  and 
cardiac  irregularity.  The  findings  were  premature 
ventricular  contractions  and  anxiety  manifested  by  hy- 
perventilation. After  30  days  on  Rauwiloid  there  was 
marked  improvement  of  symptoms. 

Case  8,  a white  male  20  years  old,  had  been  fol- 
lowed in  the  outpatient  clinic  by  the  local  physician 
for  18  months.  He  had  dyspnea,  chest  pains,  and 
tachycardia  on  exertion.  Blood  pressure  readings 
varied  from  120/80  to  190/100.  He  was  working 
and  living  under  stress.  He  was  symptomatically  im- 
proved after  30  days. 
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Case  9,  a colored  male  25  years  old,  was  admitted 
to  the  hospital  because  of  borderline  hypertension  and 
pain  through  the  chest  and  back.  Blood  pressure  was 
150/90,  and  he  gave  a history  of  elevated  blood 
pressure  for  the  preceding  seven  years.  He  was  placed 
in  the  study  because  of  mild  hypertension.  After  30 
days  there  was  no  improvement  of  symptoms. 

TESTS  EMPLOYED 

The  test  battery  included  the  Wechsler-Bellevue 
forms  I and  II,  Rorschach  Ink  Blot  Test,  and  the 
Reaction  Time  Test.  Comparison  of  the  results  in 
this  battery  of  tests  given  before  and  after  30  days 
administration  of  Rauwiloid,  2 mg.  given  three  times 
daily,  permits,  within  the  limitations  imposed  by  the 
small  number  of  patients,  the  psychological  tests  used, 
and  the  experimental  design,  several  inferences  to 
be  made  regarding  the  effects  of  this  drug. 

RESULTS  OF  TESTS 

Effects  revealed  in  the  area  of  intellectual  function- 
ing are  as  follows:  All  nine  patients  included  in  the 
experimental  group  showed  an  average  gain  of  17 
per  cent  in  efficiency  of  recall.  Six  of  the  nine  sub- 
jects included  showed  an  average  improvement  of 
efficiency  in  judgment  and  comprehension  of  10  per 
cent,  while  three  of  the  subjects  manifested  an  av- 
erage of  8 per  cent  loss  in  efficiency  of  this  function. 

Four  of  the  nine  subjects  reflected  an  average  im- 
provement in  efficiency  of  attention  of  12  per  cent, 
while  three  subjects  suffered  a loss  in  efficiency  av- 
eraging 8 per  cent,  and  two  subjects  showed  no 
change. 

Six  of  the  nine  subjects  exhibited  an  average  gain 
of  efficiency  in  concentration  of  14  per  cent,  while 
three  of  the  subjects  showed  an  average  loss  of  18 
per  cent  in  efficiency. 

Seven  of  the  nine  subjects  manifested  an  average 
improvement  in  efficiency  of  thinking  in  abstract 
terms  of  14  per  cent,  while  two  suffered  a loss  of 
efficiency  in  this  area  averaging  14  per  cent. 

Eight  of  the  subjects  demonstrated  an  average  im- 
provement in  social  adjustment  and  planning  of  22 
per  cent,  with  one  patient  showing  a loss  of  8 per 
cent  in  this  adjustment. 

Seven  of  the  nine  subjects  demonstrated  an  average 
improvement  in  social  adjustment  and  planning  of  22 
per  cent,  with  one  patient  showing  a loss  of  8 per 
cent. 

Seven  of  the  nine  subjects  manifested  an  increase 
in  alertness  to  surroundings  averaging  10  per  cent, 
while  two  of  the  subjects  demonstrated  an  average 
of  10  per  cent  loss  in  this  area. 

All  nine  of  the  subjects  manifested  an  average 
gain  in  efficiency  of  achievement  on  visual-motor  tests 
of  a reproductive  type  of  11  per  cent.  Eight  subjects 


reflected  an  average  gain  in  efficiency  of  achievement 
on  visual-motor  tests  of  a productive  type  of  10  per 
cent,  with  one  subject  suffering  a loss  of  1 per  cent 
in  this  type  of  activity. 

Five  achieved  an  average  increase  in  efficiency  of 
learning  new  material  and  psychomotor  speed  of  6 
per  cent,  while  four  suffered  an  average  of  3 per 
cent  loss  in  such  activity. 

Six  subjects  showed  a statistically  significant  gain 
in  verbal  I.Q.  of  3.67  points,  while  two  of  the  sub- 
jects suffered  a loss  averaging  7 points.  One  subject 
showed  no  significant  change.  All  nine  of  the  sub- 
jects achieved  an  average  gain  in  performance  scale 
I.Q.  of  7 points  that  was  statistically  significant. 
Seven  of  the  nine  subjects  demonstrated  an  average 
gain  in  Full-Scale  I.Q.  of  5 points,  while  one  suffered 
a loss  in  total  Full-Scale  I.Q.  of  5 points  and  one 
showed  no  significant  change. 

Results  of  the  Reaction  Time  Test  reveal  that  none 
of  the  nine  subjects  suffered  increased  reaction  time, 
and  only  two  of  the  subjects  demonstrated  statistically 
significant  improvement  in  reaction  time. 

Examination  of  personality  and  emotional  organi- 
zation reveals  that  although  minor  changes  were 
rarely  found  in  the  various  facets  of  emotional  organi- 
zation and  personality  structure  of  the  nine  subjects, 
significant  and  marked  reduction  in  anxiety  resulted 
in  all  nine  cases.  One  of  the  nine  was  diagnosed  as 
having  a schizoid  personality  disorder  (without  clas- 
sical symptoms  of  delusions  and  hallucinations).  Psy- 
chological examination  revealed  that  although  signifi- 
cant reduction  in  anxiety  occurred  after  he  was  on 
this  medication,  the  malignant  process  of  schizoid 
disorganization  continued  to  progress. 

Examination  of  possible  changes  in  degree  and 
mode  of  control  with  which  the  subject  tries  to  regu- 
late his  emotional  experiences  and  reactions  revealed 
that  four  of  the  nine  demonstrated  some  improve- 
ment in  this  area,  three  showed  no  change,  and  two 
became  more  inefficient.  In  most  cases  demonstrating 
improvement,  such  improvement  consisted  either  of 
"letting  up"  on  over-control  or  constrictive  control 
over  emotional  life,  making  way  for  a wider  range 
and  greater  depth  of  emotional  experience,  or  by 
more  efficient  control  over  impulsiveness.  Those  with 
impairment  showed  a noticeable  increase  in  over- 
control in  one  instance  and  an  increase  in  impulsive- 
ness in  the  other. 

Examination  for  changes  in  responsiveness  to  ex- 
ternal emotional  stimuli  and  promptings  from  within 
reflects  that  three  of  the  nine  manifested  improve- 
ment in  this  area,  five  showed  no  change,  and  one 
became  more  inefficient.  Those  showing  improvement 
did  so  by  consequently  exercising  more  effective  and 
less  strenuous  control  over  emotional  life,  making 
way  for  broader  emotional  experiences  which  were 
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at  the  same  time  within  conventional  limits.  They 
were  also  able  to  accept  their  inner  impulses  to  a 
much  greater  degree. 

Examination  for  possible  changes  in  mental  ap- 
proach to  given  problems  and  situations  reveals  that 
in  six  of  the  nine  there  was  noticeable  improvement 
in  efficiency  in  this  area;  two  showed  no  change,  and 
one  showed  increased  impairment.  Those  patients 
whose  efficiency  increased  demonstrated  more  efficient 
use  of  their  capacity  for  analyzing  a situation  into  its 
parts  and  in  integrating  the  parts  into  a meaningful 
whole.  Patients  showing  impairment  or  no  change 
exhibited  an  increase  or  persistence  in  their  tendency 
to  perceive  problems  either  in  terms  of  vague  gener- 
alities or  to  be  over-meticulous,  seeing  small,  insignifi- 
cant details  but  missing  the  over-all  or  total  signifi- 
cance of  the  problem. 

Examination  for  possible  changes  in  creative  and 
imaginative  capacities  reflects  that  two  of  the  nine 
manifested  improvement  in  this  area.  Such  improve- 
ment appeared  to  result  from  reduced  anxiety  and 
conflict,  which  allowed  for  more  energy  to  be  turned 
in  this  direction.  Clinically  such  improvement  might 
be  revealed  through  more  initiative  and  originality 
in  the  various  aspects  of  living.  The  other  subjects 
showed  no  significant  change. 

Examination  for  possible  changes  in  the  type  of  de- 
fense mechanism  relied  upon  reveals  that  none  of 
the  nine  showed  significant  change. 

It  is  interesting  to  note  that  eight  of  the  nine  were 
relying  essentially  upon  various  psychoneurotic  mecha- 
nisms of  defense  in  varying  degrees  from  the  psycho- 
neurotic to  the  so-called  normal.  Of  these  eight  pa- 
tients, four  relied  less  heavily  upon  their  defenses 
in  reaction  to  decreased  anxiety.  The  other  four  of 
the  eight  showed  no  change  in  degree  of  reliance 
upon  these  defenses  and  represented  those  classed  as 
bordering  upon  or  well  within  the  psychoneurotic 
adjustments.  The  one  remaining  patient  showed  an 
increase  in  reliance  upon  his  chief  defense  mecha- 
nisms, and  it  was  noted  that  this  patient's  adjust- 
ment was  diagnosed  as  a schizoid  personality  disorder 
(without  classical  symptoms  of  delusions  or  halluci- 
nations), i.e.,  this  patient  continued  to  go  down-hill 
in  his  adjustment  in  spite  of  the  fact  that  he  experi- 
enced less  discomfort  from  anxiety. 

Evaluation  of  test  data  for  those  signs  usually 
found  in  cases  of  intracranial  damage,  organic  change, 
and  postoperative  lobotomy  cases  was  negative  in  all 
cases. 

CONCLUSIONS  AND  DISCUSSION 

It  may  be  inferred  within  the  limits  of  this  study 
that  most  patients  placed  on  Rauwiloid,  2 mg.  given 
three  times  daily  for  a 30-day  period,  achieved  a 
marked  reduction  of  anxiety.  Further,  that  such  relief 
from  anxiety  resulted  in  generally  increased  intellec- 


tual and  psychomotor  efficiency  with  a few  exceptions. 
No  adverse  effects  resulted  in  any  of  the  psychological 
aspects  or  in  reaction-time  that  could  be  attributed  to 
the  effects  of  Rauwiloid.  Psychological  examination 
for  organic  changes  and  postoperative  prefrontal 
lobotomy  effects  was  negative  in  all  cases. 

On  the  basis  of  the  findings  of  this  study,  it  may 
be  inferred  that  reduction  of  anxiety  in  all  cases  rep- 
resented symptomatic  relief  from  anxiety  rather  than 
etiological  treatment  of  anxiety.  This  would  seem  to 
indicate  that  great  care  should  be  exercised  in  evalu- 
ating and  diagnosing  the  etiology  and  depth  of  path- 
ology underlying  anxiety  in  a patient  prior  to  the 
administration  of  this  drug.  It  seems  plausible  that 
an  individual  suffering  from  an  incipient  and/or 
malignant  personality  disorder  might  easily  delay 
seeking  psychiatric  help  by  virtue  of  the  pseudo- 
relief from  anxiety  offered  by  this  drug  in  such  cases. 

It  cannot  be  inferred  that  increases  in  I.Q.  points 
manifested  by  these  patients  while  on  this  drug  rep- 
resent increased  intellectual  capacity.  Such  increases 
undoubtedly  reflect  increased  intellectual  efficiency  re- 
sulting from  being  freed  from  the  paralyzing  and 
blocking  effects  of  anxiety.  In  those  few  patients 
manifesting  loss  of  efficiency  in  certain  areas  after 
being  on  this  drug,  it  would  be  difficult  to  ascertain 
whether  such  losses  resulted  from  the  effect  of  the 
drug  on  certain  types  of  personalities  or  from  the 
inability  of  the  drug  to  reduce  anxiety  in  certain  spe- 
cific personality  types,  thereby  allowing  for  a con- 
tinuation of  the  progressive  inefficiency. 

Further  investigation  on  the  psychological  effects 
of  Rauwiloid  seems  appropriate.  Different  results 
might  be  obtained,  especially  with  regard  to  the  pos- 
sibility of  personality  and/or  organic  changes  and 
the  disputable  "lobotomy  effect’’  mentioned  by  some 
investigators,  after  the  subjects  have  been  on  this 
drug  for  a longer  period  of  time  and/or  if  placed  on 
a higher  dosage  of  medication. 

Further  study  including  a control  group  placed  on 
placebos  might  furnish  valuable  information  on  the 
psychological  effects  of  Rauwiloid.  A study  based  on 
a larger  sample  of  patients  could  possibly  result  in 
determining  types  of  personality  disturbances  for 
which  this  drug  might  be  indicated  or  contraindicated. 
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Cerebral  palsy  includes  any  neuromuscular  disturb- 
ance resulting  from  pathology  in  the  motor  areas  of 
the  brain.  Manifestations  are  spasticity,  rigidity,  paral- 
ysis, involuntary  motions,  tremor,  and  ataxia;  one  of 
these  usually  predominates.  Causes  may  be  congenital 
malformations  of  the  brain,  anoxia,  birth  trauma,  in- 
fection, or  accident  after  birth. 

Few  patients  present  themselves  simply  as  ortho- 
pedic or  neurological  problems.  Mental  retardation, 
speech  difficulties,  seizures,  emotional  problems,  de- 
fective dentition,  feeding  problems,  hearing  disturb- 
ances, and  visual  problems  are  present  in  large  num- 
bers. Some  cerebral  palsied  children  are  able  to  attend 
public  school  without  special  consideration;  others 
are  more  severely  handicapped  and  exhibit  limited 
potential  for  improvement ; most,  however,  can  profit 
from  prescribed  therapies,  special  education,  or  both. 

The  cerebral  palsied  child  may  become  a tremen- 
dous physical  and  psychological  burden  on  the  family 
and,  later,  a custodial  problem  for  the  state.  Treat- 
ment and  special  education  are  expensive,  and  facili- 
ties are  limited.  Therefore,  it  is  important  to  evaluate 
these  children  early  and  plan  for  their  treatment  and 
rehabilitation,  or  care.  It  is  our  belief  that  this  is  done 
best  by  an  initial  thorough  evaluation  and  regular 
follow-up  studies. 

The  number  of  new  cases  appears  relatively  steady 
through  the  years,  and  they  are  fairly  evenly  distrib- 
uted throughout  the  population.  For  about  every  568 
live  births,  one  child  is  born  with  cerebral  palsy.  From 
live  birth  statistics,  it  is  estimated  that  88  cerebral 
palsied  children  were  born  in  the  state  of  Kansas 


during  the  year  1952.  For  every  20  children  "born 
that  way,”  one  person  will  become  cerebral  palsied 
after  birth  as  a result  of  accident  or  illness.3 

The  Cerebral  Palsy  Clinic  at  the  University  of 
Kansas  Medical  Center  utilizes  a team  diagnostic  and 
treatment  approach.  The  present  diagnostic  team  in- 
cludes an  orthopedic  surgeon,  who  is  the  coordinator; 


This  is  a report  of  240  children  eval- 
uated at  the  Cerebral  Palsy  Clinic  at  the 
University  of  Kansas  Medical  Center, 
1951-1955.  The  various  manifestations 
of  this  condition  are  described,  along 
with  the  manner  in  which  patients  are 
studied  and  an  estimate  of  the  probable 
benefit  of  additional  education  and 
treatment. 


a neurologist,  a pediatrician,  an  ophthalmologist,  a 
dentist,  a psychologist,  an  audiologist,  an  occupation- 
al therapist,  a speech  therapist,  a physical  therapist, 
and  a social  service  worker.  Children  are  admitted  to 
the  hospital  for  a period  of  three  days  for  the  initial 
evaluation.  Each  member  of  the  team  examines  the 
child  and  presents  his  findings  to  the  group.  Referrals 
to  other  clinics  within  the  Medical  Center  are  made 
when  necessary  before  a program  of  therapy  is 
planned  for  the  child. 

Therapy  programs  are  worked  out  for  each  child. 
Children  who  live  within  traveling  distance  of  the 
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Medical  Center  are  given  comprehensive  treatment. 
Because  the  assistance  of  trained  therapists  often  is 
not  available  locally  in  small  communities,  however, 
the  parents  in  many  cases  must  carry  out  the  therapies 
that  are  recommended.  Counselling  and  planning 
concerning  both  long  term  and  short  term  goals  are 
offered  to  all  parents.  One  of  the  great  problems  is 
to  secure  the  acceptance  of  the  family  of  the  child’s 
mental  as  well  as  physical  limitations. 

PHYSICAL  STATUS 

From  November,  1951,  when  the  Cerebral  Palsy 
Clinic  was  organized,  to  August,  1955,  240  children 
between  the  ages  of  six  months  and  19  years  were 
evaluated.  Table  I shows  the  distribution  by  age  and 
sex.  It  will  be  seen  that  140  were  males  and  100 
were  females.  For  both  sexes,  children  between  six 
months  and  seven  years  made  up  the  majority  of  the 
group.  More  than  90  per  cent  of  the  cases  were  seen 
before  they  were  15  years  old. 


TABLE  I 

AGE  GROUPS 
(As  of  August  1,  1955) 


Boys 

Girls 

Total 

6 months  to  7 years  . . . 

67 

72 

139 

8 years  to  14  years  

60 

20 

80 

15  years  to  21  years 

13 

8 

21 

140 

100 

240 

Table  II  shows  a breakdown  of  diagnoses  for  the 
group.  Some  of  our  diagnoses  have  changed  with 
continued  observation  and  growth.  The  basic  pattern 
is  more  difficult  to  determine  in  infants,  but  early 
observations  are  helpful.  The  table  shows  the  distri- 
bution of  the  latest  diagnoses  that  were  made. 

It  will  be  observed  that  62  per  cent  were  spastic, 
13  per  cent  athetoid,  2.5  per  cent  rigidity,  1.8  per 
cent  ataxic,  .8  per  cent  tremor,  7 per  cent  mixed,  and 
12  per  cent  were  classified  as  generalized  brain  dam- 
age. This  organization  follows  the  traditional  classi- 
fications. It  must  be  remembered,  however,  that  these 
are  all  descriptive  and  not  neuropathologic  terms. 

Nevertheless,  certain  syndromes  and  patterns  are 
common.  Perlstein2  reported  the  relationship  between 
etiological  agents  and  specific  syndromes.  Spastics  in 
general  are  more  likely  to  have  had  a history  of  fac- 
tors causing  hemorrhage.  Spastic  paraplegics  usually 
have  a history  of  prematurity;  behaviorally  they  are 
likely  to  show  less  mental  retardation  and  fewer 
speech  problems  than  other  cerebral  palsied  groups. 
Athetoids  are  likely  to  have  a history  of  factors  caus- 
ing anoxia  or  an  Rh  disturbance.  They  are  more  likely 
to  be  quadriplegics  and  to  have  hearing  losses.  One 


TABLE  II 

DIAGNOSES 
(As  of  August  1,  1955) 


Boys 

Girls 

Total 

Spastic  62% 

Right  hemiplegia  

. . 25 

15 

40 

Left  hemiplegia  

. . 18 

8 

26 

Paraplegia  

. . 17 

18 

35 

Quadriplegia  

. . 26 

16 

42 

Monoplegia  

0 

2 

2 

Diplegia  

0 

3 

3 

Bilateral  hemiplegia  

1 

0 

1 

Athetoid  13%  

. . 26 

6 

32 

Rigidity  2.5%  

2 

4 

6 

Ataxia  1.8% 

1 

2 

3 

Tremor  .8% 

1 

1 

2 

/Mixed  1%  (usually 

athetoid  spastic)  

. . . 9 

8 

17 

Others  12% 

Generalized  brain  injury  . 

. . 14 

16 

30 

Birth  palsy. 

not  considered  c.p 

0 

1 

1 

140 

100 

240 

study1  showed  that  50  per  cent  of  athetoids  had  hear- 
ing losses. 

Diagnosis  is  not  easy.  Nevertheless,  it  is  important 
to  classify  the  patient  as  early  as  possible  because  edu- 
cational problems  and  treatment  routines  differ. 

PSYCHOLOGICAL  STATUS 

With  children  who  are  severely  handicapped  it  is 
extremely  difficult  to  obtain  valid  psychological  test 
results.  However,  the  success  of  therapy  is  so  depend- 
ent upon  the  child’s  readiness  and  awareness  that  an 
attempt  is  made  to  obtain  an  estimate  of  his  capa- 
bilities. Some  children  have  been  tested  two  or  three 
times  and  will  be  tested  again.  Some  will  be  re- 
evaluated because  of  uncertainty  about  the  validity  of 
earlier  tests.  Others  will  be  re-examined  to  confirm 
mental  growth  rate.  It  is  the  aim  of  the  clinic  staff 
to  evaluate  continuously  each  child  who  is  in  the 
clinic. 

One  hundred  eighty-seven  of  the  240  children  have 
been  evaluated  by  the  psychologist  during  the  study 
period.  Of  the  53  who  have  not  been  tested,  19  are 
getting  along  in  public  schools  with  little  or  no  diffi- 
culty. They  may  safely  be  considered  to  have  normal 
or  near  normal  mentality.  Fifteen  children  are  so  re- 
tarded that  a psychological  examination  was  con- 
sidered unfeasible.  Factors  of  age,  severity  of  involve- 
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ment,  uncooperativeness,  and  scheduling  problems 
have  interfered  with  the  psychological  testing  pro- 
gram. All  of  the  children,  however,  eventually  will 
be  scheduled  for  examinations. 

Table  III  indicates  the  number  of  children  who 
fall  into  each  of  the  intellectual  categories.  Of  those 
who  have  been  tested,  71,  or  37  per  cent,  appear 
educable  in  regular  public  school  programs,  but  some 
may  need  additional  help.  About  35,  or  18  per  cent, 
will  require  special  class  or  special  school  education. 
The  educational  process  must  be  modified  consider- 
ably because  of  the  degree  of  mental  retardation. 
Seventy-four,  or  39  per  cent,  fall  in  the  two  lowest 
categories,  imbecile  and  idiot  level.  These  children 
will  not  profit  from  a school  program,  but  the  imbe- 
cile can  profit  greatly  from  systematic  habit  training. 
For  seven  children,  or  4 per  cent,  the  degree  of 
mental  retardation  could  not  be  determined  because 
of  age  and  uncooperativeness  in  the  testing  situation. 

TABLE  III 

PSYCHOLOGICAL  EVALUATION  RESULTS 
(As  of  August  1,  1955) 

Breakdown  of  those  tested: 


Boys 

Girls 

Total 

Average  or  above 

. 20 

8 

28 

Dull  normal  

. 1 6 

9 

25 

Borderline  

. 11 

7 

18 

Moron  

. 21 

14 

35 

Imbecile  

. 27 

23 

50 

Idiot  

Mentally  retarded — degree 

1 1 

13 

24 

not  known  at  present 

4 

3 

7 

Breakdown  of  those  not  tested: 
Probably  average  or  dull 

110 

77 

187 

normal 

11 

8 

19 

Probably  idiot  or  imbecile  . . . 

9 

6 

15 

Questionable  

. 10 

9 

19 

30 

23 

53 

SPEECH  STATUS 

About  70  per  cent  of  all  cerebral  palsied  children 
have  speech  or  language  problems.1  Speech  develop- 
ment of  the  cerebral  palsied  child  is  complicated  by 
many  factors.  Mental  capacity,  degree  of  speech 
muscle  involvement,  visual  and  auditory  disabilities, 
inability  to  explore  the  environment  because  of  motor 
involvements,  and  motivation  will  determine  when 
the  cerebral  palsied  child  will  begin  to  talk  and  how 
much  progress  he  will  make. 

Table  IV  shows  the  varying  levels  of  speech  de- 


velopment for  the  235  children  who  have  been  given 
speech  evaluations  in  the  Cerebral  Palsy  Clinic.  It  will 
be  seen  that  only  45,  or  19  per  cent,  had  speech  pat- 
terns that  could  be  considered  normal.  Another  76, 
or  32  per  cent,  had  limited  or  no  oral  communication 
and  probably  will  not  learn  much  conceptual  lan- 
guage. It  is  apparent  that  for  the  other  49  per  cent, 
speech  stimulation  or  speech  therapy  is  needed,  if 
they  are  to  achieve  even  a minimum  of  understand- 
able oral  communication. 


TABLE  IV 

SPEECH  DEVELOPMENT 
(As  of  August  1,  1955) 


Boys 

Girls 

Total 

Normal  for  chronological  age  .... 

30 

15 

45 

Inadequate  communication  for 

chronological  age 

Mildly  distorted  articulation  .... 

14 

14 

28 

Moderately  distorted  articulation 

19 

14 

33 

Severely  distorted  articulation  . . 

17 

7 

24 

Stuttering  

4 

1 

5 

Language  problem  due  to 

severe  hearing  loss  

8 

2 

10 

Gesture  language  

4 

10 

14 

Limited  or  no  concept  of 

communication  

41 

35 

76 

No  adequate  speech  evaluation  .... 

3 

2 

5 

140 

100 

240 

CONCLUSIONS 

1.  Cerebral  palsied  children  are  multiple-handi- 
capped persons  with  varying  degrees  of  motor  in- 
volvement, intelligence,  and  potential  growth.  Their 
major  disability  is  a neuromuscular  disturbance  re- 
sulting from  pathology  of  the  motor  areas  of  the 
brain. 

2.  The  largest  number  of  cases,  62  per  cent,  were 
classified  as  spastic.  The  other  38  per  cent  were  dis- 
tributed among  athetoid,  rigidity,  ataxia,  tremor, 
mixed,  and  less  specific  types. 

3.  According  to  psychological  evaluations,  approxi- 
mately 37  per  cent  will  get  along  in  public  school 
with  some  additional  assistance;  18  per  cent  need  to 
be  in  special  classes  or  special  schools,  and  39  per 
cent  are  not  going  to  profit  from  public  school  pro- 
grams. 

4.  Speech  evaluations  indicated  that  19  per  cent  of 
the  children  have  speech  within  normal  limits;  49 
per  cent  need  speech  therapy,  and  32  per  cent  prob- 
ably will  not  develop  speech. 

University  of  Kansas  Medical  Center 
Kansas  City,  Kansas 
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PRESIDENT’S  PAGE 


Dear  Doctor  : 

The  following  has  been  adopted  by  the  Council  of  the  Kansas  Medical  Society  as 


an  official  statement  of  the  policies  of  this  organization: 

The  Hatch  Act  defines  what  is  legal  in  political  activity  for  federal  legislation.  It 
may  be  wise  to  follow  similar  principles  with  reference  to  state  politics.  Here  are  a 
few  of  the  most  important  considerations  as  they  affect  medicine. 

The  medical  society  can 

1.  Support  legislation  if  it  will  benefit  the  people,  protect  their  health  or  provide 
them  with  an  improved  quality  of  medical  care. 

2.  Actively  oppose  legislation  that  is  not  in  the  public  interest. 

3.  Urge  people  to  vote. 

The  medical  society  cannot 

1.  Endorse  or  oppose  any  candidate  for  office. 

2.  Contribute  any  funds  in  support  of  any  candidate. 

3.  Use  its  letterheads  or  facilities  to  aid  or  defeat  any  candidate. 

4.  Sponsor  any  advertising  for  a candidate. 

The  individual  physician  may 

1.  Exercise  all  the  rights  of  citizenship.  This  responsibility  in  health  matters  ex- 
ceeds that  of  other  citizens. 

2.  Further  the  cause  of  a qualified  candidate  or  oppose  an  unqualified  candidate. 

3.  Organize  or  belong  to  a political  action  committee,  even  if  it  exists  expressly 
to  aid  or  oppose  a candidate  or  a single  legislative  issue. 

4.  Contribute  to  a candidate  or  a political  party. 

5.  Advise  friends  about  his  views  upon  an  issue  or  about  a candidate. 

6.  Visit  with  the  candidate  concerning  his  views. 

7.  Distribute  literature,  purchase  political  advertisements,  etc. 

8.  Himself  become  a candidate  and  run  for  office. 

9.  Vote  and  encourage  others  to  vote. 

The  individual  physician  may  not 

1.  Abuse  a candidate,  threaten  violence,  or  make  libelous  statements  concerning  him. 

2.  Speak  for  his  Society  or  use  an  office  he  might  hold  in  the  Society  to  make  it 
appear  he  is  a spokesman  for  organized  medicine. 


Fraternally, 


President 
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EDITORIAL  COMMENT 


Code  of  Ethics 

The  Council  on  Constitution  and  By-Laws  of  the 
American  Medical  Association  prepared  and  sub- 
mitted to  the  House  of  Delegates  at  the  recent  Chi- 
cago meeting  a completely  revised  and  much  abbre- 
viated code  of  ethics.  Instead  of  the  present  eight 
pages  and  48  sections,  the  proposed  new  code  would 
have  a preamble  and  10  sections.  It  is  intended  to 
embrace  everything  from  the  present  code  but  to 
make  it  short  enough  that  it  may  be  framed  and  hung 
in  the  physician's  office  to  match  the  oath  of  Hip- 
pocrates perhaps. 

There  was  enough  dissatisfaction  over  the  pro- 
posed changes  that  the  reference  committee,  of  which 
Dr.  L.  S.  Nelson  of  Kansas  is  a member,  recommend- 
ed against  immediate  action.  The  proposed  new  Ten 
Commandments  in  Medicine  are  to  be  publicized  and 
discussed  locally.  The  decision  on  whether  the  code 
of  ethics  shall  be  changed  will  then  be  made  at  the 
Seattle  meeting  of  the  A.M.A.  House  of  Delegates 
in  December  of  1956.  The  Journal  is  therefore 
printing  the  proposed  code  which,  be  it  understood, 
is  not  now  in  operation.  The  Society  will  appreciate 
comments  so  that  the  Kansas  delegates  may  be  in- 
structed on  how  to  vote  when  this  question  arises 
for  final  decision.  The  exact  wording  of  the  proposed 
text  follows: 

These  principles  are  intended  to  serve  physicians, 
individually  or  collectively,  as  a guide  to  ethical  con- 
duct. They  are  not  laws ; rather  they  are  standards  by 
which  a physician  may  determine  the  propriety  of  his 
own  conduct.  They  are  intended  to  aid  physicians,  in 
their  relationships  with  patients,  with  colleagues,  with 
members  of  allied  professions  and  with  the  public, 
to  maintain  under  God,  as  they  have  through  the 
ages,  the  highest  standards. 

Section  1.  The  prime  objective  of  the  medical  pro- 
fession is  to  render  service  to  humanity  with  full 
respect  for  both  the  dignity  of  man  and  the  rights 
of  patients.  Physicians  must  merit  the  confidence  of 
those  entrusted  to  their  care,  rendering  to  each  a full 
measure  of  service  and  devotion. 

Section  2.  Physicians  should  strive  to  improve  medi- 
cal knowledge  and  skill,  and  should  make  available 
the  benefits  of  their  professional  attainments. 

Section  3.  A physician  should  not  base  his  practice 
on  an  exclusive  dogma  or  a sectarian  system,  nor 
should  he  associate  voluntarily  with  those  who  in- 
dulge in  such  practices. 

Section  4.  The  medical  profession  must  be  safe- 
guarded against  members  deficient  in  moral  character 
and  professional  competence.  Physicians  should  ob- 
serve all  laws,  uphold  the  dignity  and  honor  of  the 


profession  and  accept  its  self-imposed  disciplines. 
They  should  expose,  without  hesitation,  illegal  or 
unethical  conduct  of  fellow  members  of  the  profes- 
sion. 

Section  5.  Except  in  emergencies,  a physician  may 
choose  whom  he  will  serve.  Having  undertaken  the 
care  of  a patient,  the  physician  may  not  neglect  him. 
Unless  he  has  been  discharged,  he  may  discontinue 
his  services  only  after  having  given  adequate  notice. 
He  should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose  of  his 
services  under  terms  or  conditions  which  will  inter- 
fere with  or  impair  the  free  and  complete  exercise 
of  his  independent  medical  judgment  and  skill  or 
cause  deterioration  of  the  quality  of  medical  care. 

Section  7.  In  the  practice  of  medicine  a physician 
should  limit  the  source  of  his  professional  income  to 
medical  services  actually  rendered  by  him  to  his  pa- 
tient. 

Section  8.  A physician  should  seek  consultation  in 
doubtful  or  difficult  cases,  upon  request  or  when  it 
appears  that  the  quality  of  medical  service  may  be 
enhanced  thereby. 

Section  9.  Confidences  entrusted  to  physicians  or 
deficiencies  observed  in  the  disposition  or  character 
of  patients,  during  the  course  of  medical  attendance, 
should  not  be  revealed  except  as  required  by  law  or 
unless  it  becomes  necessary  in  order  to  protect  the 
health  and  welfare  of  the  individual  or  the  com- 
munity. 

Section  10.  The  responsibilities  of  the  physician 
extend  not  only  to  the  individual  but  also  to  society 
and  demand  his  cooperation  and  participation  in  ac- 
tivities which  have  as  their  objective  the  improvement 
of  the  health  and  welfare  of  the  individual  and  the 
community. 


Hospital  Accreditation 

A special  committee  on  hospital  accreditation,  of 
which  Dr.  George  F.  Gsell  of  Kansas  is  a member, 
reported  its  findings  to  the  American  Medical  As- 
sociation House  of  Delegates  at  the  recent  meeting 
in  Chicago.  These  were  approved  by  action  of  the 
House  and  now  stand  as  recommendations  to  the 
Joint  Commission  on  Accreditation  of  Hospitals. 

It  should  be  pointed  out  that  this  action  by  the 
A.M.A.  cannot  be  binding  upon  the  joint  Commis- 
sion on  Accreditation  and  that  this  report  is  only  a 
suggested  course  of  action  for  the  commission.  There 
is  reason  to  believe,  however,  that  it  will  be  favor- 
ably received  and  that  most  if  not  all  of  the  pro- 
posals will  be  adopted.  Appearing  below  is  the  action 
taken  by  the  House  of  Delegates  which  should  short- 
ly become  noticeable  to  the  local  hospitals  through- 
out this  nation : 

1.  Accreditation  of  hospitals  should  be  continued. 
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2.  The  Joint  Commission  should  maintain  its  pres- 
ent organizational  representation. 

3.  The  Board  of  Trustees  should  report  annually  to 
the  House  of  Delegates  on  the  activities  of  the  Joint 
Commission. 

4.  Physicians  should  be  on  the  administrative 
bodies  of  hospitals. 

5.  General  practice  sections  in  hospitals  should  be 
encouraged. 

6.  Staff  meetings  required  by  the  Joint  Commission 
are  acceptable,  but  attendance  requirements  should  be 
set  up  locally  and  not  by  the  Commission. 

7.  The  Joint  Commission  should  not  concern  itself 
with  the  number  of  hospital  staffs  to  which  a physi- 
cian may  belong. 

8.  The  Joint  Commission  is  not  and  should  not  be 
punitive. 

9.  The  Joint  Commission  should  publicize  the 
method  of  appeal  to  hospitals  that  fail  to  receive 
accreditation. 

10.  Reports  on  surveys  should  be  sent  to  both  ad- 
ministrator and  chief  of  staff  of  hospital. 

11.  Surveyors  should  be  directly  employed  and 
supervised  by  the  Joint  Commission. 

12.  Surveyors  should  work  with  both  administra- 
tor and  staff. 

13-  New  surveyors  should  receive  better  indoc- 
trination. 

14.  Blue  Cross  and  other  associations  should  be 
requested  not  to  suspend  full  benefits  to  non-accred- 
ited  hospitals  until  those  so  requesting  have  been 
inspected. 

15.  The  American  Medical  Association  should  con- 
duct an  educational  campaign  for  doctors  relative  to 
the  functions  and  operations  of  the  Joint  Commis- 
sion. 

16.  The  Committee  also  suggests  that  the  Ameri- 
can Medical  Association  and  the  American  Hospital 
Association  encourage  educational  meetings  for  hos- 
pital boards  of  trustees  and  administrators  either  on 
state  or  national  levels  to  acquaint  these  bodies  with 
the  functions  of  accreditation. 

17.  This  Committee  asks  to  be  discharged  upon 
submission  of  this  report  to  the  House  of  Delegates. 

The  Committee  recommends  that  the  commission- 
ers to  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals, appointed  by  the  Board  of  Trustees  of  the 
American  Medical  Association,  urge  that  Commission 
to  study: 

1.  The  problems  of  the  exclusion  from  hospitals 
and  arbitrary  limitation  of  the  hospital  privileges  of 
the  general  practitioner,  and 

2.  Methods  whereby  the  following  stated  principles 
may  be  achieved: 

The  privileges  of  each  member  of  the  medical  staff 


shall  be  determined  on  the  basis  of  professional  quali- 
fications and  demonstrated  ability. 

Personnel  of  each  service  or  department  shall  be 
qualified  by  training  and  demonstrated  competence, 
and  shall  be  granted  privileges  commensurate  with 
their  individual  abilities. 


Flying  Physicians  Meet 

The  first  "fly-in”  for  members  of  the  Kansas  Chap- 
ter of  the  Flying  Physicians  Association  was  held  at 
Hutchinson  on  May  27,  beginning  with  a breakfast. 
Threatening  weather  discouraged  attendance,  but  six 
physician  pilots  made  the  trip. 

Three  of  those  present,  Dr.  Robert  O.  Brown  of 
Atchison,  Dr.  Louis  N.  Speer  of  Ottawa,  and  Dr. 
Lyle  G.  Glenn  of  Protection,  made  plans  to  attend 
the  national  meeting  in  Chicago  on  June  11.  The 
program  there  included  discussion  of  "Responsibilities 
in  Maintaining  Privately-Owned  Aircraft"  by  a Civil 
Aeronautics  Administration  spokesman,  "Weather 
Hazards  to  Flying"  by  a meteorologist  of  the  Chicago 
Airport,  "Trends  of  Aviation  Underwriting"  by  an 
insurance  expert,  and  "Purposely  Crashing  Aircraft" 
by  Col.  Roscoe  Turner. 

The  next  meeting  of  the  Kansas  group  was  held  on 
Thursday,  June  28,  at  Norton.  The  program  included 
golfing  and  a tour  of  the  Kansas  State  Tuberculosis 
Sanatorium.  Plans  are  being  made  for  a round  robin 
trip  over  the  state,  a flight  to  Grand  Lake  in  Okla- 
homa and  to  Flippin,  Arkansas,  and  a picnic  at  Lake 
Kanapolis. 


Heart  Association  Meets 

Dr.  D.  R.  Bedford,  Topeka,  was  named  president 
of  the  Kansas  Heart  Association  at  the  group’s  an- 
nual meeting  in  Kansas  City  on  May  27.  He  succeeds 
Dr.  George  L.  Norris,  Winfield.  Dr.  Don  C.  Wake- 
man,  Topeka,  was  elected  vice-president. 

A feature  of  the  meeting  was  the  presentation  of 
a bronze  plaque  to  Dr.  Philip  W.  Morgan,  Emporia,, 
in  recognition  of  his  services  to  the  organization. 


Literature  on  Alcoholism  Available 

A comprehensive  index  and  abstract  of  the  world’s 
literature  on  alcoholism  is  now  available  at  the  li- 
brary of  the  University  of  Kansas  Medical  Center. 
The  data  was  published  by  the  Yale  Center  of  Alco- 
hol Studies,  and  the  title  of  the  work  is  Classified 
Abstract  Archive  of  Alcohol  Literature. 

A mimeographed  list  of  the  main  topics  and  sub- 
topics  is  available  from  the  Kansas  State  Commission 
on  Alcoholism,  315  West  Fourth  Street,  Topeka. 
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What  Doctors  Read 

There  are  many  factors  involved  in  editing 
and  publishing  a state  medical  journal.  Fore- 
most among  them  is  to  find  out  what  kind  of 
articles  physicians  like  to  read.  State  medical 
journals  have  a captive  audience,  that  is  to  say, 
their  readers  do  not  have  to  subscribe  to  the 
journal  and  in  a sense,  they  take  what  they  get. 
This  is  not  the  same  as  subscribing  and  paying 
money  directly  to  receive  a periodical.  In  the 
latter  case,  if  a subscriber  is  not  interested  in 
the  material  published  he  can  cancel  his  sub- 
scription or,  if  the  contents  of  the  journal  is 
consistently  attractive,  the  number  of  subscribers 
will  increase.  Of  course,  a reader  of  a medical 
journal  may  write  to  the  editors  to  say  that  he 
likes  or  dislikes  the  journal  contents  but  this 
rarely  happens  and  only  once  in  a while  is 
there  knowledge  of  the  popularity  of  a pub- 
lished contribution. — Connecticut  State  Medical 
journal,  June  1956. 

Authors,  Hear  Ye! 

Cliches  in  medical  writing  have  received  the 
gibes  of  our  readers  for  years.  Of  all  the  words 
which  are  used  and  abused,  ad  nauseam,  is  the 
word  "marked” ; even  more  inane  is  its  run- 
ning mate  "markedly.” 

Distraught  colleagues  sharing  editorial  re- 
sponsibilities of  state  medical  journals  plead  in 
self-defense  against  these  two  words.  One  edi- 
tor offers  a list  of  synonyms,  together  with  a 
prayer  that  they  will  be  used  again  and  again 
until  finally  in  the  future  the  cliches  "marked” 
and  "markedly”  will  never  be  heard  again: 
"Great,  copious,  abundant,  large,  tangible,  evi- 
dent, perceptible,  clear,  unmistakable,  decided, 


pronounced,  distinct,  appreciable,  extreme,  no- 
ticeable, prominent,  conspicuous,  outstanding, 
salient,  and  others.” 

With  so  many  good  words  from  which  to 
choose,  what  sort  of  mental  laziness  has  vic- 
timized those  who  express  definite  findings, 
signs,  and  symptoms  by  only  one  poor  and 
senseless  word  ? It  is  almost  as  absurd  as  the 
more  generally  abused  term  "by  and  large.” 
Definition  of  the  latter  should  defy  the  imagina- 
tion of  the  most  imaginative  among  writers 
and  speakers.  We  would  like  to  join  our  fellow 
editor  in  stating,  "Let  us  take  our  hats  off  to 
the  wag  who  suggests  that  what  the  world  needs 
is  not  only  a good  five-cent  cigar,  but  a set  of 
new  cliches  as  well.” — Rocky  Mountain  Medi- 
cal Journal,  June  1956. 

Advice  to  Y oiing  W riters 

In  promulgating  esoteric  cogitations  and  ar- 
ticulating superficial  sentimentalities,  philo- 
sophical and  psychological  observations,  beware 
of  platitudinous  ponderosity,  jejune  babblement 
and  asinine  affectations.  Let  your  extemporaneous 
discantings  and  unpremeditated  expiations  have 
intelligibility  and  vivacity  without  thrasonical 
bombast.  Sedulously  avoid  all  polysyllabic  pro- 
pensity, psittaceous  vacuity  and  ventriloquial 
verbosity.  Shun  double-entendre,  imprudent 
jocosity,  and  pestiferous  polluting  profanity 
either  obscure  or  apparent.  Don’t  call  names  or 
use  big  words,  but  talk  plainly,  sensibly  and 
truthfully.  All  of  which  is  mindful  of  Disraeli’s 
philippic  for  Gladstone:  "He  was  a sophisti- 
cated rhetorician  inebriated  by  the  exuberance 
of  his  own  verbosity.” — Quoted  in  Science, 
June  11,  1954  via  Armed  Forces  M.  J.,  October 
1955. 


Clinicopathological  Conference 

Chest  Pain  and  Sudden  Death  in  a Hypertensive  W oman 


CASE  PRESENTATION 

This  40-year  old  white  female,  whose  chief  com- 
plaints had  been  chest  pain,  abdominal  pain,  dizziness, 
and  "blackouts,”  had  never  been  admitted  to  KUMC. 
An  autopsy  was  performed  at  the  request  of  the  coro- 
ner. 

The  patient  had  been  known  to  be  hypertensive 
for  approximately  five  years,  but  diagnostic  studies 
at  the  time  of  discovery  of  the  hypertension  failed  to 
reveal  an  etiology.  She  was  seen  by  many  physicians 
and  received  numerous  antihypertensive  drugs  with- 
out notable  improvement.  Two  weeks  before  death 
she  consulted  an  internist  and  complained  of  severe, 
intermittent,  non-radiating  substernal  pain  and  dysp- 
nea upon  exertion. 

Her  blood  pressure  was  280/130.  Cardiac  fluoros- 
copy revealed  an  enlarged  heart,  predominantly  in 
the  left  ventricular  salient.  An  electrocardiogram  was 
taken.  She  responded  poorly  to  therapy  with  nitro- 
glycerin, phenobarbital,  and  various  other  barbitu- 
rates. Initially  she  refused  advice  to  enter  a hospital, 
but  11  days  before  death  was  admitted  to  a local 
hospital.  She  complained  of  severe  substernal  pain, 
dyspnea  on  exertion,  left  upper  quadrant  and  supra- 
pubic abdominal  pain,  dizziness,  and  episodes  of 
fainting  of  three  days  duration.  During  this  period 
her  feet  had  been  swollen.  She  also  complained  of 
recurring  headaches  and  blurred  vision. 

The  patient  stated  that  she  had  had  75  radium 
treatments  for  a carcinoma  of  the  uterus  11  years  be- 
fore her  admission  to  the  hospital.  The  ovaries  and 
tubes  had  been  removed  prior  to  this.  There  was  no 
history  of  diabetes  or  kidney  disease. 

The  patient’s  father  had  been  hypertensive  and  had 
died  of  a heart  attack.  She  had  no  children. 

Physical  examination  revealed  a slightly  obese,  ap- 
prehensive, white  female  with  a blood  pressure  of 
228/140.  Pulse  was  regular  and  rhythmical,  and  the 
rate  was  92.  A grade  II  hypertensive  retinopathy  was 
noted.  The  point  of  maximal  cardiac  impulse  was  in 
the  fifth  left  intercostal  space,  2 cm.  to  the  left  of 
the  mid-clavicular  line.  The  second  aortic  sound  was 
louder  than  the  second  pulmonic  sound.  No  murmurs 
were  heard.  The  liver  was  palpable  3 cm.  below  the 

Edited  by  Jesse  D.  Rising,  M.D.,  and  Mahlon  Delp,  M.D., 
from  recordings  of  the  conference  participated  in  by  the 
departments  of  medicine,  pediatrics,  surgery,  radiology,  and 
pathology  of  the  University  of  Kansas  Medical  Center  as 
well  as  by  the  third  and  fourth  year  classes  of  medical 
students. 


costal  margin.  Slight  dullness  was  noted  at  the  bases 
of  both  lungs,  but  no  rales  were  present.  The  abdo- 
men was  not  tender.  All  pulses  were  easily  palpated. 
During  the  examination  the  patient,  after  a "premoni- 
tion,” fell  to  the  floor  for  a brief  period  of  time.  This 
episode  was  not  further  described. 

The  patient  remained  in  the  hospital  less  than  24 
hours,  during  which  time  she  exhibited  abnormal 
behavior  characterized  by  suspicion  of  all  hospital 
attendants  and  the  expression  of  paranoid  ideas  about 
the  nurses  and  her  husband.  She  became  upset  when 
her  husband  was  not  allowed  to  remain  at  her  bed- 
side. She  was  discharged  against  medical  advice  be- 
fore any  laboratory  or  diagnostic  studies  could  be 
done.  The  clinical  impression  was  that  she  was  suffer- 
ing from  a severe  anxiety  reaction  and  was  possibly 
a paranoid  schizophrenic.  Several  hours  before  death 
she  complained  of  severe  substernal  pain  during  the 
night.  Later  she  was  found  dead. 

CLINICAL  DISCUSSION 

Dr.  Delp  (moderator)  : Today  we  have  an  unusual 
type  of  case.  There  is  no  clinical  history,  no  physical 
examination,  no  laboratory  work,  and  no  one  avail- 
able who  has  ever  seen  the  patient  alive.  The  only 
history  we  have  was  secured  by  the  pathologist,  and 
Dr.  Klionsky  will  present  that. 

Dr.  Bernard  Klionsky  (resident  pathologist)  : The 
history,  as  you  have  been  told,  is  meager.  The  patient 
was  not  seen  at  this  hospital,  and  the  autopsy  was 
done  at  the  request  of  the  coroner.  We  were  told  that 
this  patient,  a 40-year  old  white  woman,  had  had 
hypertension  for  at  least  five  years.  We  have  no  in- 
formation about  her  actual  blood  pressure  levels.  Di- 
agnostic studies  are  reported  to  have  been  done,  but 
they  failed  to  reveal  the  cause  of  her  hypertension. 
She  had  seen  a number  of  physicians  and  had  received 
therapy  of  many  types  without  material  benefit. 

About  14  days  before  death  she  consulted  a local 
internist  and  complained  of  dyspnea  and  severe  pain 
in  the  chest.  He  treated  her  with  meperidine  hypo- 
dermically and  oxygen  inhalations.  He  thought  that 
she  was  having  an  acute  coronary  occlusion  at  that 
time.  He  made  an  electrocardiogram  and  fluoroscoped 
her,  seeing  nothing  but  enlargement  of  the  left  ven- 
tricle. He  advised  her  to  go  to  the  hospital  immedi- 
ately, but  she  refused.  Three  days  later  at  10:00  P.M. 
he  received  a telephone  call  from  the  patient's  hus- 
band who  said  that  she  had,  in  addition  to  the  symp- 
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toms  already  described,  some  additional  pain  in  the 
back.  She  went  immediately  to  a local  hospital.  A 
brief  history  was  obtained  and  physical  examination 
was  made  by  the  intern  about  midnight.  The  patient 
signed  out  against  advice  about  7 o’clock  the  next 
morning.  Consequently,  no  laboratory  work  was  done. 
The  complaints  at  that  time  were  pain  in  the  chest 
and  back  and  a history  of  blacking  out  or  fainting 
spells.  As  stated  in  the  protocol,  several  hours  before 
death,  during  the  night,  she  complained  of  severe 
pain,  and  later  was  found  dead. 

Dr.  Delp:  Are  there  any  questions? 

Marvin  Liggett  (fourth  year  medical  student)  :*  I 
wonder  if  you  could  tell  us  where  the  diagnostic 
studies  were  done  five  years  ago  and  how  extensive 
they  were? 

Dr.  Delp:  They  were  done  at  Bethesda  Naval 
Hospital. 

Mr.  Liggett:  Was  a pelvic  examination  done? 

Dr.  Klionsky:  A pelvic  was  not  done  by  any  of 
the  people  who  saw  this  patient  in  the  last  two  weeks 
of  life.  The  referring  physician  stated  he  could  not 
do  a pelvic  because  the  patient  was  too  ill. 

Mary  Howbert  (fourth  year  medical  student)  : Do 
you  know  anything  about  the  circumstances  of  where 


* Though  a medical  student  in  May,  1955,  when  this 
conference  occurred,  he,  like  the  others  referred  to  as  stu- 
dents, received  the  M.D.  degree  in  June,  1955. 
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the  body  was  found?  Was  she  in  bed,  in  a chair,  or 
outdoors  ? 

Dr.  Klionsky:  I do  not  know. 

Mrs.  Howbert:  Did  she  have  any  fever  while  in 
the  hospital  ? 

Dr.  Klionsky:  None  was  recorded. 

Mrs.  Howbert:  What  medications  did  she  receive 
in  the  hospital? 

Dr.  Klionsky:  While  in  the  hospital  she  had  chloral 
hydrate.  She  was  taking,  on  her  own  initiative,  "tu- 
inal,”  secobarbital,  and  pentaerythritol  tetranitrate, 
apparently  in  fairly  large  doses,  but  without  much 
effect  on  the  pain.  Her  referring  physician  had  given 
her  meperidine. 

Mrs.  Howbert:  Was  this  pain  constant  or  intermit- 
tent? 

Dr.  Delp:  I think  we  may  assume  from  the  com- 
ments made  that  it  was  fairly  constant. 

Alice  Kitchen  (fourth  year  medical  student)  : Had 
this  patient  any  kind  of  cardio-respiratory  symptoms 
prior  to  two  weeks  ago  ? 

Dr.  Klionsky:  I do  not  know. 

Phillip  Godwin  (fourth  year  medical  student):  I 
get  the  impression  that  the  patient  was  up  and  about 
at  the  time  she  came  to  the  doctor.  Is  that  correct? 

Dr.  Klionsky:  Yes. 

Dr.  Delp:  The  patient  was  up  and  about  all  the 
time,  even  while  she  was  in  the  hospital. 

Dr.  Frank  A.  Mantz,  Jr.  (pathologist)  : I would 
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Figure  1.  Electrocardiogram.  Standard  leads  (a)  and  unipolar  leads  (b). 
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like  to  add  a little  information  about  the  terminal 
episode.  Apparently  she  was  having  her  usual  com- 
plaints at  home,  but  she  was  suddenly  seized  with 
more  severe  pain  than  she  had  had  previously.  She 
sent  her  husband  out  for  some  medicine  to  relieve 
the  pain,  but  on  his  return  to  the  home  he  found  her 
dead. 

Dr.  Delp:  Was  she  dead  in  bed  or  on  the  floor? 

Dr.  Mantz:  I do  not  know. 

Dr.  Delp:  May  we  see  the  the  electrocardiograms, 
Mr.  Godwin? 

Mr.  Godwin:  The  electrocardiogram  (Figure  la 
and  lb)  was  taken  in  the  doctor’s  office.  The  rate  is 
about  95  with  a regular  rhythm  of  sinus  origin.  The 
QRS  vector  is  about  20  degrees;  the  T vector  is 
about  150  degrees.  The  QRS  vector  points  posterior- 
ly, and  the  T vector  points  anteriorly  so  that  the 
QRS-T  angle  is  somewhat  greater  than  130  degrees. 
There  is  inversion  of  the  T waves  in  lead  I,  with 
isoelectric  T waves  in  lead  II.  In  leads  Vl,  V2,  and 
V3  there  are  rather  deep  S waves,  and  there  are  tall 
R waves  in  leads  V4,  V5,  and  V6.  In  leads  V5  and 
V6  there  is  inversion  of  the  T waves,  but  no  deviation 
of  the  S-T  segment.  This  electrocardiogram  is  com- 
patible with  left  ventricular  strain  with  hypertrophy. 

Dr.  Delp:  Dr.  Tice,  the  patient  reportedly  had 
been  treated  with  75  courses  of  radium.  What  does 
this  mean  ? 

Dr.  Galen  Tice  (radiologist)  : I do  not  know  what 
that  means. 

Dr.  Delp:  Could  rt  have  meant  hours  of  treatment? 

Dr.  Tice:  It  might  have.  Was  the  radium  locally 
administered  ? 

Dr.  Delp:  I assume  that  it  was. 

Dr.  Tice:  Usually  an  hour  of  roentgen  therapy 
doesn’t  mean  very  much. 

Dr.  Delp:  Will  you  please  present  your  differential 
diagnosis,  Mr.  Liggett? 

DIFFERENTIAL  DIAGNOSIS 

Mr.  Liggett:  The  patient  was  a 40-year  old  woman 
who  had  been  hypertensive  for  at  least  five  years.  At 
the  time  that  she  was  first  examined  she  had  a big 
left  ventricle,  an  enlarged  liver,  and  swollen  feet. 
I think  we  can  say  that  she  had  hypertensive  cardio- 
vascular disease.  In  accounting  for  the  hypertension, 
which  we  will  have  to  assume  adds  something  of  im- 
portance to  this  case,  we  must  place  some  reliance  on 
the  studies  that  were  done  in  the  past.  A young  per- 
son who  develops  hypertension  should  have  a work- 
up for  pheochromocytoma  and  renal  disease.  The 
work-up  was  reported  to  be  negative,  so  she  probably 
had  essential  hypertension.  There  would  be  fairly 
good  evidence  for  this.  Essential  hypertension  would 
not  be  uncommon  if  she  were  from  a hypertensive 
family.  There  was  an  elevation  of  the  diastolic  pres- 
sure in  this  patient ; we  do  not  know,  of  course, 


whether  she  was  carrying  this  for  five  years,  but  it 
is  possible.  In  the  course  of  her  hypertension  she 
developed  chest  pain  which  radiated  widely. 

In  considering  pain  of  the  substernal  type  one  must 
think  of  tumor,  and  this  would  be  a good  time  to 
bring  up  the  matter  of  the  uterus.  It  is  pure  specu- 
lation, but  75  radium  treatments  leave  me  without 
anything  to  say  except  that  possibly  she  was  treated 
for  carcinoma  of  the  uterus,  which  can  metastasize 
late.  Surely  we  would  have  some  other  evidence  of 
metastasis,  and  I cannot  see  any  reason  why  it  would 
cause  hypertension.  If  it  did  go  to  the  mediastinum 
and  was  causing  pressure  symptoms,  one  would  surely 
see  some  evidence  of  it  on  fluoroscopy. 

In  a discussion  of  substernal  pain  one  must  con- 
sider pericarditis,  but  the  patient  had  a normal  tem- 
perature in  the  hospital.  There  is  certainly  no  evi- 
dence in  the  electrocardiogram  of  any  current  of 
injury  that  would  make  one  think  of  pericarditis. 

The  diagnosis  of  angina  pectoris  is  made  on  clin- 
ical evidence,  and  it  is  relieved  by  nitroglycerin  and 
rest.  This  patient's  pain  was  not  of  that  type.  If  the 
patient  had  had  chronic  coronary  insufficiency  she 
might  possibly  have  had  pain  for  a long  time.  I 
could  not,  however,  find  any  reference  to  an  indi- 
vidual who  had  had  coronary  artery  insufficiency  for 
this  long  a time  without  developing  an  infarction. 

People  with  high  blood  pressure  and  mild  failure 
often  have  various  arrhythmias.  This  might  have  ac- 
counted for  her  dizziness,  but  it  seems  unlikely ; it 
would  not  account  for  the  pain. 

If  the  patient  had  had  an  infarction  that  could 
account  for  this  much  pain,  she  would  certainly  have 
had  some  fever  and  would  probably  have  had  to  stay 
in  bed.  This  patient  was  up  and  around. 

There  is  another  structure  in  the  chest  which  I have 
consciously  avoided  up  to  this  point,  and  that  is  the 
aorta.  It  has  the  same  innervation  in  the  upper  parts 
as  the  heart  does,  and  one  may  get  pain  from  that 
structure  that  closely  resembles  cardiac  pain.  If  the 
patient  did  have  disease  of  the  aorta,  and  I think  she 
did,  one  would  have  to  consider  syphilis.  This  oc- 
curs in  the  ascending  aorta,  and  one  would  expect 
some  murmurs  and  a positive  serology.  No  murmurs 
were  recorded,  and  no  such  aneurysm  was  seen  on 
fluoroscopy. 

An  arteriosclerotic  aneurysm  is  unlikely  because  it 
usually  occurs  in  older  persons,  although  arterioscle- 
rosis is  much  accelerated  in  hypertensives. 

There  is  one  other  thing  which  occurs  in  young 
people  who  have  had  a high  diastolic  pressure  for 
years,  namely  cystic  medial  necrosis  of  the  aorta  which 
may  lead  to  a dissecting  aneurysm. 

Both  of  the  blood  pressure  values  recorded  are 
high,  and  this  is  significant.  If  blood  had  been  escap- 
ing, the  blood  pressures  would  have  fallen,  and  she 
would  have  had  extreme  vasomotor  phenomena.  She 
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had  been  having  pain  all  the  time.  It  was  not  a cat- 
astrophic thing  at  first,  and  one  can  visualize  a 
dissection  proceeding  slowly  and  continuously.  As 
the  dissection  continued  farther  it  would  account  for 
the  pain  she  had  in  her  abdomen. 

This  patient’s  stay  in  the  hospital  was  short,  and 
pain  is  a nebulous  thing.  Interpreting  pain  in  a per- 
son who  is  rational  is  difficult  enough,  but  this  pa- 
tient was  getting  a lot  of  medication  and  she  was 
terribly  excited,  so  we  don’t  know  what  was  going 
on.  I think  that  she  was  having  severe  pain  and  that 
her  mental  symptoms  were  a reaction  to  it  and  to 
the  drugs  she  was  receiving.  The  pain  could  also  have 
accounted  for  her  fainting. 

After  she  went  home  we  do  not  know  what  medi- 
cation she  took,  but  she  continued  to  have  pain  which 
I can  account  for  only  on  the  basis  of  a continuing 
process  which  did  not  infarct  the  myocardium.  I think 
that  she  ruptured  her  aorta.  I do  not  know,  but  I 
suspect  that  it  was  within  the  abdomen. 

Dr.  Delp:  Mr.  Justus,  how  do  you  explain  this 
patient’s  mental  symptoms? 

William  J.  Justus  (fourth  year  medical  student)  : 
I think  it  was  likely  a psychosis  from  barbiturate  in- 
toxication. 

Dr.  Delp:  You  do  not  think  the  patient’s  pain  or 
discomfort  had  anything  to  do  with  it? 

Mr.  Justus:  It  may  have  aggravated  it,  but  I think 
the  barbiturate  was  the  underlying  feature. 

Dr.  Delp:  Miss  Kitchen,  you  saw  the  electrocardio- 
gram. Do  you  think  it  is  compatible  with  Mr.  Lig- 
gett’s  diagnosis? 

Miss  Kitchen:  Yes  sir,  because  hypertension  is  a 
predisposing  factor  in  dissecting  aneurysm,  and  this 
electrocardiogram  is  just  the  sort  of  tracing  one  would 
see  in  a hypertensive  person. 

Dr.  Delp:  What  do  you  think  was  the  final  episode 
in  this  patient,  Mr.  Godwin? 

Mr.  Godwin:  I think  it  was  a rupture  of  an  aneur- 
ysm. Statistically  the  chances  would  be  for  a hemo- 
pericardium  or  hemothorax,  but  it  could  have  been  in 
the  abdomen. 

Dr.  Delp:  Mr.  Ketterman,  the  patient’s  blood  pres- 
sure was  reported  at  the  time  she  was  in  the  hospital 
as  being  240  systolic  and  140  or  150  diastolic.  Is 
this  compatible  with  the  diagnosis? 

Herbert  Ketterman  (fourth  year  medical  student)  : 
Yes,  it  is.  One  thing  about  dissecting  aneurysms  is 
that  the  blood  pressure  will  stay  elevated  unless  they 
rupture. 

Dr.  Delp:  Have  you  ever  seen  a patient  with  a dis- 
secting aneurysm,  Mr.  Justus? 

Mr.  Justus:  No,  sir. 

Dr.  Delp:  Do  you  think  the  patient  presented  the 
clinical  picture  of  dissecting  aneurysm? 

Mr.  Justus:  Yes,  sir. 

Dr.  Delp:  Mrs.  Howbert.  what  about  the  duration 


of  this  patient’s  illness?  Was  it  compatible  with  the 
diagnosis  ? 

Mrs.  Howbert:  Many  of  the  patients  reported  died 
within  a few  seconds  or  minutes  after  the  first  symp- 
toms of  dissection,  but  about  50  per  cent  lived  for 
days  or  weeks. 

Dr.  Delp:  Miss  Kitchen,  have  you  completely  dis- 
carded the  possibility  that  this  patient  had  a myo- 
cardial infarction  which  was  not  visible  on  the  elec- 
trocardiogram ? 

Miss  Kitchen:  Yes,  sir. 

Dr.  Delp:  I think  that  you  were  no  more  specific 
than  to  say  that  you  thought  this  was  post-aneurysmal 
rupture.  Where  do  you  suppose  it  ruptured? 

Mr.  Liggett:  I think  I did  say  that  I thought  it  rup- 
tured into  the  abdomen.  My  reason  for  this  was  that 
the  necrosis  usually  does  not  occur  around  the  ascend- 
ing aorta.  It  is  possible  for  these  aneurysms  to  dissect 
back  up  to  give  a cardiac  tamponade.  I would  sus- 
pect, from  the  continuing  symptoms,  that  it  dissected 
down  the  aorta  and  ruptured  into  the  abdomen. 

Dr.  Delp:  Dr.  Rankin,  do  you  have  any  comments 
concerning  this  case? 

Dr.  Thomas  J.  Rankin  (internist)  : Not  any  very 
pretty  ones.  I would  have  to  choose  essential  hyper- 
tension over  pheochromocytoma  or  renal  disease  for 
the  reasons  discussed  just  a minute  ago.  My  choice 
is  also  dissecting  aneurysm,  but  I think  the  patient 
died  of  retrograde  dissection  and  cardiac  tamponade. 
Her  mental  condition  has  been  mentioned.  A dissect- 
ing aneurysm  involving  the  arch  of  the  aorta  and 
decreasing  the  circulation  to  the  cerebrum  would 
have  to  be  considered  as  an  explanation  for  part  of 
her  behavior. 

Dr.  Delp:  Dr.  Peete,  do  you  accept  this  diagnosis 
of  dissecting  aneurysm? 

Dr.  Don  C.  Peete  (internist)  : Yes,  it  seems  to  me 
from  what  I have  seen  of  dissecting  aneurysms  that 
this  case  fits  the  diagnosis. 

Dr.  Delp:  I was  looking  in  Dr.  Osier’s  old  system 
of  medicine,  and  I found  that  he  reported  having 
seen  a soldier  who  was  dismissed  from  the  British 
army  because  of  an  aneurysm.  He  lived  in  Montreal 
or  thereabouts  for  30  years  subsequent  to  his  discharge 
from  the  army.  After  he  died,  Dr.  Osier  was  given 
permission  to  dissect  and  retain  the  aorta.  It  had 
recanalized  itself  with  two  channels  from  the  ascend- 
ing arch  down  to  the  bifurcation  of  the  iliacs.  The 
two  channels  ran  continuously  and  were  entirely  epi- 
thelialized. 

Dr.  Wahl,  will  you  please  present  the  pathologist’s 
report  ? 

PATHOLOGY  REPORT 

Dr.  Harry  R.  Wahl  (pathologist)  : We  were  not 
able  to  find  anything  on  which  to  base  a diagnosis  of 
carcinoma  of  the  cervix.  In  certain  areas  of  the  uterus 
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Figure  2.  Section  of  heart  and  arch  of  aorta  dissected 
to  show  the  break  (a)  in  the  intima  that  allowed  the 
blood  to  infiltrate  into  the  degenerated  media,  produc- 
ing the  aneurysm  (b). 

there  was  scar  tissue,  but  we  could  not  even  make  the 
diagnosis  of  an  irradiation  reaction.  The  patient  died 
of  a cardiovascular  disease.  There  were  some  changes 
in  the  kidneys,  but  they  were  those  associated  with 
essential  hypertension. 

Upon  opening  the  chest  we  found  that  the  peri- 
cardial cavity  was  greatly  distended  and  contained 
600  cc.  of  dotted  blood.  We  found  the  lesion  some 
of  you  anticipated,  a dissecting  aneurysm  (Figure  2), 
and  could  demonstrate  the  place  where  the  intima 
ruptured  into  the  softened  area  of  the  media  leading 
to  the  separation  of  the  layers  of  the  degenerated 
media  by  the  infiltrating  blood,  resulting  in  a dis- 
secting aneurysm. 

There  was  a small  lesion  on  the  posterior  part  of 
the  heart  with  extension  of  the  aneurysm  into  the 
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Figure  3.  Photomicrograph  of  aorta  rupture  (a)  and 
break  (b)  in  the  black  staining  elastic  tissue  (c)  of 
the  media. 


pericardial  cavity.  Sections  through  the  aneurysm 
showed  organization  which  would  indicate  that  it 
had  been  there  for  days  and  possibly  even  weeks  be- 
fore the  final  rupture  occurred  into  the  pericardial 
sac  and  precipitated  almost  immediate  death.  It  is 
interesting  to  note  the  extensive  atherosclerosis,  scar- 
ring, and  ulceration  of  the  aorta,  in  spite  of  the  fact 
that  the  patient  was  only  40  years  old.  There  was 
another  aneurysm  just  below  the  renal  artery. 

A connective  tissue  stain  of  a coronary  artery 
showed  extensive  atherosclerotic  changes  in  the  small- 
er blood  vessels.  The  small  arteries  throughout  the 
viscera  and  splanchnic  areas  showed  similar  involve- 
ment. 

An  elastic  tissue  stain  of  a section  of  the  aorta 
demonstrates  a lack  of  elastic  tissue  fibers  in  the 
media  (Figure  3).  There  are  two  conditions  that  pro- 
duce dissecting  aneurysms ; both  of  them  are  caused 
by  changes  within  the  media.  In  one  the  changes  are 


Figure  4.  Photomicrograph  of  the  elastic  tissue  of  the 
media  separated  into  two  distinct  layers  (b)  between 
which  the  blood  infiltrates  (a)  forming  the  dissecting 
aneurysm. 

chiefly  within  the  musculature  of  the  media,  and  this 
usually  occurs  in  individuals  who  are  more  than  40 
years  old.  In  the  other  type  the  changes  are  chiefly 
in  the  elastic  tissue,  and  the  condition  usually  occurs 
in  individuals  under  40  years  of  age.  Sections  from 
this  patient  show  distinct  changes  in  the  elastic  tissue 
of  the  aorta  with  disintegration  of  elastic  fibers  (Fig- 
ures 3 and  4). 

Dr.  Klionsky:  I would  like  to  ask  if  anyone  has 
ever  seen  a dissecting  aneurysm  in  a pre-menopausal 
woman  ? 

Dr.  Delp : No. 

Dr.  Klionsky:  It  is  a rare  occurrence.  Therefore, 
I think  it  is  an  important  item. 

Dr.  Kurt  Reissmann  (internist)  : This  case  is  a 
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very  good  example  of  the  competence  of  Smithwick’s 
criteria.  Smithwick,  as  you  all  know,  stated  that  when- 
ever the  pulse  pressure  is  greater  than  one-half  of  the 
diastolic  blood  pressure  plus  20,  we  should  strongly 
suspect  an  atherosclerosis  of  the  aorta.  Now  in  this 
patient  the  pulse  pressure  was  150  while  the  diastolic 
pressure  was  only  130,  so  there  was  a high  pulse 
pressure  relative  to  the  diastolic  blood  pressure  and 
that  was,  from  the  beginning,  strongly  in  favor  of  a 
severely  diseased  aorta. 

Dr.  Wahl:  There  is  one  point  that  was  brought 
out  that  I think  we  should  clarify:  the  confusion  as 
to  the  difference  between  atheroma  of  the  aorta  and 
medial  necrosis.  What  this  patient  had  was  medial 
necrosis,  not  atheroma.  In  ordinary  arteriosclerosis 
there  is  an  atheromatous  change  which  is  within  the 
intima.  Our  patient  did  not  have  much  intimal  change 
but  did  have  extensive  medial  necrosis  which  is  quite 
different.  It  weakens  the  aortic  wall  and  leads  to  the 
separation  of  layers  of  the  media  and  a dissecting 
aneurysm. 

Dr.  Delp:  Chest  pain,  continuous  over  hours,  des- 
cending and  migratory  in  character  occurring  in  a 
patient  with  hypertension  might  reasonably  suggest 
coronary  disease.  Since  the  symptoms  were  not  asso- 
ciated with  tangible  changes  such  as  shock  and  spe- 
cific electrocardiographic  signs,  the  possibility  of  dis- 
section of  the  aorta  became  a distinct  probability.  The 
sudden  death  was  compatible  with  cardiac  tamponade. 

PATHOLOGICAL  ANATOMICAL  DIAGNOSIS 

Primary 

Medial  cystic  necrosis  of  the  aorta. 

Recent  dissecting  aneurysm  of  the  ascending  aorta 
with  rupture  into  the  pericardium. 

Small  saccular  aneurysm  of  abdominal  aorta. 

Hemopericardium,  approximately  650  cc.  of  clotted 
blood. 

Hypertrophy  and  dilatation  of  the  heart,  weight 
480  grams  (history  of  hypertension  with  blood  pres- 
sure 280/130  for  many  years). 

Focal  and  diffuse  fibrosis  of  the  myocardium,  slight. 

Subendocardial  hemorrhages  of  right  auricle. 

Arterio-  and  arteriolar  nephrosclerosis,  slight,  and 
arteriolar  sclerosis  of  pancreas. 

Arteriosclerosis  of  the  thoracic  and  abdominal 
aorta,  coronary,  pulmonary,  mesenteric,  iliac,  and 
splenic  arteries,  advanced. 

Acute  congestion  of  the  lungs  and  liver,  slight;  of 
the  spleen,  advanced. 

Accessory 

Nodular  thickening  of  the  cusps  of  the  mitral 
valve,  moderate. 

Calcified  peripheral  nodule  of  the  lower  lobe  of 
the  right  lung. 

Pyelonephritis  of  the  right  kidney,  moderate. 


Adenomatous  hyperplasia  of  the  left  adrenal  gland. 

Right  double  ureter. 

Infantile  uterus. 

Healed  midline  lower  abdominal  scar. 

Surgical  absence  of  the  tubes  and  ovaries. 

Atrophy  and  stenosis  of  the  cervix  uteri  (history 
of  irradiation  treatment  for  carcinoma  of  the  cervix 
11  years  prior  to  death). 

Chronic  gastritis,  moderate. 

Adenomatous  nodular  colloid  goiter  of  the  right 
lobe  of  the  thyroid  gland. 
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Evaluation  of  Foreign  Students 

Approval  of  a program  for  evaluating  foreign 
medical  school  graduates  was  given  recently  by  the 
Board  of  Trustees  of  the  American  Medical  Associa- 
tion. The  board  also  accepted  plans  for  administering 
a program  proposed  by  a Cooperating  Committee  on 
Graduates  of  Foreign  Medical  Schools. 

The  committee  is  composed  of  representatives  of 
the  A.M.A.  Council  on  Medical  Education  and  Hos- 
pitals, the  Federation  of  State  Medical  Boards  of  the 
U.  S.,  the  American  Hospital  Association,  and  the 
Association  of  American  Medical  Colleges. 

Each  foreign  medical  graduate  who  wishes  to  come 
to  the  United  States  as  an  intern  or  resident  or  in  any 
other  position  that  involves  medical  care  of  the 
American  public  must  satisfy  two  requirements: 
(1)  His  credentials  must  clearly  indicate  that  he  was 
graduated  from  a bona-fide  medical  school;  and  (2) 
He  must  demonstrate,  by  examination,  that  he  has 
medical  knowledge  equivalent  to  that  demanded  of 
graduates  of  schools  in  this  country. 

This  evaluation  service  will  be  established  within 
an  independent  organization  whose  affairs  will  be 
directed  by  a board  designated  by  all  of  the  four 
organizations.  It  is  expected  that  the  service  will  be- 
come effective  within  the  next  year. 


Pediatric  Patterns  is  the  name  of  a new  periodical 
published  by  Parke,  Davis  and  Company  to  show  the 
incidence  of  communicable  diseases  in  any  given  area. 
It  includes  reports  on  poliomyelitis,  diphtheria,  strep- 
tococcal infections,  measles,  and  whooping  cough. 


ACHROMYCIN 


infections  in  sargery 


The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout1  have  re 
ported  successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates2 used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic, 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 


Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


•Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 
2Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid , pp.  603-607. 
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Tetracycline  Lederle 


in  the  treatment  of 


ACHROMYCIN  SF 


filled  sealed  capsules 
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PHYSICIANS’  ACTIVITIES 


Dr.  Farris  D.  Evans,  Wichita,  national  surgeon 
general  for  the  Veterans  of  Foreign  Wars,  was  re- 
elected department  surgeon  of  the  state  organization 
at  a meeting  held  on  June  3.  He  is  also  holding  the 
office  of  surgeon  for  the  Wichita  post. 

Sumner  County  and  the  city  of  Wellington  have 
established  a full-time  health  department  with  Dr. 
Harry  L.  Cobean,  Wellington,  as  director. 


The  Parsons  Clinic  announces  that  Dr.  J.  Gary 
Campbell,  formerly  of  Santa  Barbara,  California, 
joined  its  staff  as  ophthalmologist  on  July  1.  Dr. 
Campbell  is  a graduate  of  Northwestern  University. 


Dr.  John  A.  Grove,  Newton,  attended  a meeting 
of  the  President's  Committee  for  Traffic  Safety  in 
Chicago  last  month.  He  is  chairman  of  the  Commit- 
tee on  Trauma  of  the  Kansas  Chapter,  American  Col- 
lege of  Surgeons. 

Dr.  Robert  Shaw,  Claflin,  gave  a talk  on  polio  at 
a recent  meeting  of  the  Claflin  Parent-Teacher  Asso- 
ciation.   

Dr.  Paul  H.  Lorhan,  of  the  University  of  Kansas 
Medical  Center,  served  as  an  examiner  for  the  Ameri- 
can College  of  Anesthesiologists  in  Chicago  last 
month.  

Scientific  exhibits  for  the  September  meeting  of 
the  Kansas  City  Southwest  Clinical  Society  are  being 
prepared  by  several  departments  and  individuals  at 
the  University  of  Kansas  Medical  Center.  One  on 
"Digitalis”  and  another  on  "Phonocardiography” 


DEATH  NOTICES 


Stanley  Glen  Laing,  M.D. 

Dr.  S.  G.  Laing,  55,  Kansas  City  physician 
who  specialized  in  obstetrics,  died  on  May  26 
while  on  a fishing  trip  in  Lakeview,  Arkansas. 
He  had  practiced  in  Kansas  City  since  1942, 
having  graduated  from  the  University  of  Min- 
nesota School  of  Medicine  in  1940  and  taken 
a two-year  internship  at  St.  Margaret’s  Hospital, 
Kansas  City.  Among  the  survivors  is  a brother, 
Dr.  Maurice  V.  Laing,  also  of  Kansas  City. 


Dale  E.  Clark,  M.D. 

Dr.  Dale  E.  Clark,  36,  who  had  been  prac- 
ticing in  Cedar  Vale  since  1952,  died  of  ne- 
phritis on  June  4.  Dr.  Clark’s  college  work  was 
interrupted  for  four  years  while  he  served  in 
the  Army  during  World  War  II.  He  later  com- 
pleted his  work  at  the  University  of  Kansas 
School  of  Medicine,  from  which  he  was  gradu- 
ated in  1951.  In  his  practice  in  Cedar  Vale  he 
was  associated  with  Dr.  L.  Claire  Hays. 


Clay  Ephraim  Coburn,  M.D. 

An  honorary  member  of  the  Wyandotte 
County  Medical  Society,  Dr.  C.  E.  Coburn,  83, 
died  at  his  home  in  Kansas  City  on  June  8. 
He  had  been  in  practice  for  57  years,  and,  al- 
though he  closed  his  office  last  fall,  continued 
to  see  patients  in  his  home.  For  23  years  he  was 
a member  of  the  Kansas  State  Board  of  Health, 
and  he  served  two  terms  as  its  president.  He 
was  also  on  the  board  of  the  Kansas  Tubercu- 


losis Association  for  25  years  and  was  head  of 
that  organization  for  14  years.  All  of  his  prac- 
tice was  in  Kansas  City,  except  for  service  in 
the  Army  Medical  Corps  during  World  War  I. 


Harry  Roswell  Wahl,  M.D. 

Dr.  H.  R.  Wahl,  69,  a prominent  figure  in 
the  Kansas  medical  scene  for  many  years,  died 
on  June  18.  He  had  been  associated  with  the 
University  of  Kansas  School  of  Medicine  since 
191 9,  seven  years  after  his  graduation  from 
Johns  Hopkins  University  School  of  Medicine. 
Although  his  primary  interest  was  in  pathology, 
he  had  served  in  an  administrative  capacity  for 
long  periods  of  time,  as  acting  dean  from  1924 
to  1927  and  as  dean  from  1927  to  1948.  From 
the  latter  date  until  1951  he  was  head  of  the 
Department  of  Pathology.  Since  that  time  he 
had  been  engaged  in  pathological  research. 

Dr.  Wahl  was  scheduled  to  retire  this  month 
when  he  reached  his  70th  birthday.  In  recog- 
nition of  his  services,  the  Kansas  Board  of 
Regents  voted  recently  to  change  the  name  of 
the  Medical  Science  Building  at  the  Medical 
Center  to  Wahl  Hall. 

He  was  a diplomate  of  the  American  Board 
of  Pathology  and  held  membership  also  in  the 
American  Association  of  Pathologists  and  Bac- 
teriologists and  the  College  of  American  Pa- 
thologists. His  recent  research  activities  were 
in  the  fields  of  tumors  of  the  sympathetic  ner- 
vous system,  disorders  in  fat  metabolism,  gastric 
lesions  in  Hodgkin's  disease,  and  leukemia. 
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A RESEARCH  MILESTONE 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 


Specifically  for  Protein  Anabolism- 


lt  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 


THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

1 

ch2 


objective  AND  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


*Trademark  of  G.  D.  Searle  & Co. 
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will  be  shown  by  Doctors  E.  Grey  Dimond,  James 
E.  Crockett,  T.  K.  Lin,  and  Sherman  Steinzeig. 

Prosthetic  Devices  to  Facilitate  Hand  and  Foot 
Function”  will  be  exhibited  by  Dr.  Donald  L.  Rose 
and  Dr.  Edward  B.  Shires,  "Cerebral  Angiography" 
by  Dr.  William  P.  Williamson  and  Dr.  Karl 
Youngstrom,  and  "Oculo-Systemic  Syndromes”  by 
the  Department  of  Ophthalmology. 


Dr.  Franklin  D.  Murphy,  chancellor  of  the  Uni- 
versity of  Kansas,  Lawrence,  will  serve  on  a special 
committee  appointed  by  the  Ford  Foundation  to  plan 
distribution  of  an  appropriation  of  $90,000,000  to 
the  nation’s  medical  schools. 


Dr.  Orville  R.  Clark,  Topeka,  has  been  named  as 
a Topeka  Board  of  Education  appointee  on  the 
Washburn  University  Board  of  Regents. 


A report  on  a tour  of  Soviet  Russia  was  made  to 
the  Wichita  Rotary  Club  last  month  by  Dr.  Rene  M. 
Gouldner,  Wichita,  who  spent  the  month  of  May 
on  his  trip  behind  the  Iron  Curtain. 


Dr.  Emery  C.  Bryan,  Erie,  was  elected  recently  as 
vice  president  of  the  newly  formed  Neosho  County 
Mental  Health  Association. 


Dr.  Charles  A.  Hunter,  Jr.,  of  the  University  of 
Kansas  Medical  Center,  recently  became  a diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology. 


In  recognition  of  his  50  years  of  practice,  Dr. 
C.  C.  Nesselrode,  Kansas  City,  was  guest  of  honor 
at  a party  given  by  relatives  and  friends  on  June  3- 
A reunion  of  members  of  the  1906  medical  school 
class  of  the  University  of  Kansas  was  held  on  the 
same  date  at  Lawrence.  Other  class  members  are  Dr. 
John  A.  Crabb,  Topeka;  Dr.  Mildred  Curtis,  Iola, 
and  Dr.  Fred  D.  Lose,  Madison. 


Dr.  Philip  A.  Bearg,  Topeka,  resigned  last  month 
as  state  epidemiologist  to  accept  a position  as  profes- 
sor of  public  health  at  Jefferson  Medical  School  and 
director  of  the  Fife-Hamill  Memorial  Health  Center, 
Philadelphia. 


A surgical  practice  in  Independence  will  be  begun 
soon  by  Dr.  M.  K.  Borklund,  a graduate  of  Indiana 
University  School  of  Medicine  who  recently  com- 
pleted a residency  at  General  Hospital,  Kansas  City, 
Missouri. 


Dr.  Leonard  Diehl,  who  has  been  practicing  in 
Osborne  for  three  years,  closed  his  office  there  last 
month  to  move  to  Oklahoma  City  to  enter  a general 
practice  partnership  with  two  other  physicians. 


Dr.  Roy  A.  Lawson,  Jr.,  former  instructor  in 
medicine  at  the  University  of  Kansas  Medical  Center, 
has  been  named  superintendent  of  the  new  Southeast 
Kansas  Tuberculosis  Hospital  in  Chanute. 


Plans  to  enter  practice  in  Cedar  Yale  have  been 
announced  by  Dr.  Ivan  E.  Lloyd,  a 1955  graduate  of 
the  University  of  Kansas  School  of  Medicine  who 
recently  completed  internship  at  Wesley  Hospital, 
Wichita. 


A feature  story  about  Dr.  Fred  D.  Lose,  who  has 
completed  50  years  of  practice  in  Madison,  was 
published  in  recent  issues  of  the  Madison  News  and 
of  the  Emporia  Gazette.  He  was  honored  at  a com- 
munity celebration  on  June  10. 


Dr.  Charles  LeRoy  Williams  was  named  presi- 
dent of  the  Sedgwick  County  Heart  Association  at  a 
meeting  held  in  Wichita  last  month.  Dr.  Katherine 
Pennington  was  elected,  vice-president  in  charge  of 
programs.  A panel  discussion  on  "New  Advances  in 
Treatment  of  Heart  Diseases”  was  presented  at  the 
meeting  by  Dr.  Pennington,  Dr.  Ben  H.  Buck,  Dr. 
W.  Carter  Goodpasture,  and  Dr.  C.  Gayle 
Stephens. 


Dr.  G.  George  Ens,  who  recently  completed  in- 
ternship at  St.  Luke’s  Hospital,  Kansas  City,  Mis- 
souri, began  general  practice  in  Hillsboro  on  July  1. 


Dr.  William  F.  Splichal,  who  has  practiced  in 
Belleville  since  1931,  moved  to  Manhattan  last 
month  and  has  opened  an  office  there. 


The  city  commission  of  Topeka  recently  reappoint- 
ed Dr.  B.  I.  Krehbiel  to  its  health  advisory  board. 


A feature  story  about  Dr.  H.  B.  Hogeboom,  To- 
peka, was  published  in  the  June  10  issue  of  the  To- 
peka Daily  Capital.  Dr.  Hogeboom  was  celebrating 
the  60th  anniversary  of  his  graduation  from  medical 
school. 


Dr.  C.  W.  Erickson,  Pittsburg,  addressed  the 
I.yon  County  Medical  Society  in  Emporia  on  the  sub- 
ject of  "The  Tired  Patient”  on  June  5. 
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peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic . . . 

TERRAMYCIN®t 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


delightful  peach  taste  in 
broad-spectrum  therapy 

TERRABON 


BRAND  OF  OXYTETRACYCLINE 


HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division , Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N. 


fBrand  of  oxytetracycline 
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Dr.  Harry  J.  Davis,  who  has  practiced  in  Topeka 
for  31  years,  announced  his  retirement  recently. 


Dr.  George  Hopson,  formerly  of  Stockton,  is 
now  practicing  in  DeSoto,  Missouri. 


Participate  in  Research  Program 

Thirty-nine  physicians  of  the  Wichita  area  are  now 
participating  in  a research  project  of  the  National 
Disease  and  Therapeutic  Index.  A study  is  being 
made  of  the  nature,  scope,  and  frequency  of  occur- 
rence of  non-fatal  disease,  injury,  and  other  conditions 
seen  by  the  doctor  in  private  practice  in  the  United 
States. 

Statistical  data  will  be  compiled  to  show  why  pa- 
tients see  doctors  and  what  types  of  treatment  they 
receive.  Nearly  900  doctors  in  27  areas  of  the  country 
are  cooperating  in  the  study.  The  Wichita  group  is 
composed  of  21  general  practitioners,  five  internists, 
four  surgeons,  three  obstetrician-gynecologists,  two 
urologists,  two  otolaryngologists,  one  pediatrician, 
and  one  dermatologist. 

Evaluation  of  reports  for  the  first  three-month 
period  indicates  that  the  results  of  the  study  will  be 
of  value.  Each  participant  will  report  four  times  a 
year  on  the  age,  sex,  diagnosis  or  diagnoses,  and 
therapeutics  administered  to  or  prescribed  for  each 
patient  seen  during  the  course  of  a 48-hour  period. 
The  names  of  the  patients  are  not  reported,  and  the 
reporting  physicians  are  not  identified  with  case 
records. 

The  data  will  be  processed  and  evaluated  in  1957. 


Denver  Chiropractor  Dies 

A paragraph  in  a recent  issue  of  Time  reported 
the  death  of  "Dr.  Leo  L.  Spears,  62,  high-flying 
quack,  head  (since  1943)  of  Denver’s  glassy  Spears 
Chiropractic  Sanitarium." 

Long  a controversial  figure,  Spears  was  charged 
with  manslaughter  on  the  death  of  a young  patient 
six  weeks  after  he  opened  his  clinic.  He  was  acquitted, 
sued  state  health  officials  for  $300,000,  and  lost  the 
case.  He  later  sought  damages  for  libel  suits  totaling 
some  $36  million  but  did  not  collect.  The  Colorado 
State  Medical  Society  was  one  of  the  defendants  in 
a 1955  suit. 

Although  the  hospital  property  was  appraised  in 
1954  at  $8,360,000,  Spears  felt  that  his  progress  was 
hampered  by  the  "medical  monopoly.”  His  chief  tar- 
gets were  the  Veterans  Administration,  which  does 
not  authorize  payment  for  chiropractic  treatment  for 
veterans,  and  the  American  Medical  Association. 

The  Spears  institution,  which  on  occasion  bought 


as  much  as  a full  page  of  newspaper  space  in  a 
Kansas  daily  to  advertise  its  "success"  in  treating 
polio  and  muscular  dystrophy,  also  mailed  booklets 
in  bulk  to  Kansans,  picturing  and  describing  patients 
it  had  "cured"  of  cancer,  cerebral  palsy,  and  other 
dread  diseases. 


ANNOUNCEMENTS 


American  College  of  Gastroenterology,  annual 
course  in  postgraduate  gastroenterology,  The  Roose- 
velt, New  York  City,  October  18-20.  Information 
available  from  the  College,  Department  P.G.,  33 
West  60th  Street,  New  York  23,  New  York. 


Eighty-fourth  annual  meeting,  American  Public 
Health  Association,  and  meetings  of  40  related  or- 
ganizations, Convention  Hall,  Atlantic  City,  Novem- 
ber 12-16.  Write  A.P.H.A.,  1790  Broadway,  New 
York  City. 


Seventh  Congress,  Pan-Pacific  Surgical  Associa- 
tion, Honolulu,  Hawaii,  November  14-22.  Physicians 
invited.  Address  Dr.  F.  J.  Pinkerton,  Room  230, 
Young  Building,  Honolulu. 


The  American  Academy  of  Obstetrics  and  Gyne- 
cology has  been  renamed  the  American  College  of 
Obstetricians  and  Gynecologists.  Headquarters  are 
located  at  116  South  Michigan,  Chicago  3,  Illinois. 


The  American  Board  of  Obstetrics  and  Gynecology 
announces  that  applications  for  certification  for  1957 
examinations  are  now  being  accepted.  Deadline  is 
October  1.  Address  Dr.  Robert  L.  Faulkner,  2105 
Adelbert  Road,  Cleveland  6,  Ohio.  The  Part  I ex- 
amination this  year  was  taken  by  430  candidates,  with 
382  successfully  completing  the  work.  Three  hundred 
seventeen  of  415  candidates  for  Part  II  examinations 
were  certified.  ✓ 


Examinations  for  qualified  fellows  of  the  Interna- 
tional College  of  Surgeons  will  be  held  in  Chicago, 
July  23  and  24  and  October  29  and  30.  Oral  con- 
ferences on  August  6 and  October  22.  Details  avail- 
able from  Secretary  of  the  College,  1516  Lake  Shore 
Drive,  Chicago  10,  Illinois. 


Total  holdings  of  Series  E and  Series  H Savings 
Bonds,  according  to  Treasury  Department  records  in 
April,  amounted  to  $40,630,000,000. 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Viceroy 

filter  cjip 

CIGARETTES 


Viceroy's  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


KING-SIZE 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  W'ashington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

Before  the  end  of  the  year  hundreds  of  thousands 
of  dependents  of  military  personnel,  living  in  all 
parts  of  the  country,  should  be  receiving  their  medi- 
cal care  from  private  physicians  and  in  private  hos- 
pitals under  the  new  program  authorized  this  year 
by  Congress.  While  Defense  Department  has  not  yet 
completed  regulations  to  implement  the  act,  the  law 
itself  lays  down  the  basic  principles  governing  the 
program. 

The  House  Armed  Services  Committee  first  at- 
tempted to  decide  on  a system  or  systems  for  furnish- 
ing private  care,  through  Blue  Cross,  Blue  Shield, 
arrangements  with  state  medical  societies,  commer- 
cial insurance  or  "home  town  care,"  such  as  Veterans 
Administration  successfully  employs.  But  the  com- 
mittee gave  up  on  the  problem,  and  Congress  finally 
tossed  it  to  the  Secretary  of  Defense  by  stating  in  the 
bill  that  he  shall  ".  . . after  consultation  with  the 
Secretary  of  Health,  Education,  and  Welfare  . . . 
contract  for  medical  care  for  such  persons  . . . under 
such  insurance,  medical  service  or  health  plan  or 
plans  as  he  deems  appropriate."  A Defense  Depart- 
ment task  force  now  is  attempting  to  decide  how  to 
work  out  the  contracts. 

Although  several  groups  of  dependents  will  be  en- 
titled to  medical  care,  only  wives  (or  husbands)  and 
children  of  men  on  active  duty  will  be  certified  for 
civilian  care.  The  others  will  be  admitted  to  military 
medical  facilities  on  "availability  of  space"  basis. 
While  generally  spouses  and  children  of  active  duty 
personnel  will  have  a choice  of  private  or  military 
care,  there  is  this  limitation:  The  Secretary  of  De- 
fense may  designate  certain  areas  where  private  care 
will  not  be  authorized,  if  in  his  opinion  those  areas 
have  military  facilities  adequate  to  care  for  the  ser- 
vice families. 

Dependents  will  be  required  to  pay  the  following 
charges:  For  care  in  military  facilities,  subsistence  and 
"in-hospital"  charges  (set  by  Secretary  of  Defense 
and  currently  $1.75  per  day)  ; for  private  care,  the 
same  fees  or  the  first  $25,  whichever  is  the  larger. 

The  time  limit  on  private  care  is  12  months,  but 
if  hospitalization  still  is  required  after  this  period  the 
dependent  will  be  protected.  In  this  case  the  Defense 
Department  will  transfer  the  dependent  to  a military 
facility  or  will  make  direct  payment  to  a private  hos- 
pital. 


Although  regulations  will  spell  out  limitations  and 
authorizations  in  more  detail,  the  law  makes  the  fol- 
lowing provisions: 

Care  in  military  facilities  to  include:  1.  Diagnosis, 
treatment  of  acute  medical  and  surgical  conditions, 
treatment  of  "contagious  diseases,”  immunization, 
and  maternity  and  infant  care.  2.  Hospitalization  for 
nervous  and  mental  disorders,  chronic  diseases,  or 
elective  medical  and  surgical  treatments  but  only  in 
"special  and  unusual  cases"  and  for  not  more  than 
12  months.  This  would  be  provided  at  the  discretion 
of  the  Secretary  of  Defense.  Dental  care  is  not  author- 
ized except  in  unusual  cases,  while  abroad,  or  at  re- 
mote stations  in  the  United  States. 

Private  care  will  include:  1.  Hospitalization  in 
semi-private  accommodations  up  to  one  year  for  each 
admission,  including  all  necessary  services  and  sup- 
plies furnished  by  hospital.  2.  Medical  and  surgical 
care  incident  to  hospitalization.  3.  Complete  obstet- 
rical and  maternity  service,  including  prenatal  and 
postnatal  care.  4.  Physician  or  surgeon's  services  prior 
to  and  following  hospitalization  for  bodily  injury  or 
surgery. 

Linder  the  private  care  program,  some  services  may 
be  furnished  outside  the  hospital,  such  as  surgery  in 
a doctor’s  office,  x-rays,  or  laboratory  tests,  "but  not 
what  is  normally  conceived  to  be  out-patient  care.” 
If  experience  shows  they  can  be  afforded,  additional 
services  may  be  authorized,  but  whatever  the  scope 
of  private  care,  it  cannot  exceed  that  furnished  in 
military  facilities.  Out-patient  care  will  be  furnished 
by  military  facilities,  but  "uniform  minimal"  charges 
may  be  imposed  as  a restraint  on  excessive  demands. 


Federal  appropriations  for  medical  research  are 
at  an  all-time  record,  explained  in  part  by  Senate  ap- 
proval of  a 48  per  cent  increase  over  last  year’s  funds. 

Dr.  Lowell  T.  Coggeshall,  special  assistant  to 
HEW  Secretary  Folsom,  believes  some  "wise  changes" 
should  be  made  in  medical  economics  to  facilitate 
payment  for  the  "spectacular"  new  medical  services. 
He  expressed  his  views  in  addressing  a group  at  the 
University  of  Pennsylvania  Medical  School. 

Russia  and  eight  satellites,  out  of  active  participa- 
tion in  the  World  Health  Organization  for  more  than 
six  years,  now  are  back  in;  they  agreed  to  pay  5 per 
cent  of  past-due  assessments  over  a 10-year  period. 

The  highway  program  contains  a provision  for  a 
one-year  study  of  traffic  safety,  a problem  in  which 
the  American  Medical  Association  has  been  actively 
interested  for  years. 


The  American  Hospital  Association  reports  that 
275,000  professional  nurses  provided  service  in  hos- 
pitals in  1954.  This  includes  more  than  245,000  hos- 
pital employees  and  nearly  30,000  private  duty  nurses. 
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Mental  Disease 


The  Development  and  Present  Status  of  Surgical  T reatment 


DEAN  COLLINS,  M.D.,  Panama  Canal  Zone 


Medicine  is  constantly  searching  for  newer  and 
more  effective  methods  of  treating  the  ills  of  man- 
kind. Each  generation  of  physicians  sees  old  prac- 
tices continued,  new  developments  made,  old  tech- 
niques improved,  former  methods  revived,  and  pres- 
ent ones  discarded.  The  history  of  every  disorder  is 
filled  with  these  undulations  that  provide  for  the 
progress  of  the  profession.  Although  in  the  immediate 
consciousness  of  the  casual  observer  one  man  may  be 
identified  with  a particular  disease,  its  diagnosis  and 
therapy  is  the  result  of  almost  innumerable  contribu- 
tions by  his  predecessors,  contemporaries,  and  suc- 
cessors. 

Since  the  dawn  of  mankind  the  healers  of  the  race 
have  treated  mental  disorders.  There  has  been  an  end- 
less progression  of  various  modes  of  therapy ; yet, 
spanning  the  entire  period,  surgical  intervention  has 
waxed  and  waned  in  its  degree  of  acceptance.  This 
article  gives  a review  of  its  development  and  recep- 
tion. 

Surgery  itself  emerged  as  a branch  of  the  healing 
arts  in  the  early  era  of  prehistoric  man.  There  is  good 
archeologic  evidence  that  primitive  man  used  surgical 
procedures  in  his  attempts  to  relieve  suffering  or  cor- 
rect abnormalities.  The  procedure  of  trepanation  of 
the  skull  is  of  particular  significance  in  this  discus- 
sion. Ancient  examples  of  trephined  skulls  have  been 
discovered  in  many  parts  of  the  world.  It  has  been 
established  that  those  unearthed  in  France  in  the 
middle  of  the  19th  century  date  back  to  one  of  the 
stone  ages  of  man.  The  practice  apparently  originated 
in  Europe  and  North  Africa  during  the  time  of  the 
megalithic  constructions — 5,000  to  4,000  years  ago.28 

Numerous  investigators  have  conjectured  as  to  the 
purpose  of  this  operation.  Wakefield  and  Dellinger 
described  primitive  man’s  concept  of  pathology:  "He 
regarded  all  disease  as  belonging  to  one  of  three  cate- 
gories: (1)  Disease  was  something  projected  into  the 
body  of  the  victim.  (2)  Disease  was  something  that 
could  be  taken  from  the  body  of  the  victim.  (3)  Dis- 
ease was  the  effect  of  something  on  some  part  of,  or 
some  object  connected  with,  the  body  of  the  victim. 
It  is  reasonable,  therefore,  to  state  that  whenever  and 
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to  be  the  best  by  the  faculty  at  the  school.  Dr.  Collins  is 
now  serving  his  internship  at  Gorgas  Hospital,  Panama 
Canal  Zone. 


wherever  the  first  human  skull  was  trephined,  prob- 
ably one  of  these  concepts,  or  more  than  one,  was  the 
compelling  motive  for  the  procedure.  The  operation 
was  performed:  (1)  to  permit  the  entry  or  projection 
of  something  into  the  body  of  the  victim,  (2)  to 
permit  escape  of,  or  to  take  from  the  body,  something, 
or  (3)  to  combat  sorcery.  Objections  could  be  raised 
to  calling  this  a surgical  procedure  on  the  grounds 
that  surgical  procedures  are  performed  for  objective 
reasons  and  not  to  allow  some  imaginary  material  to 
escape.  In  answer  to  these  objections  it  may  be  stated 
that  demons,  spirits  or  other  supernatural  beings  were 
objective  to  the  primitive.  No  one  should  ever  suspect 
that  primitive  man  was  insincere  in  his  reasons  for 
trephining  the  skull.”54 

Although  there  were  undoubtedly  various  indica- 
tions for  trepanation,  the  question  of  whether  it  was 
performed  for  mental  disorders,  as  such,  remains  de- 
batable. Broca  came  to  the  conclusion,  after  extensive 
work  on  pre-Columbian  trepanation  in  Peru,  that  it 
"was  performed  only  upon  young  subjects;  that, 
therefore,  it  was  performed  for  epileptic  crises,  or 
even  upon  the  insane.  The  object  was  to  allow  the 
escape  of  the  demon-  -the  spirit  that  had  caused  the 
headache.”8  (Quotations  from  foreign  literature  were 
translated  by  the  author.) 

Lucas-Championniere  was  convinced  that  motiva- 
tions were  much  simpler  than  the  "religious  fanati- 
cism” suggested  by  Broca.  "Authors  who  have  given 
free  rein  to  their  imaginations  have  found  highly  ro- 
mantic interpretations  for  their  observations.  They 
suppose  that  primitive  man  must  have  opened  the 
skull  to  let  out  the  demons  causing  convulsions  or 
insanity.”34  Instead  he  believed  that  motivations  were 
arrived  at  by  empirical  means — "a  series  of  regular 
observations,  greatly  delayed  by  tradition.  This  ther- 
apy disappeared  over  the  centuries,  leaving  only  trepa- 
nation limited  to  fractures  of  the  skull,  a practice 
one  may  consider  only  a remnant  of  the  more  ex- 
tensive and  more  perfect  prehistoric  practice.”34  Bal- 
lance,  Sigerist,  and  Hrdlicka,  among  others,  mention 
trepanation  as  a therapeutic  measure  for  insanity. 

Research  during  the  past  century  among  primitive 
or  aboriginal  groups  in  North  Africa,  the  Balkans, 
Peru,  and  the  South  Pacific  has  contributed  to  the  un- 
derstanding of  this  question. 

"The  operation  of  trephining  of  the  skull  is  still 
being  attempted  by  present-day  aborigines;  and  if  a 
deduction  is  permitted  from  the  present  practice,  the 
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purpose  of  trephination  (as  intimated  previously) 
was  to  afford  relief  from  convulsions,  epilepsy,  head- 
ache and  mental  disorders.  This  operation  was  not  so 
much  to  affect  the  cranial  contents  or  the  skull  but 
to  afford  an  opening  for  the  evil  spirit  to  escape  from 
the  skull  of  the  sufferer.”21 

Selling  has  given  an  interesting  reconstruction  of 
the  prehistoric  indications  for  the  operation.  "Con- 
fronting the  witch  doctor  in  the  present  instance  was 
a patient  who  was  definitely  down-hearted,  who 
couldn't  concentrate  on  the  business  of  acquiring 
enough  food-stuff  to  sustain  himself  and  his  family, 
and  whose  family  wanted  something  done  about  it. 
The  witch  doctor,  so  far  as  we  know,  was  the  earliest 
psychiatrist,  for  he  had  a technique  for  curing  the 
mental  affliction  of  this  injured  individual.  ...  It  is 
interesting  to  note  that  most  of  the  skulls  which  have 
been  observed  in  various  places  where  trephining  was 
carried  out  by  primitive  people  belonged  to  women. 
Either  in  the  early  days  of  the  race  women  were  more 
subject  to  headache,  convulsions  or  insane  behavior 
than  men,  or  they  were  easier  to  operate  upon.  It 
would  seem,  nevertheless,  reasonable  to  assume  that 
the  first  operations  were  performed  on  men,  because 
only  from  the  experience  of  seeing  the  results  of  an 
injury  to  a man’s  skull  could  the  priest  come  to  the 
conclusion  that  the  seat  of  the  intellect,  or  the  seat 
of  the  motor  control  of  the  body  lay  in  the  brain.”48 
Trepanation  of  the  skull  continued  through  the  re- 
corded history  of  the  Greek,  Roman,  and  Arabic  eras 
of  medicine,  but  only  in  the  treatment  of  fractures. 
The  first  recorded  recommendation  of  surgery  for 
mental  disorders  comes  from  the  Golden  Period  of 
the  Salernitan  school  of  medicine.  Roger  Frugardi 
(Roger  of  Salerno)  in  his  Cyrurgie  states  that  "for 
mania  and  melancholy,  the  skin  is  incised  in  the 
shape  of  a cross  on  the  top  of  the  head,  and  the  skull 
is  perforated  in  order  that  matter  may  emanate  (i.e., 
as  a vapor)  to  the  exterior.  The  patient,  however, 
is  held  in  chains  and  the  wound  is  dressed  as  we 
have  explained  above.”53 

Willehelmi  de  Congenis  (Guillaume  de  Burgensis) 
patterned  his  Cyrurgia  in  large  part  after  Roger  of 
Salerno.  He  recommends  that  "for  mania  and  melan- 
choly the  patient  is  held  fast  in  chains  and  then  on 
the  top  of  the  head  an  incision  in  the  shape  of  a 
cross  is  made.  The  skull  is  perforated  with  a trephine 
so  that  matter  may  emanate,  and  if  anything  is  there 
that  may  be  cleansed  through  the  opening,  that  is 
done.  Afterwards  the  treatment  of  the  skull  and  the 
wound  proceed  (as  explained  above)  ,”53  He  also 
describes  the  management  of  "precipitous  insanity.” 
"Whenever  someone  suddenly  becomes  deranged 
and  speaks  as  if  insane,  a pullet  divided  in  the  mid- 
line or  a puppy  is  tied  on  his  head.  If  this  is  not 
effective,  a cauterization  is  made  on  the  anterior  part 


of  the  head.  The  hand  is  then  placed  upon  the  apex 
of  the  patient’s  nose  and  the  cauterization  is  made  at 
the  tip  of  the  longest  finger.”53 

Steinschneider  discovered  a description  of  a trepa- 
nation for  melancholy  in  a fragment  of  an  unedited 
work,  "ha  fosher " — a 13th  century  Hebrew  manu- 
script— in  which  an  otherwise  unknown  physician, 
called  Heinrich  von  Erpendora,  or  Heinrich  von  Er- 
furt, physician  to  Bishop  Hegmon  of  Cologne,  states: 

"And  if  all  this  does  not  help,  then  one  must  pro- 
ceed in  the  following  manner — one  may  perform 
this  operation  (Pc'  ulla)  only  if  the  man  looks  so 
completely  hopeless  that  death  would  be  better  than 
life.  Actually  I did  this  myself  on  someone  who  had 
been  referred  to  me  in  extremis,  after  I had  pro- 
ceeded without  result  with  every  therapeutic  measure 
all  the  books  mention. 

"I  then  took  the  skull  of  a corpse,  weighed  it  and 
measured  its  thickness,  and  prepared  a silver  stick, 
to  one  end  of  which  was  skillfully  attached  a nail 
that  would  not  puncture  the  deepest  covering  of  the 
main  (pia  mater),  for  it  is  a fact  that  there  are 
three  layers  of  covering  over  the  brain.  I first  removed 
the  hair,  skin  and  flesh  with  an  instrument  which  I 
will  mention  in  (the  section  on)  the  technique  of  the 
surgery.  Then  (I  ordered)  a piece  of  wood  or  iron  ap- 
plied, and  around  this  carefully  made  fine  perforations, 
after  I had  given  him  (the  patient)  a sufficient  seda- 
tive (Schlaftrunk) . Then  I took  a small  piece  of  iron 
with  a skillfully  fashioned  point  that  could  penetrate 
through  the  hole  only  the  thickness  of  the  bone,  and 
with  it  broke  (the  skull)  from  hole  to  hole  until  I 
could  loosen  the  bone  from  the  skin — I had  previ- 
ously poured  a little  rose  oil  in  the  holes.  When  I 
opened  the  head,  immediately  there  arose  a vapor  as 
from  a boiling  pot,  and  simultaneously  he  was  cured. 

"I  laid  a thin  cloth  on  his  brain,  and  on  that  a 
salve  which  promotes  tissue  growth,  and  which  I 
will  mention  in  the  section  on  surgery,  until  he  was 
completely  cured.  I ordered  him  to  be  careful  the 
rest  of  his  life — any  physician  will  understand  why. 
I also  ordered  him  to  refrain  from  coitus  for  a year.”51 

In  1526,  Paracelsus  wrote  a book  on  mental  dis- 
eases, not  published  until  1567,  in  which  he  de- 
scribed both  medical  and  surgical  therapy  of  mania. 

"As  in  the  case  of  the  "falling  sickness”  (epilep- 
sy), so  must  we  consider  and  arrive  at  a cure  for 
mania.  The  treatment  for  mania,  however,  is  of  two 
types:  one  surgical,  the  other  physical.  Yet  it  occa- 
sionally happens  that  both  must  be  employed  at  the 
same  time.  First  let  us  consider  the  surgical  cure, 
then  the  physical.  We  present  here  the  management 
which  ought  to  effect  a cure.  Although  the  surgery 
is  difficult  to  explain,  we  give  this  advice  to  everyone: 
that  no  one  should  undertake  it  unless  he  has  been 
expertly  trained  by  unique  experiences  in  all  sorts  of 
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cases — this  we  suggest  honestly  in  the  book  on  ex- 
ternal cures.  In  practice  the  surgery  is  performed 
thusly:  first,  make  a hole  at  the  site  of  origin  of  the 
mania.  If  there  is  any  doubt  about  its  location,  open 
the  ends  of  the  digits  of  the  feet  and  hands,  and  make 
a hole  in  the  center  of  the  head.  This  latter  opening 
may  be  of  two  types:  either  lift  and  remove  the  skin 
so  that  the  bare  flesh  shows,  or  else  make  other  holes 
so  that  a scab  falls  out  and  the  hole  remains.  Indeed 
this  operation  must  be  performed  according  to  the 
type  of  sickness.  If  the  disease  is  severe  and  recur- 
rent, then  the  first  skin  opening  does  not  affect  the 
primary  cause  of  the  mania,  but  since  one  has  gone 
this  far,  one  must  proceed  to  make  another  deeper 
wound.  This  latter  opening  allows  emanation  of  a 
type  of  secretion  (vim).  Now  follows  the  recipes 
for  both  openings.”44 

Paracelsus  then  gives  the  prescriptions  for  three 
different  ointments  to  be  used  in  the  trepanation  per- 
forations as  healing  medications. 

The  1671  edition  of  Severinus’  De  Efficaci  Medicina 
also  advocated  the  trepanation  of  the  skull  for  the 
cure  of  mania  and  melancholy.  He  quoted  Antonius 
Guainierius  (mid-15th  century)  that  many  patients 
had  had  portions  of  the  skull  burned  out,  the  mem- 
branes exposed,  and  inspected.12 

Surgery  of  the  brain  remained  essentially  in  the 
same  state  over  the  next  two  centuries  until,  under 
the  influence  of  experimentation  in  other  fields,  in- 
terest in  experimental  work  on  the  brain  began  to 
develop.  Man  himself  has  been  the  subject  of  experi- 
ments of  nature,  and  of  his  own  devising,  and  a 
considerable  body  of  knowledge  has  grown  up  con- 
cerning the  effects  of  tumors  and  injuries  of  the 
brain.  In  1691,  Robert  Boyle  described  the  case  of 
a British  horseman  who,  after  having  been  thrown 
from  his  mount,  suffered  a combined  sensory  and 
motor  paralysis  of  one  side  of  his  body. 

"On  examination  of  his  head  a depressed  fracture 
was  disclosed  just  beneath  the  vertex  on  one  side. 
When  the  large  spicule  of  bone  that  had  pressed  upon 
the  underlying  dura  mater  was  removed  by  the  sur- 
geon, the  young  nobleman  recovered  not  only  motor 
power,  but  also  sensory  perception  in  his  afflicted 
arm  and  leg — and,  so  the  record  goes,  he  also  re- 
covered his  'spirits.’  This  remarkable  case  history 
stands  as  a landmark  in  the  history  of  functional 
localization  in  the  human  brain — one  of  those  extra- 
ordinarily prescient  observations  that  might  have  led 
to  the  discovery  of  the  motor  area  nearly  two  hundred 
years  before  it  was  in  fact  recognized.”4 

Knowledge  of  the  function  or  influence  of  the 
frontal  lobes  themselves  was  enhanced  by  the  reports 
by  Harlow  of  the  case  of  Phineas  Gage.  In  1848, 
Gage  sustained  an  injury  in  which  a tamping  bar  was 
driven  through  his  skull,  entering  "anterior  and  ex- 


ternal to  the  angle  of  the  inferior  maxillary  bone  on 
the  left”  and  emerging  slightly  to  the  right  of  the 
sagittal  and  anterior  to  the  coronal  sutures.  The  first 
report  describes  in  some  detail  the  lengthy  recovery 
period,  and  the  second  presents  a 20-year  follow-up 
on  the  case,  just  after  Gage’s  death.  In  the  latter 
Harlow  describes  the  patient  on  a visit  seven  months 
after  injury. 

"General  appearance  good;  stands  quite  erect,  with 
his  head  inclined  slightly  towards  the  right  side; 
his  gait  in  walking  is  steady ; his  movements  rapid, 
and  easily  executed.  . . . His  physical  health  is  good, 
and  I am  inclined  to  say  that  he  has  recovered.  Has 
no  pain  in  head,  but  says  it  has  a queer  feeling  which 
he  is  not  able  to  describe.  Applied  for  his  situation 
as  foreman,  but  is  undecided  whether  to  work  or 
travel.  His  contractors,  who  regarded  him  as  the  most 
efficient  and  capable  foreman  in  their  employ  previous 
to  his  injury,  considered  the  change  in  his  mind  so 
marked  that  they  could  not  give  him  his  place  again. 
The  equilibrium  or  balance,  so  to  speak,  between  his 
intellectual  faculties  and  animal  propensities,  seems 
to  have  been  destroyed.  He  is  fitful,  irreverent,  in- 
dulging at  times  in  the  grossest  profanity  (which  was 
not  previously  his  custom),  manifesting  but  little 
deference  for  his  fellows,  impatient  of  restraint  or 
advice  when  it  conflicts  with  his  desires,  at  times 
pertinaciously  obstinate,  yet  capricious  and  vacillat- 
ing, devising  many  plans  of  future  operation,  which 
are  no  sooner  arranged  than  they  are  abandoned  in 
turn  for  others  appearing  more  feasible.  A child  in 
his  intellectual  capacity  and  manifestations,  he  has 
the  animal  passions  of  a strong  man.  Previous  to  his 
injury,  though  untrained  in  the  schools,  he  possessed 
a well-balanced  mind,  and  was  looked  upon  by  those 
who  knew  him  as  a shrewd,  smart  business  man,  very 
energetic  and  persistent  in  executing  all  his  plans  of 
operation.  In  this  regard  his  mind  was  radically 
changed,  so  decidedly  that  his  friends  and  acquaint- 
ances said  he  was  no  longer  Gage.’  ”26 

It  is  interesting  to  note  that  Harlow  was  not  stimu- 
lated to  pursue  the  explanation  for  the  behavioral 
changes  observed. 

"This  case  is  chiefly  interesting  to  me,  as  serving 
to  show  the  wonderful  resources  of  the  system  in 
enduring  the  shock  and  in  overcoming  the  effects  of 
so  frightful  a lesion,  and  as  a beautiful  display  of 
the  recuperative  powers  of  nature.  . . I can  only  say, 
in  conclusion,  with  good  old  Ambroise  Pare,  "I 
dressed  him,  God  healed  him.”26 

The  late  19th  century  brought  with  it  a greatly 
heightened  interest  in  pathology  and  animal  experi- 
mentation. This  was  the  flowering  age  of  physiology, 
and  with  the  discovery  of  the  motor  area  in  1869- 
1870,  the  concept  of  functional  localization  in  the 
forebrain  developed  rapidly.  There  followed  numer- 
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ous  experimental  ablations  of  the  frontal  lobes  of 
animals,  but  the  emotional  changes  were  poorly  dif- 
ferentiated from  the  learning  deficits.  David  Ferrier, 
in  1875,  gave  a brilliant  description  of  the  effects  of 
orbitofrontal  ablation  in  monkeys: 

"The  experiments  show  conclusively  than  an  animal 
deprived  of  its  frontal  lobes  retains  all  its  powers  of 
voluntary  motion  unimpaired,  and  that  it  continues 
to  see,  hear,  smell,  and  taste,  and  to  perceive  and 
localize  tactile  impressions  as  before.  It  retains  its 
instincts  of  self-preservation,  retains  its  appetites,  and 
continues  to  seek  its  food.  It  is  also  capable  of  ex- 
hibiting various  emotions.  The  result,  therefore,  is 
almost  negative,  and  the  removal  of  a part  of  the 
brain  which  gives  no  external  response  to  electric 
stimulation  exercises  no  striking  positive  effect;  and 
yet  the  facts  seem  to  warrant  the  conclusion  that  a 
decided  change  is  produced  in  the  animal's  character 
and  disposition.  For  this  operation  I selected  the  most 
active,  lively,  and  intelligent  animals  which  I could 
obtain.  To  one  seeing  the  animals  after  the  removal 
of  their  frontal  lobes  little  effect  might  be  perceptible, 
and  beyond  some  dullness  and  inactivity  they  might 
seem  fairly  up  to  the  average  of  monkey  intelligence. 
They  seemed  to  me,  after  having  studied  their  char- 
acter carefully  before  and  after  the  operation,  to 
have  undergone  a great  change.  While  conscious  of 
sensory  impressions,  and  retaining  voluntary  power, 
they,  instead  of  being  actively  interested  in  their  sur- 
roundings, ceased  to  exhibit  any  interest  in  aught  be- 
yond their  own  immediate  sensations,  paid  no  at- 
tention to,  or  looked  vacantly  and  indifferently  at, 
what  formerly  would  have  excited  intense  curiosity, 
sat  stupidly  quiet  or  went  to  sleep,  varying  this  with 
restless  and  purposeless  wanderings  to  and  fro,  and 
generally  appeared  to  have  lost  the  faculty  of  intelli- 
gent and  attentive  observation.”11 

Bianchi  made  similar  astute  observations  on  behav- 
ioral changes  in  monkeys  whose  frontal  lobes  had 
been  removed,  but  it  was  not  until  after  the  work  of 
Pavlov  that  objective  methods  for  analyzing  the 
changes  were  developed,  and  such  work  met  with 
general  acceptance. 

Goltz,  disagreeing  with  the  concept  of  functional 
localization,  attempted  to  show  through  artificial 
lesions  of  the  cerebral  cortex  in  dogs  that  the  extent 
of  behavioral  change  which  followed  any  given  lesion 
depended  upon  the  extent  of  the  lesion,  irrespective 
of  the  area  removed.  He  noted  that  lesions  in  the 
posterior  part  of  the  cortex  were  followed  by  a gen- 
eral slowing  of  spontaneous  activity,  whereas  those 
in  the  frontal  lobes  were  followed  by  hyperactivity 
and  signs  of  what  we  now  term  "sham  rage.” 

These  observations  led  Gottlieb  Burckhardt,  di- 
rector of  the  Insane  Asylum  in  Prefargier,  Switzer- 
land, to  institute  surgical  removal  of  portions  of  the 


left  temporoparietal  region  in  six  violent  schizophren- 
ics. He  reasoned  that  this  procedure  might  have  a 
calming  effect  on  agitated  patients  who  were  respond- 
ing with  disturbed  behavior  to  vivid  hallucinations. 
"If  we  could  remove  these  exciting  impulses  from  the 
brain  mechanism,  the  patient  might  be  transformed 
from  a disturbed  to  a quiet  dement.”16 

Four  operations  were  required  in  his  first  patient, 
who  eventually  recovered  sufficiently  to  live  at  peace 
with  her  fellow  patients.  There  were  five  other  pa- 
tients operated  upon  with  one  fatality  and  one  social 
recovery,  although  this  patient  died  by  drowning  a 
month  after  discharge.  This  work  met  with  violent 
opposition  in  the  medical  profession,  and  he  was 
forced  to  abandon  the  procedure.  However,  he  pub- 
lished a detailed  report  of  his  work,  concluding  with 
the  statement:  "But  I would  not  allow  myself  to  be- 
come discouraged,  and  hope  that  my  colleagues  will 
nonetheless,  while  utilizing  my  experience,  themselves 
tread  the  path  of  cortical  extirpation  with  ever  better 
and  more  satisfactory  results.”19 

Burckhardt  must  be  considered  the  first  physician 
in  modern  times  who  undertook  a surgical  operation 
upon  the  anatomically  intact  brain  in  the  hope  of  re- 
lieving mental  symptoms.  The  next  investigator  to 
enter  the  field  was  the  Russian  surgeon  Puusepp,  who, 
in  1910,  severed  the  connections  between  the  frontal 
and  parietal  lobes  unilaterally  in  three  patients  with 
manic-depressive  psychoses.  He  met  with  so  little  suc- 
cess that  he  did  not  publish  a report  until  the  advent 
of  prefrontal  lobotomy. 

Psychosurgery  in  the  modern  sense  had  its  origins 
in  the  pioneering  investigations  of  Egas  Moniz  in 
1935.  Moniz,  a Portuguese  neurologist,  for  some  years 
previous  to  this  time  had  been  interested  in  the  status 
of  therapy  of  mental  disorders.  The  communication 
with  which  he  first  made  public  his  experimental 
work  with  lobotomy  opens  with  the  preface:  "Ther- 
apy in  psychiatry  is  anything  but  encouraging,  with 
the  exception  of  malaria  therapy  in  paresis.  Every  at- 
tempt made  to  increase  the  possibilities  of  cure  in 
the  psychoses  should,  consequently,  receive  the^  be- 
nevolent attention  of  all  those  consecrated  to  the 
thankless  and  difficult  task  of  treating  the  insane.  The 
ideas  on  pathogenesis  and  the  new  methods  of  treat- 
ment which  we  have  formulated  could  appear  too  dar- 
ing; nevertheless,  we  hope  that  the  results  already  ob- 
tained will  justify  our  audacity.”37 

To  justify  performing  the  operation  on  human 
beings  he  relied  largely  upon  the  detailed  reports  by 
Brickner  of  the  patient  whose  two  frontal  lobes  had 
been  removed  by  Dandy  in  1930  for  an  extensive 
meningioma.  In  spite  of  marked  behavioral  changes 
observed  in  this  patient,  Brickner  felt  that  his  psychic 
function  was  altered  more  in  quantity  than  in  quality 
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and  that  he  remained  essentially  the  same  type  of 
person  after  the  operation. 

With  these  ideas  germinating  in  his  mind,  Moniz 
attended  the  Second  International  Neurological  Con- 
gress in  London  in  the  summer  of  1935.  The  stimulus 
for  his  future  work  came  from  a symposium  on  the 
frontal  lobes.  In  the  preface  to  his  larger  monograph 
on  the  work  he  cites  the  comments  of  both  Henri 
Claude  and  Clovis  Vincent  on  the  functions  of  the 
frontal  lobes  and  the  effect  of  their  ablation.  He  also 
directs  attention  to  the  report  of  Fulton  and  Jacobsen 
on  the  behavioral  changes  observed  in  chimpanzees 
following  bilateral  removal  of  the  frontal  areas.  He 
later  stated  that  results  reported  for  the  chimpanzee 
convinced  him  that  the  operation  would  be  useful  in 
man. 

Fulton  describes  the  events  at  that  symposium: 
"Following  this  procedure  there  was  no  sign  of  re- 
flex change  in  either  animal  and  on  superficial  inspec- 
tion their  cage  behavior  did  not  seem  to  have  altered 
particularly.  On  closer  scrutiny,  however,  it  was  evi- 
dent that  a profound  change  had  occurred,  for  prior 
to  the  second  operation  both  animals  showed  frus- 
trational  behavior.  . . . Following  the  second  operation 
the  animals  seemed  devoid  of  emotional  expression 
. . . as  Jacobsen  said  picturesquely:  'It  was  as  if  the 
animal  had  joined  the  happiness  cult  of  the  Elder 
Micheaux  and  had  placed  its  burdens  on  the  Lord.’ 

"After  the  paper  was  read,  in  which  behavioral 
changes  in  our  two  chimpanzees  were  described  (in 
London  in  August  of  1935),  Dr.  Moniz  arose  and 
asked  if  frontal-lobe  removal  prevents  the  develop- 
ment of  experimental  neuroses  in  animals  and  elimi- 
nates frustrational  behavior,  why  would  it  not  be 
feasible  to  relieve  anxiety  states  in  man  by  surgical 
means?  At  the  time  we  were  a little  startled  by  the 
suggestion,  for  I thought  that  Dr.  Moniz  envisaged  a 
bilateral  lobectomy  which,  though  possible,  would  be 
a formidable  undertaking  in  a human  being.’’19 

Moniz  reasoned  that  in  psychotic  individuals  there 
was  a certain  stereotyped  behavior,  an  unceasing  round 
of  complaints,  mannerisms,  verbigerations,  delusions, 
and  hallucinations  that  might  well  be  associated  with 
abnormal  stabilization  of  synaptic  patterns  in  the 
brain.  "In  accordance  with  the  theory  which  we  have 
just  developed,  one  conclusion  is  derived:  to  cure 
these  patients  we  must  destroy  the  more  or  less  fixed 
arrangements  of  cellular  connections  that  exist  in  the 
brain,  and  particularly  those  which  are  related  to  the 
frontal  lobes.”37 

With  this  formulation  he  persuaded  Almeida  Lima, 
a neurosurgeon,  to  operate  on  certain  patients  who 
had  proved  refractory  to  other  methods  of  treatment. 
Sobral  Cid,  professor  of  psychiatry  of  the  Medical 
Faculty  of  Lisbon,  assisted  in  selection  of  cases  and 
provided  clinical  observations.  At  first  alcohol  injec- 


tions were  made  into  the  subcortical  white  matter, 
but  later  an  instrument  (leucotome)  was  designed  to 
cut  spherical  cores.  The  first  report  covered  20  pa- 
tients, all  agitated  psychotics  of  different  types.  The 
results  published  were: 

"1.  No  mortality.  The  procedure  is  harmless  when 
the  necessary  precautions  are  taken. 

"2.  No  patient  was  made  worse  by  the  operation. 

"3.  In  all  the  cases,  there  resulted: 

Cure  (clinical)  .........  35%  (7) 

Improvement 35%  (7) 

No  Change  30%  (6) 

"The  psychic  symptoms  most  effectively  relieved 
by  the  treatment  were  anxiety,  delusions  in  depression 
and  hypochondriasis,  psychomotor  excitation,  manic 
reaction  and  secondary  paranoid  delusions.”37 

It  was  not  without  a measure  of  trepidation  that 
Moniz  entered  upon  this  work.  In  the  preface  to  his 
monograph  he  states:  "Scientific  investigation  in  the 
clinical  field  is  often  very  difficult,  since  it  places  in 
jeopardy  the  lives  of  the  patients,  which  we,  as  phy- 
sicians, hold  in  highest  regard.  Considerable  reflection 
is  necessary  before  performing  procedures  which 

could  be  injurious  to  the  patient.  Every  circumstance 
must  be  taken  into  consideration ; every  hypothesis 
must  be  weighed  and  pondered.’’40 

He  foresaw  the  controversy  that  was  to  arise  fol- 
lowing the  introduction  of  such  a radical  procedure: 
"We  are  convinced  that  rather  lively  discussion  over 
this  work  will  arise  in  the  disciplines  involved — 
medical,  psychiatric,  psychologic,  philosophic,  social, 
etc.  We  are  expecting  it,  in  the  hope  that  this  dis- 
cussion will  aid  in  the  progress  of  science  and  espe- 
cially in  the  improvement  of  the  state  of  mental  pa- 
tients.”40 

During  the  next  year  Moniz  published  the  results 
of  his  work  and  formulations  of  the  neurophysiology 
involved.  In  France,  Germany,  and  England,  where 
psychoanalysis  and  shock  therapy  were  popular,  the 
procedure  was  practically  ignored,  but  in  Italy  it  was 
received  with  more  enthusiasm.  At  this  same  time 
Morel  and  Ody  in  Geneva  reported  the  right  frontal 
lobe  resection  for  schizophrenia.  They  were  influ- 
enced by  Cushing’s  statements:  "The  ’defrontalized’ 
dement,  deprived  of  one  of  the  principal  centers  of 
psychic  life,  recovers  his  equilibrium  at  the  price  of 
intellectual  impoverishment,  but  it  is  better  for  him 
to  have  a simplified  intellect,  capable  of  elementary 
acts,  than  an  intellect  where  reigns  the  disorder  of 
subtle  syntheses.  Society  can  accommodate  itself  to 
the  most  humble  laborer,  but  it  justifiably  distrusts 
the  mad  thinker.”16 

In  Bucharest,  Bagdascar  and  Constantinesco  re- 
ported a similar  case.  In  neither  of  these  was  there 
any  remarkable  improvement.  These  cases  represent 
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the  last  serious  attempts  to  treat  mental  disorders  with 
unilateral  operations  on  the  frontal  lobes. 

Six  months  after  Moniz  first  published  his  results, 
Freeman  and  Watts  introduced  lobotomy  in  the 
United  States.  In  spite  of  emotional  and  rational  criti- 
cism they  persisted  until  prefrontal  lobotomy  became 
a recognized  form  of  psychiatric  therapy.  One  of  the 
bitterest  denunciations  appeared  after  the  operation 
had  been  taken  up  in  other  centers  in  this  country. 

"Of  recent  years,  a type  of  meddlesome  surgery, 
originally  instigated  in  Spain,  has  been  introduced 
into  this  country,  frontal  lobotomy  by  name. 

"Lobotomy  for  frontal  lobe  malignant  tumor  we 
can  understand,  but  by  this  extended  lobotomy,  one 
is  supposed  to  be  able  to  'pluck  from  the  brain  a 
hidden  sorrow.’  It  is  claimed  it  can  ameliorate  or 
cure  people  suffering  from  obsessional  and  compul- 
sive neuroses,  and  even  bring  restitution  to  the  more 
cyclical  and  obstinate  disorder — manic-depressive  de- 
pression. 

"If  the  cutting  off  of  one  set  of  frontal  lobe  associ- 
ation fibers  is  not  sufficient,  try  cutting  both  sides,  i.e., 
analogously,  if  cutting  off  one  leg  of  a paraplegia 
does  not  cure  the  individual  cut  off  both  legs  to  see 
how  that  will  work. 

"To  us  the  whole  procedure  meant  for  the  relief 
of  a disorder  of  the  personality  is  radically  wrong. 
Its  advocates  overlook  entirely  the  functions  of  the 
brain  in  the  make  up  of  the  personality  of  the  indi- 
vidual of  which  the  frontal  lobes  are  but  a part,  and 
phyletically  speaking  but  a recent  acquisition  of  the 
human  nervous  system. 

"The  disorders  mentioned  for  which  there  is  claim 
of  value  are  disorders  of  the  entire  personality,  i.e., 
of  the  entire  body,  mental  apparatus  and  all,  and  we 
recommend  these  aspirants  for  neurosurgical  honors 
to  read  and  digest  Karl  Menninger’s  remarks  on  poly- 
surgical  castration  devices,  not  those  of  strictly  phal- 
lic significance  but  those  that  maim  and  destroy  the 
creative  functions  of  a nonmutilated  body. 

"In  the  name  of  Madame  Roland  who  cried  aloud 
concerning  the  many  crimes  committed  in  the  cause 
of  'liberty’  we  would  call  the  attention  of  these  mu- 
tilating surgeons  to  the  Hippocratic  oath.’’52 

The  general  group  of  persons  who  had  the  greatest 
difficulty  accepting  psychosurgery  as  a legitimate 
therapeutic  measure  were  those  with  a strong  psycho- 
analytic bias.  In  a discussion  of  a paper  by  Freeman 
and  Watts,  Brill  made  the  following  comments:  "I 
cannot  understand  why  such  ideas  (prefrontal  loboto- 
my) are  brought  here,  and  much  less  the  fantastic 
conclusions  drawn  from  them  by  some  of  the  dis- 
cussers. ...  I feel  that  there  is  absolutely  no  reason 
why  we  should  be  impressed  by  the  seriousness  of 
these  presentations,  in  spite  of  the  fact  that  I highly 
regard  the  readers.  I know  that  they  are  seriously 
trying  to  contribute  something  to  science,  but  what 


they  showed  is  nothing  but  interesting  experimenta- 
tion.’’7 

Zilboorg  referred  to  it  as  medical  sadism.  Kisker 
attributed  this  opposition  to  three  basic  types  of  mo- 
tivation: (1)  it  conflicts  with  one’s  fundamental  set; 
(2)  lack  of  understanding  of  neuro-structural  and 
neuro-dynamic  relationships  and  (3)  (perhaps  most 
inexcusable)  insistence  that  the  intact  brain  should 
not  be  tampered  with  at  any  cost.  "This  conception, 
which  is  at  once  mystical  and  emotional,  is  a tribute 
to  the  idea  that  the  human  body  is  somehow  invio- 
late, and  that  it  is  sacrilegious  to  experiment  upon  it. 
Here,  the  objection  approaches  the  blind  dogma  of 
religious  conviction.”31 

In  1941  the  official  position  of  the  American  Medi- 
cal Association  was  one  of  conservative  neutrality.  In 
an  issue  of  the  journal  containing  a panel  discussion 
of  the  subject,  Fishbein  editorialized  that  "in  the 
present  experimental  stage’’  of  the  operation  physi- 
cians should  refrain  from  making  public  laudatory 
statements.  "No  doctor  can  yet  assert  that  this  is  or 
is  not  a truly  worthwhile  procedure.  The  ultimate 
decision  must  await  the  production  of  more  scientific 
evidence.’’13 

The  following  decade  saw  the  adoption  of  surgery 
as  therapy  for  mental  disease  by  numerous  hospitals 
in  all  sections  of  the  country.  With  Fiamberti’s  de- 
velopment of  a transorbital  technique  and  its  popu- 
larization in  the  lay  literature,  the  tendency  was  to- 
ward more  and  more  liberal  use  of  the  operation. 
However,  several  serious  and  rather  well-controlled 
studies  have  contributed  toward  standardization  of 
indications. 

It  is  interesting  to  note  that  the  first  basic  or  gen- 
eral indication,  or  more  precisely,  consideration,  that 
is  almost  universally  accepted  is  identical  to  that  men- 
tioned in  Heinrich  von  Erpendora’s  report  from  the 
13th  century.  That  is,  no  patient  should  be  subjected 
to  surgical  therapy  unless  he  has  not  responded  to 
all  milder  measures  or  unless  it  may  be  predicted 
that  such  milder  measures  will  fail.  The  original  ob- 
servations of  Moniz  seem  to  have  been  largely  con- 
firmed over  the  past  two  decades,  in  that  disturbed 
or  agitated  patients  respond  to  psychosurgery  better 
than  those  whose  behavioral  changes  are  not  so 
marked.  As  a corollary  to  this,  one  may  state  that  if 
the  emotional  component  in  the  psychosis  has  sub- 
sided to  the  point  where  deterioration  is  evident,  the 
likelihood  of  a successful  result  is  remote.  As  a gen- 
eral rule,  the  more  severe  the  disturbances  of  be- 
havior, the  more  profound  will  be  the  alteration  of 
the  patient  as  a result  of  the  operation. 

Age  is  a relatively  unimportant  factor.  Modern 
surgical  techniques  have  decreased  the  hazard  of 
the  operating  room  to  such  a point  that  the  same 
general  considerations  are  used  for  both  young 
and  old — whether  the  contemplated  procedure  offers 
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a good  chance  of  relief  with  minimal  risk  of  com- 
plications and  whether  the  particular  individual  is 
in  sufficiently  good  physical  condition  to  withstand 
the  procedure.  Usually  the  older  patient  will  respond 
better  because  he  is  better  able  to  maintain  himself 
in  his  social  environment.  Duration  of  disease  is  also 
relatively  unimportant,  provided  the  emotional  com- 
ponent remains  severe. 

Original  intellectual  endowment  of  a high  order  is 
indicative  of  a favorable  prognosis,  but  even  more 
important  is  a reasonable  modicum  of  energy  in  the 
personality.  lack  of  this  latter  factor  probably  con- 
tributes largely  to  occasional  appearance  of  post- 
operative lethargy  or  apathy.  Structuralization  of  the 
psychosis  or  neurosis,  i.e.,  the  development  of  fixed 
and  constant  behavioral  patterns,  usually  renders 
necessary  a more  extensive  operation. 

Most  writers  in  the  field  feel  that  the  procedure 
should  be  performed  only  on  the  recommendation  of 
a psychiatrist,  since  psychiatric  diagnosis  and  evalua- 
tion should  be  the  determining  factors.  This  mode 
of  therapy  is  not  confined  to  any  one  psychiatric  diag- 
nostic category,  but,  depending  on  the  behavioral  or 
affective  manifestation  of  the  disease,  it  may  be  effec- 
tive in  most  if  not  all  types.  The  patient  who  re- 
sponds most  satisfactorily  to  surgery  of  the  brain  is 
the  "pseudoneurotic  schizophrenic.”  The  acutely  and 
continually  agitated,  highly  pseudoneurotic  patient 
with  obsessive  and  schizoid  traits  who  has  not  re- 
sponded to  years  of  psychotherapy  usually  does  well 
after  psychosurgery.  Chronic  alcoholics  or  psycho- 
pathic patients  generally  respond  poorly.  Pool  is  also 
inclined  to  refuse  operation  in  the  markedly  agressive 
individual  whose  agressive  behavior  is  a part  of  his 
basic  personality  makeup,  no  matter  how  clamorous 
the  patient,  because  of  the  frequency  with  which 
these  patients  express  their  aggression  postoperatively 
in  asocial  or  anti-social  acts. 

Organic  disease  of  the  brain  is  not  a contraindica- 
tion, per  se,  since  the  symptomatology  of  these  pa- 
tients is  often  strikingly  benefited  by  lobotomy.  It 
must  be  remembered  that  the  surgical  "treatment” 
of  mental  disorders  is  undertaken  for  the  relief  of 
symptoms,  and  there  is  no  good  evidence  at  this  time 
that  the  basic  disease  processes  are  essentially  altered. 
But  since  external  manifestations  of  the  disease  are 
so  often  improved,  psychosurgery  has  a great  deal  to 
offer  the  patient  whose  organic  damage  is  displayed 
in  behavioral  changes.  It  is  through  similar  reasoning 
that  one  may  understand  why  hypochondriacal  com- 
plaints are  overcome  so  easily,  for  here  the  symptoms 
are  of  the  type  that  usually  disappear  after  psycho- 
surgery. 

Moral  issues  involved  in  psychosurgery  are  difficult 
to  resolve  and,  indeed,  have  provided  a basis  for  some 
of  the  sharpest  attacks  on  its  use.  Of  recent  years  the 


tenor  of  the  criticism  of  various  moralists  has  been 
that  of  a plea  for  conservatism,  not  a condemnation 
of  the  procedure. 

".  . . in  considering  the  well-being  of  the  patient, 
one  must  consider  the  complete  picture,  the  whole 
scale  of  values,  and  not  merely  one  aspect.  Thus  a 
procedure  which  alleviates  pain  is  a benefit  to  the 
patient ; so  too  is  a procedure  which  relieves  the  symp- 
toms of  mental  illness.  Yet,  if  such  benefits  are  at- 
tained only  at  the  expense  of  what  is  higher  and 
nobler  in  man,  his  power  to  act  as  an  intelligent  and 
free  being,  then  the  law  of  ascending  values  is  vio- 
lated and  the  procedure  is  morally  objectionable.  This 
is  by  no  mean  a condemnation  of  psychosurgery, 
though  I think  it  may  be  interpreted  as  a caution  that 
psychosurgery,  like  other  forms  of  surgery,  is  subject 
to  the  law  that  places  the  total  well-being  of  the 
patient  as  a person  above  any  particular  benefit  to 
the  patient,  as  well  as  above  any  advancement  in 
medical  science  which  is  obtained  through  treating 
the  patient.”30 

Results  of  psychosurgery  are  difficult  to  summarize 
briefly.  Figures  published  in  numerous  series  vary, 
and  to  the  psychiatric  observer  do  not  reflect  a thor- 
ough consideration  of  the  psychiatric  implications  of 
the  operation  or  evaluation  of  the  basic  disease  pro- 
cess. The  positive  features  of  the  personality  changes 
include  an  enormous  reduction  of  tension,  fear,  worry, 
combativeness,  obsessiveness,  and  agitation,  with  a 
turn  of  attention  outward  and  less  preoccupation  with 
morbid  inner  trends.  On  the  negative  side  may  be 
listed,  in  many  persons,  reduction  of  depth  and  com- 
plexity of  feeling  as  well  as  drive  for  leadership, 
strong  sympathies,  and  altruistic  involvements.  Con- 
vulsive seizures  continue  to  be  the  chief  complication 
with  apathy,  blunting  or  loss  of  initiative  being  fur- 
ther complications  in  patients  receiving  wide  section. 

Since  the  origins  of  human  society,  mental  disease 
has  been  a problem  confronting  the  healers  of  the 
race.  The  use  of  surgical  techniques  in  therapy  has 
been  traced  through  the  centuries.  Modern  psycho- 
surgery had  its  inception  with  the  work  of  Egas 
Moniz  in  1935,  but  he  was  preceded  and  followed  by 
many  other  contributors.  The  validity  of  this  forfn  of 
therapy  seems  to  have  been  established,  although  con- 
temporary medicine  is  still  not  in  full  agreement  on 
the  indications  for  its  use  or  the  basic  processes  by 
which  it  works. 
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BOOK  REVIEW 


Differential  Diagnosis:  The  Interpretation  of  Clini- 
cal Evidence.  By  A.  McGehee  Harvey,  M.D.,  and 
James  Bordley,  III.  Al.D.  Published  by  W . B.  Saun- 
ders Company,  Philadelphia.  665  pages.  Price  $11. 

This  consists  of  90  specially  chosen  cases  from  a 
large  series  of  clinical-pathological  conferences,  care- 
fully condensed  clinical  histories,  physical  examina- 
tions, and  clinical  notes,  with  autopsy  findings  re- 
stricted sharply  to  relevant  facts.  Then  lengthy  de- 
tailed x-ray  reports  and  great  lists  of  laboratory  find- 
ings so  often  noted  in  clinical-pathological  confer- 
ence reports  are  pleasingly  reduced  to  facts  pertinent 
to  the  diagnosis  of  the  case  at  hand. 

Throughout  this  great  list  of  cases  covering  well 
the  entire  field  of  diagnosis,  there  is  present  a delight- 
ful logic  and  deduction  in  arriving  at  the  diagnoses. 
In  a day  when  we  have  become  entirely  too  mechani- 
cal in  attempting  our  diagnoses,  this  is  a refreshing 
introduction  of  reasoning  replacing  guessing.  In 


every  instance  the  facts  are  collected  and  then  care- 
fully analyzed. 

This  well-printed,  entertainingly  written,  and  fac- 
tually sound  differential  diagnosis  finds  one  loathe  to 
lay  it  aside  as  you  join  in  the  pleasant  debate  as  to 
"just  what  was  wrong  with  this  patient.”  If  you  wish 
to  sharpen  your  diagnostic  ability,  while  playing  a 
pleasant  game  of  "what  could  it  be,”  you  will  find 
this  a most  rewarding  addition  to  your  library. — - 
E.  H.  H. 


Smith,  Kline  and  French  Laboratories,  Philadel- 
phia, received  one  of  four  Albert  Lasker  medical 
journalism  awards  last  month  for  "The  March  of 
Medicine”  documentary  film  and  live  action  series 
produced  in  1955. 


Non-profit  general  hospitals,  which  care  for  the 
great  majority  of  the  acute  short-term  cases  in  the 
nation,  spent  $ 22.78  every  day  for  each  patient,  ac- 
cording to  the  American  Hospital  Association’s  report 
for  the  year  1954.  The  average  cost  per  patient  stay 
in  these  hospitals  in  1954  was  $171. 


CLASSIFIED  ADVERTISEMENTS 

FOR  SALE  OR  RENT — Brick  building,  ground  floor  of- 
fice, in  excellent  location  for  general  practitioner.  Formerly 
used  by  doctor  who  died  recently.  Clean,  ready  for  use.  Write 
the  Journal  5-56. 

FOR  SALE — Complete  office  furnishings  and  equipment  in- 
cluding 100  M.A.  Picker  x-ray  with  spot  film  device,  de- 
veloping tanks,  etc.;  L-F  diathermy;  Pelton  Model  HP-2 
autoclave;  Beck-Lee  Cardi-all;  examining  tables;  proctoscopic 
table:  proctoscope;  surgical  instruments,  etc.  Moving  to  join 
clinic  group  and  must  sell  everything  at  once.  Write  the 
Journal  6-56. 

GENERAL  PRACTITIONER  WANTED— Large  trade 
area  60  miles  Wichita,  17  miles  Winfield.  Community  will 
provide  funds  for  small  clinic  and  equipment.  Former  doctor 
deceased.  Chamber  of  Commerce,  Burden,  Kansas. 

WANTED — Full  time  physician.  Medical  Service,  Veterans 
Administration  Hospital,  Wichita,  Kansas.  Contact  Director, 
Professional  Services. 

WANTED — Physician  to  work  as  house  physician  in  es- 
tablished private  psychiatric  hospital.  Psychiatric  training 
not  necessary.  Position  requires  living  in  the  hospital,  there- 
fore not  exactly  suitable  for  school  age  children.  If  interested, 
write  G.  Wilse  Robinson,  Jr.,  M.D.,  2625  West  Paseo,  Kansas 
City  8,  Mo. 

FOR  QUICK  SALE  —Nearly  new  white  steel  examining 
table,  stool,  adjustable  light,  waste  hopper,  hyfrecator,  Dan- 
iels tonsillotome,  eye  magnet,  obstetric  calipers  and  stetho- 
scope, stainless  steel  scissors  and  forceps,  enamel  pfins, 
glass  jars,  electric  hemoglobinometer,  blood  sugar  and  sedi- 
mentation kits.  Make  offer.  Write  the  Journal  7-56. 

WANTED — Medical  technician,  registered,  for  office  in 
central  Kansas.  Write  the  Journal  8-56. 

OPENING  FOR  TWO  RESIDENTS  IN  RADIOLOGY  at 
University  of  Kansas  Medical  Center.  Write  G.  M.  Tice, 
M.D..  University  of  Kansas  Medical  Center,  39th  and  Rain- 
bow, Kansas  City  12,  Kansas. 


Nationally  advertised  Surgical  Supplies  and  Equipment  for  your  convenience  at 
Topeka,  Joplin,  Kansas  City,  St.  Joseph 

GOETZE  NIENER  CO 

Traditions  established  during  60  years  management  by  Dr.  W.  F.  Goetze  (AMA)  assures  intelligent  servicing  of  your  orders 
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Only  Meat 
. . .is  Meat 

Suppose  we  suddenly  found  ourselves  in  a 
"Brave  New  World,”  in  which  all  the  rich  protein,  the  B 
vitamins  (including  the  important  B12),  the  minerals,  and 
all  the  other  nutrients  of  a juicy  steak  or  a succulent  pork 
chop  could  be  compressed  into  a capsule.  Suppose  we  were 
to  take  one  or  two  such  capsules  each  day.  What  would 
happen? 

Would  we  be  just  as  healthy?  Would  we 

be  as  happy? 

There  is  something  about  man’s  wish  for 
meat  that  cannot  "be  satisfied  by  chemical  or  mathematical 
analyses.  The  feeling  of  satisfaction,  the  downright  enjoy- 
ment of  biting  into  and  chewing,  the  pleasurable  effect  of 
having  eaten  well  ...  all  these  make  meat  more  than  just 
an  impressive  list  of  essential  nutrients.  Long  before  man 
knew  anything  about  the  science  of  nutrition  he  knew  meat 
was  part  and  parcel  of  his  health  and  his  joy  of  eating  and 
of  living. 

Other  foods  may  be  fortified  and  enriched, 

but  none  can  ever  take  the  place  of  meat. 

Only  meat  is  meat. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office.  Chicago  . . . Members  Throughout  the  United  States 
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Salk  Vaccine  Supply 

Enough  Salk  polio  vaccine  to  provide  at  least  two 
doses  each  for  80,000,000  American  children  and 
expectant  mothers  will  be  produced  this  year  by  the 
five  pharmaceutical  manufacturers  licensed  to  make 
it  under  strict  governmental  controls,  according  to  a 
release  issued  last  month  by  Health  News  Institute. 

It  is  estimated  that  about  52,000,000  persons  are 
immediately  available  in  the  first  priority  for  vaccina- 
tion this  year,  although  there  are  65,000,000  in  the 
most  susceptible  group — children  under  19  years  of 
age  and  expectant  mothers.  The  United  States  Public 
Health  Service,  through  the  Bureau  of  State  Services, 
allocates  the  vaccine  on  the  basis  of  population  within 
priority  groups. 

The  National  Advisory  Committee  on  Polio  Vac- 
cine has  set  up  the  following  recommendations  for 
distribution  of  vaccine  during  the  1956  "polio  year,” 
which  began  on  April  1 : 

1 . That  states  give  priority  to  vaccination  of  chil- 
dren under  15  years  and  to  expectant  mothers  until 
maximum  coverage  has  been  achieved. 

2.  That  the  surgeon  general  of  the  U.S.P.H.S. 
allot  vaccine  in  epidemic  areas  for  research  in  the 
interest  of  evaluating  efficiency  of  the  vaccine  under 
epidemic  conditions. 


3.  That  local  option  prevail  in  states  and  munici- 
palities whether  the  second  and  third  shots  are  given 
now  or  postponed,  with  resumption  of  the  "'ideal 
three-injection  schedule”  when  supplies  warrant. 


The  Illinois  State  Medical  Society,  meeting  recently 
in  Chicago,  unanimously  approved  a resolution  urg- 
ing establishment  of  a National  Library  of  Medicine 
in  Chicago.  A bill  to  move  the  library  from  Wash- 
ington to  Chicago  has  been  introduced  in  Congress. 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the  care  and 
treatment  of  nervous  and  mental  patients 
and  associate  conditions. 


THE  SOUTHARD  SCHOOL 

THE  MENNINGER 

Intensive  individual  psychotherapy  in  a res- 

CHILDREN’S  CLINIC 

idential  school,  for  children  of  elementary 

Outpatient  psychiatric  and  neurologic 

school  age  with  emotional  and  behavior 

evaluation  and  consultation  for  infants 

problems. 

and  children  to  eighteen  years. 

Department  of  Child  Psychiatry 

THE  MENNINGER 

FOUNDATION 

J.  Cotter  Hirschberg,  M.D.,  Director 

Topeka,  Kansas;  Telephone  3-6494 
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NOW  AVAILABLE... 


a unique  new  antibiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(staphylococci  and  proteus) 

RESISTANT  TO  ALL  OTHER 

ANTIMICRORIAL  AGENTS 


I Crystalline  Sodium 


SPECTRUM — most  gram-positive  and  certain 
gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS— cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE— four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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International  Research  Council  Incorporated 

The  first  world-wide  medical  confraternity  for  the 
dissemination  of  knowledge  concerning  aphasias  as- 
sociated with  hemiplegia,  the  International  Research 
Council,  was  incorporated  recently.  The  aims  of  the 
council  include  establishment  of  a clearing  house  for 
information  on  the  subject  and  the  publication  of  a 
monthly  Review-Bulletin.  Information  may  be  secured 
from  Dr.  Hamilton  Cameron,  601  West  110th  Street, 
New  York  25,  New  York. 


After  nearly  70  years  of  operating  its  own  print- 
ing plant,  the  American  Medical  Association  with- 
drew from  that  activity  on  July  1.  The  June  30  issue 
of  the  journal  of  the  American  Medical  Association 
was  the  last  issue  to  roll  off  the  Chicago  press.  Future 
issues  will  be  printed  by  the  McCall  Corporation, 
Dayton,  Ohio.  A need  for  the  space  occupied  by 
the  printing  department  and  the  necessity  of  replac- 
ing old  equipment  contributed  to  the  decision  to 
make  the  change. 


Parke,  Davis  and  Company,  it  was  recently  an- 
nounced in  the  Saturday  Review,  won  the  1955  award 
for  "distinguished  advertising  in  the  public  interest.” 
More  than  400  advertising  campaigns  in  magazines 
were  screened,  and  105  survived  for  the  final  ballot- 
ing by  28  judges,  educators,  editors,  publishers,  re- 


search analysts,  and  advertising  and  public  relations 
executives.  The  Parke,  Davis  and  Company  advertise- 
ments concerned  the  subject  of  physicians'  fees  and 
advised  a frank  discussion  between  patient  and  doctor. 


By  handicapping  their  victims  without  killing  them, 
chronic  diseases  have  come  to  constitute  a huge  finan- 
cial and  emotional  problem — ever  increasing  in  size 
— which  threatens  to  choke  the  medical  economy  of 
our  communities.  It  is  folly  to  regard  them  as  solved 
medically  until  they  have  been  eradicated.  . . It  is 
obvious  that  the  most  direct  approach  to  the  eradi- 
cation of  tuberculosis  is  to  prevent  tubercle  bacilli 
from  reaching  human  beings. — Rene  J.  Dubos,  Ph.D., 
Nat.  Tuberc.  A.  Tr.,  May,  1954- 


At  this  moment,  it  is  exceedingly  important  that 
the  decrease  in  the  number  of  new  cases  of  clinical 
tuberculosis  evolving  and  the  precipitous  decline  in 
mortality  are  not  interpreted  as  the  approach  of  im- 
mediate ultimate  victory  over  tuberculosis.  Such  an 
interpretation  could  play  into  the  hands  of  the  tu- 
bercle bacillus,  which  could  soon  again  become  as 
widespread  and  destructive  as  it  was  in  this  country 
fifty  years  ago.  The  phenomenal  success  in  reducing 
morbidity  and  mortality  represents  a battle  less  than 
half  won  against  the  tubercle  bacillus. — /.  Arthur 
Myers,  M.D.,  Journal-Lancet,  April,  1955. 


It's  Convenient  to  Buy 


KANOX 

High 

Purity 

Oxygen 

KANSAS  OXYGEN  INC 


BX.  551,  HUTCHINSON,  KANS. 


RUDOLPH  MATAS  MEDICAL  LIBRARY 

TU LANE  UNIVERSITY 
SCHOOL  OF  MEDICINE 


For  patients  with  grand  mal  and  psychomotor  seizures , 

DILANTIN  — alone  or  in  combination  — continues  as  an 
anticonvulsant  of  choice.  Effective  control  of  seizures, 
with  resulting  greater  social  acceptance  and  increased 
vocational  opportunities,  forecasts  a fuller  life  for  such 
patients.  DILANTIN  has  little  or  no  hypnotic  effect. 

DILANTIN  Sodium  is  supplied  in  a variety  of  forms  — 
including  Kapseals®  of  0.03  Gm.  (%  gr.) 
and  0.1  Gm.  (1%  gr.)  in  bottles  of  100  and  1,000. 


For  patients  with  petit  mal  epilepsy,  a drug  of  choice  in 
initiating  treatment  — with  very  few  and  mild  side  effects. 


MIL0NTIN  Kapseals,  0.5  Gm. , bottles  of  100 
and  1,000;  also  available  as  MIL0NTIN  Suspension 
(250  mg.  per  4 cc.)  in  16-ounce  bottles. 

For  patients  with  mixed  grand  mal  — petit  mal  epilepsy, 
compatibility  permits  use  of  DILANTIN  with  MIL0NTIN. 
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Rehabilitation 

Restoration  of  Function  after  Fractures  Is  an  Important  and 
Sometimes  Neglected  Feature  of  Their  Treatment 


CHARLES  R.  ROMBOLD,  M.D.,  W ichita 


There  are  certain  fractures  other  than  those  of  the 
long  bones  which  are  frequent  and  which  have  a high 
potentiality  of  complications,  a result  of  the  physi- 
ology of  the  bone  fracture,  a mistake  in  diagnosis, 
or  the  inadequacy  of  treatment.  These  are  fractures 
of  the  femoral  neck,  the  carpal  scaphoid,  and  the 
tarsal  astragalar  neck.  Nonunion  in  these  areas  may 
occur  even  when  both  of  the  bone  segments  are  viable 
and  are  capable  of  osteoblastic  activity. 

Besides  nonunion  another  complication  in  these 
fractures  is  aseptic  necrosis  of  the  femoral  head,  of 
one  of  the  scaphoid  fragments,  or  of  the  body  of 
the  astragalus.  Nonunion  and  aseptic  necrosis  in 
these  fractures  are  a result  of  circulatory  failure  pro- 
duced by  the  traumatic  severance  of  the  principal 
blood  supply  of  the  segment  involved.  If  the  blood 
supply  is  to  be  re-established,  prompt  reduction  and 
competent  immobilization  of  the  fracture  must  be 
instituted. 

Correct  early  diagnosis  and  prompt  adequate  treat- 
ment of  these  fractures  has  accomplished  much  in 
decreasing  the  frequency  of  nonunion  and  aseptic  ne- 
crosis. It  certainly  is  to  be  admitted  that  nonunion  or 
aseptic  necrosis  may  occur  in  these  fractures  even 
after  there  has  been  administered  what  we  now  con- 
sider to  be  the  best  possible  care.  Further  improve- 
ment in  the  techniques  of  our  treatment  will  further 
reduce  the  complication. 

After  nonunion  or  aseptic  necrosis  has  occurred,  it 
is  possible  that  circulation  can  be  re-established  in 
these  areas  by  a successful  bone  graft.  However,  the 
chance  of  re-establishing  an  adequate  circulation  in 
the  necrotic  area  is  minimal  and  requires  many 
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months  of  time,  and  the  possibility  of  obtaining  a 
good  result  is  further  diminished  by  a probable  col- 
lapse of  the  contour  of  the  necrotic  area  while  await- 
ing re-establishment  of  the  circulation.  Therefore, 
other  means  have  been  sought  for  and  found  to  re- 
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habilitate  persons  with  these  special  fractures  com- 
plicated by  nonunion  and  aseptic  necrosis. 

Treatment  of  complications  of  fractures  of  the  fem- 
oral neck  dates  back  to  the  introduction  of  surgery 
in  orthopedics.  There  probably  are  as  many  opera- 
tions described  in  the  literature  of  the  past  for  treat- 
ment of  this  condition  as  there  are  vitamin  medica- 
tions available  now.  It  is  interesting  to  note  how 
many  birth  announcements  of  new  operations  of  all 
kinds  one  reads  but  how  few  demises  of  operations 
are  recorded.  Certainly  the  failure  to  record  the  de- 
mise of  an  operative  procedure  should  elicit  more 
censure  than  the  announcement  of  a new  one  de- 
serves acclaim.  It  is  more  fitting  to  pay  respect  in  a 
requiem  to  an  operation  which  has  served  its  purpose 
and  died  than  to  welcome  one  newly  born  which  has 
yet  to  prove  its  mettle. 

Of  the  many  procedures  proposed  to  rehabilitate 
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the  complication  of  nonunion  or  aseptic  necrosis  in 
fractured  femoral  necks,  only  two  now  are  usually 
considered — hip  fusion  or  the  use  of  a hip  prosthesis. 
The  choice  of  procedure  here  depends  on  many  fac- 
tors, each  operation  having  advantages  for  classes  of 
individuals  and  occupations. 

The  advantage  of  hip  fusion  is  that  it  provides  a 
completely  dependable,  painless,  effective  extremity 
for  ambulation  and  work.  The  disadvantages  of  hip 
fusion  are  the  long  period  of  postoperative  conva- 
lescence, the  long  period  of  immobilization  which  fre- 
quently results  in  limited  knee  motion,  the  frequent 
failure  of  fusion  requiring  re-operation,  the  difficulty 
of  dressing  the  foot  after  fusion,  and  the  somewhat 
greater  clumsiness  of  sitting  and  walking. 

The  advantages  of  a hip  prosthesis  over  a hip 
fusion  are  the  lessened  limp,  the  greater  mobility  in 
sitting,  the  ease  of  foot  toilet,  and  the  short  convales- 
cence and  immobilization.  The  disadvantages  are  the 
less  assurance  of  complete  relief  of  pain  and  occa- 
sional residual  weakness. 

Probably  the  wiser  procedure  is  a fusion  for  those 
younger  individuals  whose  functional  requirements 
are  for  long  periods  of  heavy  work.  On  the  other 
hand,  a prosthetic  device  is  the  method  of  choice  for 
older  people  or  those  younger  ones  whose  occupations 
and  avocations  are  sedentary. 

A prosthetic  device  can  be  applied  in  an  appropri- 
ate case  with  little  more  operative  trauma  than  that 
which  results  from  the  nailing  of  a fractured  hip.  In 
these  days  of  modern  anesthesia  and  operative  care, 
it  is  a rare  case  of  hip  fracture  that  is  not  amenable 
to  the  nailing  operation.  Therefore,  even  in  an  elder- 
ly patient  a nonunion  of  a hip  fracture  or  an  aseptic 
necrosis  need  not  condemn  him  to  a wheel  chair  or 
crutches  for  the  balance  of  his  life. 

The  type  of  prosthesis  used  in  a case  of  nonunion 
of  a femoral  neck  fracture  depends  upon  the  length 
of  the  neck  remaining.  If  the  fracture  has  occurred 
close  to  the  head  of  the  femur,  nonunion  is  frequent. 
Occasionally  the  absorption  of  the  neck  is  minimal, 
leaving  sufficient  length  of  the  neck  to  utilize  for  a 
cup  arthroplasty.  Much  more  frequently,  however, 
an  entire  new  neck  of  the  femur  must  be  supplied 
because  of  its  absorption  in  the  nonunion  process.  In 
these  cases  a prosthesis  is  required  which  will  supply 
not  only  a head  to  replace  the  ununited  head  but  also 
a neck  to  replace  the  absorbed  neck  as  well.  After 
one  of  these  has  been  introduced,  frequently  no  post- 
operative immobilization  is  required,  and  the  patient 
may  be  ambulatory  and  partially  weight  bearing  in 
10  to  14  days.  Results  have  been  sufficiently  satis- 
factory with  the  use  of  mechanically  sound  prostheses 
that  some  orthopedic  surgeons  advocate  the  use  of 
prostheses  in  acute  hip  fractures,  particularly  when 
the  fracture  is  in  the  vulnerable  area. 


We  have  used  several  types  of  replacement  pros- 
theses with  variable  results.  Because  some  of  the  early 
poor  results  were  due  to  reaction  to  nylon,  we  dis- 
carded that  early.  The  simple  heads  attached  to  trans- 
fixing nails  were  discarded  because  of  their  instability. 
Now  we  use  only  those  with  a long  intramedullary 
broach  which  firmly  immobilizes  the  prosthesis,  and 
with  a collar  which,  seated  on  the  shaft,  carries  the 
weight. 

Aseptic  necrosis  of  the  femoral  head  may  accom- 
pany a nonunion  or  be  a late  complication,  appearing 
months  or  years  before  the  fracture  has  united.  This 
complication  may  be  as  painful  and  as  disabling  as  a 
failure  of  union  of  the  fracture,  and  it  may  require 
as  much  support  for  ambulation.  Definitive  treatment, 
if  advisable,  may  be  either  a cup  arthroplasty  or  a 
replacement  prosthesis,  or  a hip  fusion.  Occasionally 
the  necrotic  area  involves  such  a large  proportion  of 
the  neck  that  a replacement  prosthesis  is  required  to 
supply  a femoral  neck. 

If  a hip  fusion  operation  is  the  advisable  solution 
to  this  problem,  internal  fixation  again  may  be  the 
means  of  saving  weeks  or  months  of  cast  immobiliza- 
tion. We  have  used  several  methods  of  fixing  the 
femur  to  the  pelvis — by  plates  extending  along  the 
ilium  and  femur,  by  means  of  a Blount  plate,  and 
by  huge  screws  transfixing  the  pelvis  and  the  femur. 
None  of  these  procedures  has  proved  altogether  satis- 
factory, but  each  has  been  helpful  in  achieving  earlier 
union  by  increasing  the  femoral-iliac  fixation. 

NONUNION  SCAPHOID 

Incidence  of  nonunion  of  fractures  of  the  carpal 
scaphoid  has  been  reduced  in  recent  years  by  early 
recognition  of  the  fracture.  Nonunions  can  be  further 
reduced  by  considering  all  wrist  sprains  as  scaphoid 
fractures  until  proved  otherwise  by  successive  x-rays 
over  at  least  a two-week  period.  After  the  diagnosis 
has  been  made,  occasional  cases  require  exceptionally 
long  immobilization  in  the  proper  position,  even  for 
months,  to  achieve  union. 

Nonunion  of  a fractured  carpal  scaphoid  with  the 
usually  associated  avascular  aseptic  necrosis  of  one  or 
both  fragments  frequently  constitutes  a severe  handi- 
cap, particularly  to  a laborer.  Pain  and  weakness  may 
be  sufficient  to  prevent  the  use  of  the  hand  in  manual 
skills,  such  as  use  of  a hammer,  wrench,  screw  driver, 
etc.,  and  even  eliminate  such  functions  as  pushing, 
wringing,  or  turning.  Because  of  the  long  time  re- 
quired for  successful  bone  grafting  of  this  nonunion 
(often  12  to  24  months),  the  frequent  failure  of  the 
aseptic  portion  of  the  scaphoid  to  regain  vitality  after 
grafting,  and  the  almost  invariable  late  development 
of  hypertrophic  arthritis,  wrist  fusion  becomes  the 
procedure  of  choice.  A wrist  fused  in  the  position  of 
function  results  in  minimal  disability  and  interferes 
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practically  not  at  all  in  any  of  the  manual  functions 
requiring  either  strength  or  dexterity.  The  shorter, 
surer  convalescence  and  the  strong  extremity  acquired 
by  fusion  are  advantages  which  outweigh  the  possible 
retention  of  wrist  motion  resulting  from  grafting  the 
scaphoid. 

The  procedure  is  accomplished  by  denuding  the 
posterior  surface  of  the  radius  and  proximal  carpal 
bones.  A transplant  of  a strip  of  cortico-cancellous 
ilium  is  cut  so  that  it  will  provide  an  extension  of 
the  wrist  at  about  30  degrees.  This  graft  is  held  in 
position  by  screws  in  the  radius  and  in  the  scaphoid, 
and  a cast  is  applied  for  two,  or  possibly  three, 
months.  Great  care  should  be  exercised  in  this  pro- 
cedure to  prevent  any  involvement  of  the  distal  radio- 
ulnar joint  which  would  effect  a loss  of  pronation 
and  supination. 

NONUNION  ASTRAGALUS 

A failure  of  union  of  the  astragalus  fracture  re- 
quires an  ankle  fusion,  a large  area  of  contact  of 
cancellous  bone  of  the  tibia  and  astragalus  supplying 
sufficient  circulation  to  vivify  the  astragalar  body  if 
the  necrosis  is  not  too  extensive.  If  the  astragalus  is 
severely  necrotic,  the  best  choice  is  to  fuse  the  tibia 
to  the  os  calcis  after  the  removal  of  the  astragalus.  The 
ununited  but  vital  head  and  neck  of  the  astragalus  is 
fused  to  the  anterior  surface  of  the  tibia  and  the  body 
to  the  inferior  surface.  This  results  of  course  in  short- 
ening the  leg  three-fourths  of  an  inch  but  in  an  ef- 
fective weight  bearing  member. 

NONUNION  OF  PATELLA 

Nonunion  of  patellar  fractures,  if  they  cause  dis- 
ability, usually  presents  the  problem  of  mechanical 
inadequacy  rather  than  disability  because  of  pain. 
Frequently  even  with  nonunion  of  the  patella  there 
is  neither  significant  weakness  nor  pain,  and  those 
fortunate  cases  may  be  disregarded.  However,  if  the 
power  of  the  quadriceps  cannot  be  delivered  to  the 
tibia  because  of  the  defect  in  the  extensor  apparatus 
after  fracture,  the  knee  is  undependable  for  walking 
and  ineffective  for  climbing,  lifting,  running,  etc. 
This  is  a serious  handicap. 

The  procedure  recommended  to  re-establish  ade- 
quate function  will  depend  upon  the  defect.  If  there 
are  numerous  areas  of  nonunion,  all  of  the  patella 
should  be  resected  and  the  area  from  which  it  has 
been  removed  reinforced  with  a facial  or  tendon  graft. 
Reinforcement  may  easily  be  obtained  by  a flap  of 
quadriceps  tendon  which  may  be  dissected  from  its 
muscular  attachment  and  turned  down  distally  to  be 
imbricated  into  the  patellar  ligament.  Occasionally 
only  the  distal  pole  of  the  patella  requires  resection 
with  a similar  graft  replacement.  When  the  patella 
lies  in  two  large  fragments,  however,  it  is  best  re- 


paired by  freshening  its  surfaces,  carefully  aligning 
them,  and  maintaining  their  apposition  by  wire  or 
similar  internal  fixation. 

NONUNION  OF  VERTEBRAL  PROCESSES 

Nonunion  of  fractures  of  spinous  processes  or  lat- 
eral processes  of  the  vertebrae  are  of  themselves  of 
no  clinical  significance.  If  they  are  associated  with 
other  vertebral  or  disc  pathology,  it  may  be  this  which 
causes  the  symptoms  but  not  the  spinous  process  non- 
union. In  compensation  cases  where  most  symptoms 
of  nonunion  in  these  areas  arise,  a cure  is  obtained 
magically  by  the  application  of  a heavy  greenback 
poultice,  and  the  poultice  is  immeasurably  more  ef- 
fective than  surgery  or  a brace. 

MALUNION 

Any  fracture  which  unites  without  retaining  the 
alignment  and  length  normal  for  that  bone  is  con- 
sidered a malunion.  The  functional  defect  from  mal- 
union  may  vary  from  one  which  is  negligible  to  one 
which  is  completely  disabling.  To  enable  a physician 
to  properly  advise  his  patient,  the  various  factors 
mentioned  in  the  introduction  must  be  more  carefully 
evaluated  in  this  than  in  any  other  situation.  To  cor- 
rect a malunion,  a surgical  procedure  usually  is  re- 
quired, and  the  value  of  the  corrected  result  must  be 
carefully  considered  before  the  patient  is  advised  to 
accept  the  procedure.  The  problems  presented  by 
malunion  are  so  varied  that  they  cannot  be  considered 
as  a whole  but  only  singly  as  presented  by  each  indi- 
vidual situation. 

In  the  upper  extremity,  malunions  of  the  clavicle 
and  of  the  humerus,  except  at  the  elbow  joint,  rarely 
offer  a problem  except  an  aesthetic  one ; function  and 
comfort  are  rarely  implicated.  Even  in  the  elbow  a 
large  percentage  of  the  range  of  flexion  and  extension 
may  be  lost  and  the  result  be  of  little  functional  con- 
sequence providing  the  remaining  range  is  painless 
and  that  the  loss  is  at  the  extremes  of  the  ranges. 
Even  an  elbow  fused  in  good  functional  position, 
which  is  any  place  between  80  and  135  degrees,  re- 
sults in  little  disability  providing  pronation  and  supi- 
nation are  not  also  materially  lost.  Therefore  the 
mere  decrease  in  the  range  of  elbow  motion  second- 
ary to  a malunion  of  the  bone  constituents  does  not 
suggest  correction  providing  any  position  between  80 
and  135  degrees  can  be  achieved.  If  extension  is 
limited  to  less  than  80  degrees,  or  if  flexion  is  limited 
to  less  than  135  degrees,  osteotomy  of  the  involved 
bones  may  offer  a marked  improvement  in  function 
and  appearance  and  may  be  a procedure  of  choice. 

Loss  of  pronation  or  supination  of  the  forearm 
may  result  from  cross  union  between  the  radius  and 
the  ulna,  from  an  angulation  in  fractures  of  their 
shafts,  or  from  a disorganization  of  either  the  proxi- 
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mal  or  the  distal  radio-ulnar  joints.  The  solution  of 
this  problem  definitely  is  influenced  by  the  location 
of  the  pathology  and  by  whether  the  hand  is  in  the 
functional  pronated  position  or  in  supination. 

The  resection  of  a bone  bridge  between  the  radius 
and  the  ulna  is  a mechanically  feasible  operative  pro- 
cedure. However,  the  end  results  of  such  a resection 
usually  are  poor.  The  operation  should  be  recom- 
mended only  in  exceptional  patients  such  as  typists, 
musicians,  etc.,  whose  occupations  require  dexterity 
in  their  forearms,  in  which  a certain  position  of  the 
forearm  is  mandatory  and  cannot  be  acquired  by 
compensating  at  the  shoulder.  A guarded  assurance  of 
gaining  rotatory  motion  may  also  lighten  the  burden 
of  failure. 

When  an  angulation  of  the  shafts  of  the  radius 
and  ulna  prevents  rotatory  movement  in  the  forearm, 
again  a major  surgical  procedure  is  required  to  regain 
movement.  Osteotomy  of  one  or  both  bones,  with 
internal  fixation  in  the  corrected  position,  with  ac- 
companying risk  of  nonunion,  is  a formidable  pro- 
cedure; as  one  grows  older  in  bone  surgery,  it  seems 
to  be  a much  less  desirable  undertaking  than  it  did 
in  orthopedic  childhood. 

On  the  other  hand,  if  the  malalignment  exists  in 
either  of  the  radio-ulnar  articulations,  the  procedure 
is  minimal.  A resection  of  the  head  of  the  involved 
radius  or  ulna  constitutes  minimal  surgery  with  maxi- 
mal results.  This  is  particularly  true  in  Colles’  frac- 
tures which  have  healed  with  shortening  of  the  radius 
and  in  radial  deviation.  Pronation  and  supination  fre- 
quently are  reduced  by  75  per  cent  in  these  cases.  Us- 
ually rotation  can  be  completely  restored  by  the  re- 
section of  the  relatively  afunctional  distal  end  of  the 
ulna.  At  the  same  time  a gratifying  aesthetic  improve- 
ment is  obtained,  and  frequently  the  patient  is  more 
appreciative  of  the  improved  appearance  than  of  the 
increased  function. 

One  of  the  early  cases  in  which  we  performed  this 
operation  so  dramatized  it  that  we  have  never  for- 
gotten the  advantage  of  the  procedure.  This  bridge- 
playing dowager  consecrated  to  short  sleeves,  travel- 
ing in  the  local  400,  united  her  Colles’  fracture,  in 
spite  of  my  best  efforts  and  to  my  dismay,  in  radial 
deviation  and  shortening.  Her  objectionable  deformi- 
ty, especially  exposed  by  her  short  sleeves  and  em- 
phasized by  her  obvious  clumsiness  in  dealing  her 
cards,  initiated  card  table  conversation  which  was 
hardly  complimentary  to  me,  her  physician.  However, 
about  two  years  later  she  had  what  was  for  both  of 
us  an  opportune  injury.  She  fractured  her  ulna  in  its 
distal  end  at  a most  appropriate  location.  Upon  re- 
section of  the  small  distal  portion,  without  even  the 
necessity  of  chiseling  it,  she  regained  complete  motion 


in  pronation  and  supination  and  recovered  a lovely 
outline  of  her  wrist. 

Resection  of  the  head  of  the  radius  after  union  in 
malposition  likewise  gives  maximal  results  with  mini- 
mal surgery  and  is  usually  advisable.  One  important 
point  to  be  considered  is  the  timing.  It  is  pretty  well 
established  that  surgery  in  this  area,  in  the  period 
between  one  and  five  weeks  after  the  injury,  increases 
the  tendency  to  production  of  myositis  ossificans ; 
therefore,  the  operation  should  be  performed  either 
before  or  after  this  period. 

Another  and  extremely  important  factor  to  be  con- 
sidered is  the  radial  nerve  which  winds  about  the  neck 
of  the  radius.  A division  of  the  radial  nerve  results 
in  the  entire  loss  of  active  extension  of  the  wrist  and 
of  the  fingers.  A loss  of  the  extensor  power  of  the 
wrist  and  fingers  is  a terrific  price  to  pay  for  prona- 
tion and  supination  of  the  forearm.  However,  if  the 
dissection  is  careful  and  accurate  and  only  the  head 
of  the  radius  is  removed,  there  need  be  little  fear  of 
radial  nerve  injury.  The  osteotomy  need  only  result 
in  the  total  removal  of  the  radial  head  with  a mini- 
mum of  the  neck  of  the  radius,  and  this  can  be 
achieved  with  little  probability  of  radial  nerve  com- 
plications. 

Even  though  we  are  dealing  with  fracture  reha- 
bilitation, I wish  to  make  a special  point  of  a dislo- 
cation which  frequently  complicates  a wrist  fracture 
and  which  is  frequently  missed  in  the  diagnosis.  With 
a fracture  of  the  carpal  scaphoid  there  may  be  a dis- 
location of  the  semilunar  into  the  flexor  surface  of 
the  forearm.  With  every  suspected  fracture  of  the 
scaphoid,  carefully  examine  the  x-ray  to  ascertain 
that  the  semilunar  and  scaphoid  hollow  is  filled  with 
the  magnum  bulge.  Clinically  this  complication  must 
be  suspected  if  there  is  paraesthesia  in  the  median 
nerve  distribution  or  an  unusual  interference  with  the 
function  of  the  flexor  tendon.  If  diagnosed  early,  it 
frequently  may  be  reduced  by  manipulation.  If  rec- 
ognized late,  it  always  requires  surgical  reduction, 
and  even  its  late  reduction  results  in  a consider- 
able improvement  in  wrist  and  hand  function. 

y 

MALUNION  IN  LOWER  EXTREMITIES 

Fractures  united  in  malposition  in  the  lower  ex- 
tremities constitute  an  almost  totally  different  prob- 
lem than  similar  malunions  in  the  upper  extremity. 
To  a large  extent  mobility,  which  is  the  primary 
function  of  the  upper  extremity,  can  be  accommo- 
dated, if  decreased,  by  substitution  of  motion 
through  some  other  upper  extremity  joint.  In  the 
lower  extremity,  however,  where  weight  bearing  rath- 
er than  dexterity  is  the  primary  function,  the  me- 
chanical problem  of  weight  transference  constitutes 
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the  most  important  factor.  This  problem  of  trans- 
ference of  weight  is  further  complicated  by  the  ne- 
cessity of  its  being  accomplished  through  movable 
joints.  Wear  results  if  the  two  movable  parts  of  a 
machine  fail  to  fit  perfectly  or  if  the  pressure  is 
greater  in  one  area  than  in  another.  This  is  equally 
true  in  a leg  built  for  weight  bearing,  though  un- 
fortunately this  machine  contains  the  additional  at- 
tribute of  pain.  Therefore  the  alignment  which  de- 
termines the  weight  flow  through  a fractured  lower 
extremity  may  be  of  considerably  greater  importance 
than  the  alignment  of  an  upper. 

Acetabular  fractures,  unless  they  are  simple  and 
have  been  completely  reduced,  often  give  a painful 
and  disabling  result.  Many  of  these  bad  results  be- 
come apparent  late,  with  the  production  of  a hyper- 
trophic arthritis  following  years  of  wear  of  incon- 
gruous surfaces.  The  resultant  pain  and  disability 
frequently  require  surgical  correction  by  either  a cup 
arthroplasty  or  a fusion  of  the  joint. 

While  we  are  discussing  acetabular  fractures,  I wish 
to  make  a point  of  the  treatment  and  also  of  reading 
the  x-ray  in  the  fresh  posterior  lip  fracture  of  the 
acetabulum  complicated  by  a posterior  dislocation  of 
the  femoral  head.  Immediate  reduction  of  the  hip 
without  any  delay  is  essential  to  preserve  circulation 
in  the  head  of  the  femur.  If  the  reduction  is  not  im- 
mediate and  complete,  aseptic  necrosis  of  the  femoral 
head  is  almost  a certain  sequela.  I believe  that  infre- 
quently will  simple  skin  traction  or  even  skeletal  trac- 
tion reduce  the  dislocation  of  the  hip.  Almost  invari- 
ably after  length  has  been  obtained,  manipulation  is 
required  to  force  the  head  of  the  femur  forward  to 
seat  it  under  the  roof  of  the  acetabulum.  These  pa- 
tients are  best  treated,  therefore,  by  an  immediate 
reduction  of  the  dislocated  femoral  head.  This  prompt 
reduction  will  probably  preserve  circulation  to  the 
femoral  head.  Even  after  the  hip  has  been  reduced, 
rarely  will  the  posterior  lip  of  the  acetabulum  fall 
into  place.  It  will  remain  posterior  and  proximal,  re- 
sulting in  an  eccentric  acetabulum  and  an  unstable 
hip.  Then  an  early  surgical  reduction  of  the  posterior 
lip  with  its  maintenance  by  internal  fixation  can  be 
done  days  later  if  necessary. 

Healing  of  an  intertrochanteric  fracture  of  a femur 
with  the  neck  in  varus,  as  so  frequently  occurs,  may 
result  in  as  much  as  two  inches  shortening  and  a pro- 
nounced Trendelenberg  limp.  The  shortening  can  be 
easily  accommodated  by  a high  soled  shoe.  Though 
all  of  the  limp  cannot  be  eradicated  by  this  simple 
measure,  it  usually  satisfies  the  patient’s  requirements. 
Occasionally  there  is  indicated  in  a younger  person 
an  intertrochanteric  osteotomy,  reproducing  the  origi- 
nal fracture,  then  nailing  it  with  the  neck  in  corrected 


alignment  with  the  femoral  shaft.  This  procedure 
requires  a traction  apparatus  such  as  a well  leg  trac- 
tion splint — not  only  to  obtain  length  at  the  time  of 
operation  but  to  relieve  the  internal  fixation  of  strain 
for  a considerable  period  of  time  postoperatively. 

Occasionally  sufficient  angulation  occurs  in  a healed 
fracture  of  the  lower  extremity  that  great  stress  is 
thrown  through  either  the  knee  or  the  ankle  or  both. 
Pain  results  from  abnormal  tension  on  the  ligaments 
of  the  knee  or  ankle  on  the  convex  side  of  the  angu- 
lated  extremity  each  time  weight  is  borne.  Eventually 
sufficient  stretching  of  the  ligaments  occurs  to  allow 
actual  mechanical  instability  of  the  joint.  Occasionally 
the  joint  becomes  so  unstable  that  it  may  require  a 
brace  to  maintain  its  competence. 

There  is  another  factor  productive  of  pain  in  these 
unstable  joints  aside  from  ligament  strain.  In  the 
perfectly  aligned  joint,  weight  is  transferred  from 
one  bone  to  another  through  a plane  at  right  angles 
to  the  long  axis  of  the  leg.  If  the  bone  is  angulated, 
however,  weight  is  transferred  through  a point  rather 
than  through  a plane.  At  this  site  of  abnormal  pres- 
sure wear  occurs,  and  a secondary  painful  hypertro- 
phic arthritis  develops  gradually  over  years  of  func- 
tion. 

A minimal  angulation  at  the  knee  may  be  accepted, 
but  I am  unable  to  state  in  degrees  how  much  of  an 
angulation  is  possible  without  serious  sequellae.  In- 
cidentally, I have  found  no  author  sufficiently  brave, 
experienced,  or  willing  to  state  dogmatically  to  what 
degree  of  angulation  a leg,  a knee,  or  an  ankle  will 
accommodate.  I have  felt,  however,  that  if  the  plane 
of  the  joint  was  more  than  15  degrees  off  perpen- 
dicular to  the  long  axis  of  the  leg,  it  was  incompatible 
with  a long  range  good  result.  Unfortunately,  if  the 
surgeon  waits  for  symptoms  to  develop  in  the  knee 
or  ankle  before  correcting  the  angulation,  he  prob- 
ably has  waited  too  long  for  a correcting  osteotomy 
to  give  a satisfactory  result.  It  is  the  old  story  of 
locking  the  barn  after  the  horse  has  been  stolen.  In 
those  long  standing  cases  where  symptoms  and  dis- 
ability indicate  the  need  of  correction,  fusion  of  the 
knee  or  ankle  is  probably  the  best  approach,  though 
an  osteotomy  to  reproduce  adequate  alignment  may 
be  beneficial. 

Occasionally  the  articular  surface  of  the  femur  or 
of  either  the  proximal  or  distal  articulation  of  the 
tibia  is  so  thoroughly  comminuted  that  a grossly  ir- 
regular, incongruous  weight  bearing  surface  is  pre- 
sented to  the  bone  with  which  it  articulates.  Little 
can  be  done  for  these  patients  except  fusion  of  the 
joint.  Fusion  of  the  ankle  can  be  accepted  with  equa- 
nimity because  the  result  is  functionally  and  aestheti- 
cally excellent.  The  only  difficulty  these  people  have 
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is  walking  on  inclines  or  barefoot,  and  even  that  is 
minimal.  We  have  found  the  best  position  of  the 
foot  in  an  ankle  fusion  is  at  90  degrees  to  the  long 
axis  of  the  leg.  Even  slightly  less  than  90  degrees, 
particularly  in  a male,  is  an  excellent  position  and 
allows  greater  freedom  of  gait  barefoot.  In  a lady 
with  higher  heeled  shoes  as  much  as  100  degrees 
may  be  allowed. 

It  has  been  thought  in  the  past  that  an  ankle  fusion 
required  many  months  of  time  to  become  solid.  That 
has  been  true,  at  least  in  part,  because  of  the  usual 
postoperative  immobilization.  The  usual  cast  acted 
as  a traction  apparatus  similar  to  a hanging  cast  used 
in  the  treatment  of  a fractured  humerus.  Even  in  a 
long  leg  cast  with  the  knee  flexed,  some  distraction 
occurred.  This  distracting  force  of  the  immobilizing 
cast  resulted  in  delayed  fusion  or  no  fusion  and  can 
be  simply  obviated  by  anchoring  the  cast  to  a Stein- 
mann  pin  transfixing  the  tibia.  With  this  type  of  im- 
mobilization, union  may  be  expected  to  be  sufficiently 
advanced  in  two  months  to  allow  removal  of  the  cast, 
though  probably  weight  bearing  should  be  delayed 
another  month  or  two. 

Fusion  of  the  knee  cannot  be  undertaken  as  airily 
as  fusion  of  the  ankle  because  an  immovable  knee 
results  in  a cumbersome,  clumsy,  and  conspicuous 
extremity.  A fused  knee  of  course  is  superior  to 
crutches,  braces,  disabling  pain,  or  instability  and  is 
a welcome  relief  from  these  situations.  On  the  other 
hand,  a knee  fused  in  adequate  extension  to  be  truly 
serviceable  is  unwieldy  in  sitting  (as  in  a show  or 
driving  a car),  necessitates  leading  with  one  leg  on 
stairs,  and  results  in  a limp  which  cannot  be  concealed. 
Knee  fusions  similar  to  ankle  fusions  have  in  the 
past  required  long  postoperative  immobilization.  Re- 
cently, however,  with  the  advent  of  forceful  coapta- 
tion, the  healing  period  has  been  markedly  shortened. 
After  the  surgical  procedure  has  been  performed, 
Steinmann  pins  transfix  the  femur  and  tibia,  protrud- 
ing widely  from  each  side.  After  the  cast  has  been 
applied,  slots  are  cut  in  its  long  axis  in  the  interval 
between  the  pins.  Turnbuckles  are  attached  to  each 


pin  in  such  a manner  that  by  tightening  them  con- 
stant coapting  pressure  can  be  maintained  between 
the  tibia  and  the  femur.  By  this  procedure  the  heal- 
ing time  may  be  contracted  to  six  to  eight  weeks. 

One  of  the  most  frequent  painful  and  disabling 
fractures  with  about  the  highest  percentage  of  poor 
results  is  the  fracture  of  the  os  calcis.  I am  just  be- 
ginning to  discern,  however,  that  probably  about  as 
large  a proportion  of  the  residual  disabling  symptoms 
are  secondary  to  the  usual  treatment  as  are  a result 
of  the  fracture  itself.  Generalized  painful,  limited 
motion  throughout  the  foot,  though  occasionally 
caused  by  post-traumatic  dystrophy,  is  due  most  fre- 
quently to  a long  period  of  cast  immobilization.  Long 
immobilization  is  unnecessary  because  there  are  no 
extrinsic  or  intrinsic  deforming  factors  in  a fracture 
of  the  os  calcis  so  long  as  it  is  unweighted.  A cast 
applied  after  reduction  induces  stiffness  and  soreness 
without  offering  any  compensatory  value.  The  second 
factor  in  a calcaneal  fracture  disability  is  the  invari- 
able incongruity  in  at  least  one  of  the  three  weight 
bearing  planes  of  the  astragalocalcaneal  articulations. 
The  third  factor  is  the  frequently  present  impinge- 
ment of  the  peroneal  tendons  or  the  lateral  malleolus 
by  the  extruded  fragments  of  the  comminuted  body 
of  the  os  calcis. 

Fusion  of  the  os  calcis  to  the  astragalus  by  removal 
of  the  remaining  articular  surfaces  and  packing  the 
area  firmly  with  cancellous  bone  gives  good  results, 
though  frequently  less  than  anticipated.  Certainly  our 
results  have  been  improved  recently  since  we  have 
ceased  immobilizing  these  feet  with  casts  postopera- 
tively.  Another  improvement  in  postoperative  results 
has  eventuated  from  our  stapling  or  screwing  the  op- 
erated bones  together,  maintaining  close  contact  of 
the  denuded  surfaces.  Considering  the  usual  improve- 
ment in  function  and  comfort  of  the  foot,  particularly 
in  young  men,  the  fusion  operation  can  be  recom- 
mended. 

The  Wichita  Clinic 
3244  East  Douglas 
Wichita  8,  Kansas 


If  we  are  to  become  the  masters  of  science,  not  its  slaves,  we  must  learn  to  use  its 
immense  power  to  good  purpose.  The  machine  itself  has  neither  mind  nor  soul  nor  moral 
sense.  Only  man  has  been  endowed  with  these  godlike  attributes.  Every  age  has  its 
destined  duty.  Ours  is  to  nurture  an  awareness  of  those  divine  attributes  and  a sense  of 
responsibility  in  giving  them  expression.  — David  Sarnoff 
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Pulmonary  Problems  in  an  Aging  Population 

MARTIN  J.  FITZPATRICK,  M.D.,  Kansas  City,  Kansas 


Within  recent  decades  there  has  been  a steady  and 
gratifying  increase  in  the  life  span  of  human  beings 
of  our  civilization.  This  phenomenon  has  had  a defi- 
nite effect  on  such  diverse  fields  as  education,  hous- 
ing, politics,  merchandising,  and  even  entertainment. 
The  specialty  of  pulmonary  disease  has  also  felt  the 
impact  of  this  evolution.  The  passing  years  have  seen 
significant  changes  in  problems  posed  by  infectious, 
degenerative,  and  neoplastic  diseases  of  the  lungs. 
There  is  reason  to  believe  that  this  changing  spectrum 
of  pulmonary  pathology  will  continue  on  into  the 
future,  since  the  major  problems  outlined  in  this  re- 
port have  not  been  brought  under  control. 

Tuberculosis  has  undergone  an  interesting  evolu- 
tion in  the  past  half  century.  In  this  period  we  have 
experienced  a gratifying  decline  in  mortality  from 
this  disease,  which  has  dislodged  it  from  its  former 
spot  as  the  number  one  killer  of  our  people.  Along 
with  this  falling  mortality  curve  there  has  been  a 
lesser  decline  in  morbidity,  or  prevalence  of  infec- 
tion, in  our  communities.  Figure  1 demonstrates  that 
in  the  40-year  period,  1916-1955,  the  falling  tuber- 
culosis mortality  and  morbidity  curves  in  the  state  of 
Kansas  have  been  almost  parallel.  During  this  period 

Presented  in  part  at  a meeting  of  the  Mississippi  Valley 
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chief  of  the  Section  for  Pulmonary  Disease,  University  of 
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TUBERCULOSIS  CASE  AND  DEATH  RATES 

KANSAS,  1916-1955 


Figure  1.  Tuberculosis  mortality  and  morbidity  in 
Kansas,  1916-1955. 


Kansas  has  consistently  had  one  of  the  lowest  tuber- 
culosis rates  in  the  nation.  A third  change  in  the 
recent  spectrum  of  tuberculous  infection  has  been 
the  gradual  reduction  in  case  and  mortality  rates  in 
younger  age  groups  and  the  growing  problem  of 
latent  pulmonary  tuberculosis  in  the  aged. 


The  decline  in  tuberculosis  mortality 
and  morbidity  has  been  accompanied  by 
a shifting  spectrum  of  infection.  Ther- 
apy of  latent  tuberculous  infection  in 
the  aging  population  is  discussed.  The 
rising  incidence  of  chronic  bronchitis 
and  resultant  crippling  from  pulmo- 
nary emphysema  poses  a problem  to  be 
solved,  along  with  a rise  in  the  number 
of  primary  pulmonary  tumors.  Two 
cases  are  reported  to  show  the  difficulty 
of  diagnosis  and  treatment. 


That  this  phenomenon  had  its  start  before  the 
current  era  of  antimicrobial  drug  therapy  is  demon- 
strated by  the  data  in  Figure  2.  In  this  40-year  period 
there  was  a gratifying  reduction  in  infant  mortality 

EVOLUTION  OF  TUBERCULOSIS  MORTALITY 
PRECEDING  CHEMOTHERAPY 
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DEATH  RATES  FOR  TUBERCULOSIS  (ALL  FORMS) 
BY  AGE,  RACE  AND  SEX:  UNITED  STATES, 1949 


Figure  3.  Tuberculosis  mortality  in  United  States  in 
1949  by  age,  race,  and  sex. 


and  in  deaths  from  tuberculosis  in  the  younger  adult 
age  groups.  The  curve  of  1940  demonstrates  an  almost 
linear  relationship  between  age  and  mortality  in  the 
older  age  groups. 

However,  Figure  3 suggests  that  on  the  national 
level  racial  differences  are  still  significant  in  consid- 
ering mortality  from  the  disease,  regardless  of  the 
shifting  age  picture  of  infection.  To  the  young  adult 
Negro  in  the  United  States  tuberculosis  is  still  a 
grave  problem.  The  marked  change  in  age  distribu- 
tion of  lethal  disease  in  the  white  population  has 
made  tuberculosis  more  a problem  among  older 
adults,  particularly  males. 

Turning  back  to  the  state  of  Kansas,  Figure  4* 
shows  that  in  1954  most  new  cases  reported  were 
concentrated  between  the  ages  of  20  and  70,  with 

* Data  for  Figures  1,  4 and  5 contributed  by  the  Kansas 
Tuberculosis  and  Health  Association. 
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Figure  4.  New  tuberculosis  cases  reported  in  Kansas 
in  1954  by  age  distribution  and  sex. 


males  predominating.  Figure  5 points  out  the  prob- 
lem of  treating  tuberculosis  in  this  elderly  group  of 
patients.  Most  deaths  were  in  patients  over  the  age 
of  40.  Most  were  male  patients. 

Medlar1  has  shown  that  in  city  populations  the 
progressive  reinfection  lesion  accounts  for  most 
deaths  in  patients  over  50  years  of  age.  It  is  this 
problem  of  recurring  tuberculous  infection  that  is 
encountered  clinically  in  the  aging  population  today. 
It  would  appear  that  the  factor  of  increased  exposure 
to  infection  does  not  adequately  explain  this  picture, 
since  older  people  tend  to  withdraw  from  active  con- 
tact with  others.  In  a sense,  this  group  already  repre- 
sents the  selected  remnant  of  a generation  from 
which  the  more  susceptible  members  have  been  re- 
moved by  death  from  tuberculosis  or  other  diseases. 

The  fact  that  active  pulmonary  tuberculosis  in 

NUMBER  OF  TUBERCULOSIS  DEATHS 


BY  SEX  AND  AGE  GROUP 
KANSAS,  1954 


Figure  5.  Tuberculosis  mortality  in  Kansas  for  1954 
by  age  distribution  and  sex. 


older  individuals  often  runs  a chronic  and  frequently 
asymptomatic  course  has  led  to  the  statement  that  the 
disease  at  this  age  is  a more  benign  affair.  The  high 
mortality  rate  in  patients  over  40,  demonstrated  in 
Figure  5,  shows  that  this  concept  is  erroneous.  The 
studies  of  Medlar  would  tend  to  further  refute  this 
idea.  In  a painstaking  study  of  the  pathology  of  this 
disease  spread  over  many  years,  he  was  often  struck 
by  the  similarity  of  the  picture  of  tuberculous  infec- 
tion in  persons  in  the  seventh  decade  of  life  to  others 
in  the  third  decade  of  life.2 

In  other  studies  Rich,  among  others,  demonstrated 
that  miliary  tuberculosis,  a characteristic  of  the  body 
with  deficient  resistance,  tends  to  complicate  pulmo- 
nary tuberculosis  more  in  old  age  than  in  any  other 
period  of  adult  life.3  Thus  it  would  appear  that  in 
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older  people  what  is  frequently  taken  for  a more 
benign  form  of  disease  actually  represents  a failure 
of  the  host  to  respond  constitutionally  to  the  stimulus 
of  a progressive  and  fatal  infection.  This  is  not  so 
much  a function  of  the  tubercle  bacillus  as  it  is  of 
the  aging  host,  as  has  been  repeatedly  described  in 
other  illnesses.4  The  fever  and  abdominal  pain  of 
acute  peritonitis  are  often  masked  in  the  elderly  pa- 
tient, and  only  too  late  is  the  severity  of  the  abdomi- 
nal catastrophe  realized. 

It  has  been  suggested  that  the  increased  mortality 
rate  in  older  tuberculous  patients  is  due  to  a general, 
non-specific  depression  of  resistance  to  infection.5 
Among  other  contributing  factors,  the  loss  of  appe- 
tite and  teeth,  and  often  an  inadequate  nutritional 
intake,  have  been  emphasized.  The  unfavorable  ef- 
fects of  diabetes  on  resistance  to  tuberculosis  are 
well  known  and  are  enhanced  by  the  increased  preva- 
lence of  this  metabolic  disturbance  in  old  age. 

Other  diseases  often  accompanying  the  aging  proc- 
ess, such  as  hypertension,  arteriosclerosis,  or  malig- 
nancy, may  add  to  the  difficulty  of  controlling  tuber- 
culosis in  an  individual  with  resistance  to  the  infec- 
tion already  diminished.  It  is  frequently  impossible 
to  bring  tuberculous  disease  in  these  individuals  to 
the  inactive  state,  and  we  may  have  to  be  content  with 
a compromise.  The  patient  approaching  the  end  of 
an  active  and  full  life  is  sometimes  reluctant  to  sub- 
mit to  a plan  of  treatment  that  is  often  more  appro- 
priate for  the  younger  individual.  He  frequently 
doesn’t  do  well  in  what  to  him  seems  the  cold  and 
impersonal  world  of  the  hospital  or  sanatorium  and 
often  seems  to  respond  better  to  a program  of  ther- 
apy at  home  among  familiar  faces  and  surroundings. 
This  can  only  be  achieved  where  the  home  situation 
is  a favorable  one  and  precludes  the  infection  of 
others. 

It  is  well  to  emphasize  that  the  aged  uncle  or 
grandfather  with  "chronic  bronchitis’’  has  all  too 
frequently  been  found  to  be  the  main  source  of 
household  infection  to  children.  Any  persistent,  un- 
explained cough  in  this  age  group  must  be  carefully 
investigated,  particularly  if  children  are  in  the  home. 

Thus,  the  aged  tuberculous  patient  today  often 
represents  a challenge  to  our  more  successful  modal 
ities  of  therapy.  All  too  frequently  we  are  unable  to 
use  our  surgical  weapons,  and  we  must  fall  back  on 
antimicrobial  therapy  that  has  been  robbed  of  its 
total  effectiveness  by  the  prior  development  of  bac- 
terial resistance.  It  is  frequently  more  humane  in 
these  circumstances  to  gracefully  acknowledge  defeat 
and  to  expend  our  major  efforts  at  breaking  the  chain 
of  infection,  giving  symptomatic  relief  to  the  patient 
and  a close  scrutiny  for  latent  infection  to  his  family. 

Turning  from  the  problem  of  pulmonary  tubercu- 


losis to  a consideration  of  other  infections  of  the 
bronchopulmonary  system,  we  find  a rising  tide  of 
severe  pulmonary  disability  in  the  older  age  group 
with  its  genesis  in  chronic  bronchial  infection,  the 
familiar  chronic  bronchitis.  There  is  reason  to  believe 
that  increasing  atmospheric  pollution  in  certain  com- 
munities, the  growing  industrialization  of  our  so- 
ciety, and  the  phenomenal  growth  of  the  smoking 
habit  are  all  contributing  to  the  growing  problem  of 
chronic  bronchitis  in  the  elderly  male  in  this  country. 
This  has  perhaps  been  more  recently  dramatized  by 
the  conquest  of  more  specific  inflammatory  diseases 
of  the  lungs,  such  as  pneumococcal  lobar  pneumonia 
by  newer  therapeutic  agents,  leaving  bronchitis  for 
once  exposed  in  its  true  severity. 

Some  idea  of  the  problem  of  bronchial  infection 
in  Great  Britain  can  be  obtained  by  reviewing  Na- 
tional Health  Service  statistics.  In  1950  there  were 
30,000  deaths  from  bronchitis  to  the  20,000  reported 
from  pneumonia.  In  that  year,  16,500,000  working 
days  were  lost  among  the  insured  population  from 
bronchitis.6  This  represents  a staggering  problem  in 
the  field  of  pulmonary  disease  in  the  British  Isles,  and 
there  is  great  concern  that  this  country  may  be  head- 
ing down  the  same  path. 

The  pulmonary  emphysema  which  frequently  ac- 
companies bronchitis  typically  attacks  the  adult  male 
wage  earner  and  tends  to  be  progressive  in  its  course. 
In  the  United  Kingdom  it  is  reported  to  be  five  times 
more  common  in  urban  than  in  rural  communities, 
most  frequently  attacking  the  laboring  man.  There 
is  reason  to  believe  that  bronchitis  can  be  reversed 
if  detected  in  time  and  treated  energetically.  But  by 
the  time  symptoms  of  emphysema  have  appeared,  it 
is  most  difficult  to  arrest  the  process  permanently 
by  any  method  of  therapy  known  today.  The  usual 
result  is  a slow  but  steady  evolution  to  the  state  of  a 
pulmonary  or  cardiac  cripple. 

The  profound  physiological  disturbances  of  em- 
physema on  lung  volumes,  ventilation,  distribution 
of  inspired  air,  respiratory  gas  exchange,  and  vascu- 
lar components  of  the  lung  materially  add  to  the 
risk  of  intercurrent  pulmonary  infection  in  the  older 
patient.  The  hazards  from  biochemical  imbalance 
secondary  to  relatively  mild  infections  in  these  pa- 
tients have  been  carefully  and  fully  described  by 
many  authors.7-  8 This  combination  of  respiratory  aci- 
dosis and  cor  pulmonale  greatly  adds  to  the  difficulty 
of  treating  many  elderly  males  today  and  is  often 
the  limiting  factor  in  obtaining  proper  surgical  treat- 
ment of  pulmonary  tuberculosis  or  bronchogenic 
tumors. 

The  marked  increase  in  incidence  of  primary  lung 
cancer  in  the  past  50  years  continues  to  alarm  students 
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of  the  disease.  This  rising  curve  of  pulmonary  cancer 
mortality  is  in  marked  contrast  to  the  steadily  declin- 
ing death  rate  from  tuberculosis;  it  points  to  one  of 
the  most  challenging  problems  today  in  the  field  of 
preventive  medicine  and  early  diagnosis. 

That  efforts  in  treating  this  disease  have  been 
totally  inadequate  so  far  is  demonstrated  by  the  low 
rate  of  five-year  survivals  reported  from  major  tho- 
racic clinics.  It  is  a fairly  common  experience  of 
those  treating  this  group  of  patients  to  have  to  com- 
promise on  indicated  radical  resection  in  the  elderly 
male,  to  prevent  him  from  dying  of  pulmonary  in- 
sufficiency. If  there  is  any  place  for  palliative  resec- 
tion in  treating  bronchogenic  carcinoma,  it  would 
appear  to  be  in  this  age  group. 

The  problem  of  pulmonary  disease  in  our  aging 
population  has  been  expanded  and  also  complicated 
by  the  more  recent  recognition  of  the  role  of  fungi 
in  causing  disease  of  the  respiratory  system.  In  the 
middle  western  area  of  this  country  it  has  explained 
the  paradox  of  pulmonary  calcifications  in  tuberculin 
negative  healthy  people  encountered  every  day  in  the 
practice  of  medicine.9  At  last  the  riddle  of  several  ex- 
plosive epidemics  of  pulmonary  disease  has  been 
solved,  and  much  has  been  learned  about  the  mode 
of  transmission  of  fungus  infection.10  More  recently, 
patients  with  cavitary,  chronic,  pulmonary  histoplas- 
mosis have  been  found  in  our  sanatoria  in  this  part 


Figure  6a.  (L.L.)  Admission  PA  roentgenogram. 
Hydropneumothorax  on  right  with  contracted  right 
upper  lobe. 


of  the  country  with  disease  masquerading  as  pulmo- 
nary tuberculosis.11 

It  now  appears  that  these  two  entities  are  indis- 
tinguishable by  chest  roentgenography,  and  a proper 
differentiation  can  be  made  only  by  cultural  tech- 
niques. All  of  this  newly  found  knowledge  has 
pointed  out  the  need  for  a more  meticulous  study  of 
the  elderly  patient  with  chronic  pulmonary  disease. 

CASE  REPORTS 

The  case  histories  of  two  patients  will  be  presented 
to  illustrate  some  of  the  points  raised  thus  far.  The 
first  patient  illustrates  many  of  the  problems  encoun- 
tered in  correct  diagnosis  and  therapy  of  an  elderly 
male  with  diminished  pulmonary  reserve. 

L.L.,  a 62-year-old  white  male,  was  admitted  to 
the  University  of  Kansas  Medical  Center  in  June 
1955,  for  evaluation  of  a pulmonary  problem.  He 
had  worked  for  many  years  in  the  soft-coal  mines  of 
southeastern  Kansas  and  had  noted  a chronic  mildly 
productive  "cigarette  cough,’’  with  wheezing,  for 
most  of  his  adult  life.  In  recent  years  he  had  further 
noticed  the  insidious  onset  and  progression  of  exer- 
tional dyspnea. 

Six  weeks  prior  to  admission  he  noted  the  rather 
sudden  onset  of  severe  right  chest  pain,  radiating 
into  the  back,  and  a marked  increase  in  dyspnea  with 
a bubbling  sensation  noted  in  the  right  chest  on 


Figure  6b.  (L.L.)  Admission  right  lateral  roentgeno- 
gram. Findings  similar  to  6a. 
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Figure  7.  (L.L. ) Frontal  planogram  through  mid- 
portion of  chest.  Demonstrates  dense  right  upper  lobe 
with  abscess  at  periphery  and  pneumothorax. 


bending  over.  At  this  time  he  was  raising  approxi- 
mately one  ounce  of  purulent,  non-foul  sputum  each 
day.  His  physician  noted  a right  pleural  effusion. 
Thoracentesis  was  performed  three  times,  and  each 
time  the  fluid  removed  was  yellow  and  clear.  In  all, 
several  liters  were  removed  in  a period  of  one  month 
prior  to  hospitalization.  During  this  time  the  patient 
received  many  different  antimicrobial  agents  but 
failed  to  improve. 

On  admission  he  looked  chronically  ill,  and  his 
chest  findings  were  those  of  a right  sided  hydropneu- 
mothorax with  pulmonary  insufficiency.  Chest  roent- 
genograms (Figures  6,  7,  8)  confirmed  this  and  also 
demonstrated  a dense,  contracted,  right  upper  lobe. 
Numerous  diagnostic  studies  were  carried  out.  Perti- 
nent findings  were:  chronic  bronchitis  on  endoscopy 
with  questionable  narrowing  of  right  upper  lobe 
orifice;  pleural  transudate  containing  8,000  red  cells 
and  300  white  cells,  the  majority  of  which  were 
lymphocytes;  cells  reported  as  malignant  recovered 
from  pleural  fluid  and  from  bronchial  fluid  aspirated 
from  the  right  upper  lobe;  reduction  of  maximal 
breathing  capacity  to  one-half  the  predicted  value; 
and,  finally,  a normal  electrocardiogram. 

A consulting  surgeon  felt  that  an  exploratory  tho- 
racotomy to  prove  the  diagnosis,  with  the  hope  of 
doing  a limited  palliative  resection  to  control  pulmo- 
nary suppuration,  was  in  order.  The  patient  and  his 


family  were  so  advised  and  they,  too,  requested 
surgical  exploration. 

At  surgery,  it  was  felt  that  bronchogenic  carcinoma 
was  arising  in  the  right  upper  lobe  with  involvement 
of  the  middle  lobe  and  extensive  inflammatory  thick- 
ening of  the  visceral  pleura.  Accordingly,  an  upper 
and  middle  lobectomy,  with  decortication  of  the 
lower  lobe,  was  carried  out.  Examination  of  the  re- 
sected lobes  of  the  lungs  disclosed  a squamous  cell 
carcinoma  arising  from  the  right  upper  lobe  bronchus 
with  multiple  areas  of  abscess  formation  distal  to  it. 
Figure  8 shows  a typical  high  power  section  of  the 
tumor. 

The  patient  had  a stormy  postoperative  course, 
with  retained  pulmonary  secretions  requiring  re- 
peated aspirations  through  a bronchoscope,  and  ulti- 
mately a tracheostomy,  to  maintain  an  adequate  air- 
way. During  this  time  he  developed  pulmonary 
edema  with  auricular  fibrillation.  This  was  success- 
fully treated  with  digitalis,  oxygen,  and  other  meas- 
ures. The  patient  gradually  improved  and  left  the 
hospital  three  weeks  after  resection. 

This  patient  illustrates  many  of  the  difficult  prob- 
lems encountered  in  treating  patients  in  this  age 
group.  In  addition  to  a malignant  tumor,  he  had 
crippling  chronic  bronchitis  and  pulmonary  emphy- 
sema. This  was  vigorously  treated  with  intermittent 
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Figure  8.  (L.L.)  High  power  section  of  tumor  show- 
ing typical  epidermoid  carcinoma,  arising  from  bron- 
chus. 
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positive  pressure  breathing  and  Isuprel®  three  times 
daily  preoperatively,  which  resulted  in  a gratifying 
diminution  in  cough,  sputum  production,  and  pul- 
monary rales  and  wheezing. 

Pulmonary  function  studies  following  this  pro- 
gram demonstrated  a reduction  in  airflow  obstruction 
and  an  overall  increase  in  total  lung  function.  Sur- 
gery was  deliberately  postponed  in  this  case  until  it 
was  felt  the  patient  was  in  optimal  condition.  Fol- 
lowing operation,  in  spite  of  close  attention  to  oxy- 
gen concentration  and  humidity,  to  ventilation  both 
spontaneous  and  mechanical  with  a pressure  breath- 
ing unit,  and  to  the  maintenance  of  an  adequate  air- 
way, the  patient  rapidly  went  into  pulmonary  and 
cardiac  failure  and  almost  died. 

We  have  learned,  from  experiences  such  as  this 
one,  that  early  tracheostomy  is  almost  mandatory  in 
this  type  of  patient  and  that  it  should  usually  be 
done  before  the  patient  leaves  the  operating  room. 
Intermittent  positive  pressure  breathing  therapy  has 
been  of  great  assistance  in  this  type  of  patient,  both 
in  preparation  for  surgery  and  in  providing  adequate 
ventilation  and  bronchial  drainage  in  the  critical 
postoperative  period.  The  recent  development  of 
properly  fitting  plastic  adaptors,  connecting  pressure 
breathing  units  with  tracheostomy  tubes,  has  greatly 
facilitated  proper  ventilation  of  the  postoperative  pa- 
tient with  a tracheostomy.  This  has  hastened  re-ex- 
pansion of  lung  on  the  operative  side  and  prevented 
development  of  pleural  space  complications. 

The  emphysematous  patient  with  a low,  immobile 
diaphragm  will  often  show  a slight  but  gratifying 
increase  in  ventilation  during  this  critical  period 
from  pneumoperitoneum.  This  reversible  procedure 
is  even  more  effective  in  enabling  this  type  of  pa- 
tient to  cough  and  cleanse  the  base  of  his  lungs  in  a 
more  effective  fashion.  Pneumoperitoneum  has  been 
found  to  be  of  further  value  in  reducing  the  residual 
pleural  space  following  resection  and  aiding  in  its 
early  obliteration.12 

Pneumoperitoneum,  if  used  for  this  purpose, 
should  be  initiated  while  the  patient  is  in  the  operat- 
ing room.  The  volume  of  air  used  does  not  have  to 
be  as  large  as  for  the  tuberculous  patient.  It  generally 
:an  be  discontinued  in  a few  weeks,  unless  the  pa- 
tient’s comfort  suggests  that  it  be  continued  for  a 
longer  period  of  time.  It  is  in  the  pre-operative  man- 
agement and  postoperative  care  of  these  patients  with 
borderline  cardiac  and  pulmonary  reserve  that  close 
cooperation  between  the  surgeon  and  internist  is  of 
greatest  importance. 

The  problem  of  establishing  the  correct  diagnosis 
in  the  elderly  patient  with  pulmonary  disease  may 
often  be  a difficult  one.  Frequently  other  disabling 
illnesses,  such  as  arthritis,  cardiovascular  disease,  or 


senility,  limit  the  scope  of  our  diagnostic  efforts.  In 
addition,  the  elderly  patient  is  often  unable  to  recall 
accurately  specific  details  of  earlier  illnesses,  which 
might  be  of  great  help  in  putting  one  on  the  right 
track.  The  increasing  pattern  of  travel  in  all  of  our 
citizens  both  young  and  old  has  caused  us  to  change 
some  of  our  ideas  about  disease  entities  formerly 
thought  of  as  problems  of  other  areas  and  countries. 
This  gradual  decline  in  regional  "diagnostic  isola- 
tionism” has  had  the  happy  effect  of  sharpening  our 
wits  in  the  recognition  of  many  new  and  fascinating 
problems  right  in  our  own  back  yard.  The  following 
patient's  story  demonstrates  the  need  for  a detailed 
analysis  of  the  individual  problem.  It  is  being  re- 
ported elsewhere  in  greater  detail. 

W.G.,  a 60-year-old  white  male,  was  admitted  to 
the  University  of  Kansas  Medical  Center  in  Decem- 
ber 1954  for  evaluation  of  a pulmonary  problem. 
His  history  disclosed  that  he  had  lived  in  California, 
in  an  area  endemic  for  Coccidioides  immitis,  some  30 
years  before.  He  had  also  worked  for  a number  of 
years  on  a hard  rock  drilling  crew  in  the  mountains 
of  California,  where  he  was  heavily  exposed  to  silica 
dust.  From  that  time  on  he  had  had  ''spots  on  his 
lungs”  demonstrated  by  chest  roentgenograms  at 
frequent  intervals,  but  he  felt  well. 

Since  then  he  had  lived  in  many  sections  of  the 
United  States,  and  in  Missouri  for  the  preceding  five 
years.  In  April  of  1954  he  was  hospitalized  at  the 


Figure  9.  (W.  G. ) Admission  PA  chest  roentgeno- 
gram. Demonstrates  widespread  fibrocalcific  nodules 
with  radiolucent  area  in  right  upper  lobe. 
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Missouri  State  Tuberculosis  Sanatorium  because  it 
was  strongly  suspected  that  he  had  active  pulmonary 
tuberculosis.  Work  up  at  that  time  disclosed  a chest 
roentgenogram  similar  to  that  seen  in  Figure  9,  with 
a negative  tuberculin  and  a positive  histoplasmin 
skin  test.  Six  sputum  smears  and  cultures  failed  to 
demonstrate  tubercle  bacilli.  He  was  discharged  and 
told  he  did  not  have  active  pulmonary  tuberculosis. 

Our  findings  eight  months  later  confirmed  the 
negative  tuberculin,  but  the  patient  was  found  to 
have  a positive  coccidioidin  in  addition  to  the  posi- 
tive histoplasmin  skin  test.  Histoplasma  complement 
fixation  test  was  negative,  but  coccidioidal  comple- 
ment fixation  test  was  positive  in  1:8  dilution.  Lam- 
inograms  in  the  frontal  plane  disclosed  a thick  walled, 
2-centimeter  cavity  in  the  right  upper  lobe  (Figure 
10). 

Multiple  diagnostic  studies  were  carried  out  at 
this  hospital,  including  a lung  biopsy.  The  micro- 
scopic section  shown  in  Figure  11  failed  to  reveal 
silica,  fungi,  or  mycobacteria  on  prolonged  searching 
utilizing  appropriate  staining  technics.  The  nodules 
were  composed  of  dense  masses  of  collagen  with  sur- 
rounding fibroblasts  and  little  cellular  reaction.  No 
etiologic  agent,  bacterial  or  fungus,  could  be  recov- 
ered from  these  nodules  by  multiple  cultural  tech- 
niques or  animal  inoculation.  Shortly  after  the  pa- 
tient was  discharged,  repeated  sputum  studies  dis- 


Figure  11.  (W.G. ) Lung  biopsy.  High  power  section 
of  typical  fibrocalcific  nodule.  Note  dense  central  fibro- 
sis with  circular  arrangement  of  fibroblasts  about 
periphery. 


Figure  10.  (W.G.)  Frontal  planogram  through  pos- 
terior portion  of  right  upper  lobe.  Note  thick  walled 
cavity. 


Figure  12.  (W.G.)  Section  from  mouse  liver  follow- 
ing inoculation  with  patient’s  sputum.  Note  inflamma- 
tory reaction. 
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closed  characteristic  spherules  of  Coccidioides  im- 
mitis  on  direct  smear.  Mouse  inoculation  of  sputum 
produced  the  characteristic  lesions  of  endosporulating 
spherules,  one  of  which  is  shown  in  Figure  12. 

This,  then,  is  an  elderly  male  patient,  once  sus- 
pected of  having  active  pulmonary  tuberculosis,  who 
has  chronic  cavitary  pulmonary  coccidioidomycosis. 
He  is  discharging  fungi  in  his  sputum  from  the  cav- 
ity in  his  lung  into  the  soil  of  Missouri,  which  is 
already  teeming  with  histoplasma.  In  addition  he  has 
a disseminated,  but  healed,  pulmonary  infection,  the 
exact  cause  of  which  will  probably  never  be  known. 
He  responds  to  histoplasmin  but  has  a serologic  titer 
suggesting  continued  coccidioidal  infection.  At  pres- 
ent the  patient  is  home,  in  charge  of  a tourist  camp, 
and  considers  himself  well. 

The  complex  problem  of  mixed  infections  in  this 
patient  clearly  points  out  the  need  for  a meticulous 
study  of  the  many  interesting  and  unusual  pulmonary 
problems  we  will  encounter  in  our  aging  population. 

University  of  Kansas  Medical  Center 
Kansas  City  3,  Kansas 
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Diverticulum  of  Duodenum 

An  Instance  in  Which  a Diverticulum  Produces  Intestinal  Obstruction 


E.  15.  STRUXNESS,  M.D.,  Hutchinson 

Since  Case1  in  1913  first  demonstrated  duodenal 
diverticula  in  the  living  by  fluoroscopy,  conclusions 
as  to  their  incidence,  etiology,  and  symptomatology 
have  accumulated  in  the  literature. 

The  reported  incidence  varies  from  below  1 per 
cent  to  22  per  cent,  depending  on  variations  in  the 
technique  of  demonstration  and  whether  or  not  the 
examinations  are  done  radiologically  or  at  post-mor- 
tem. 

Although  the  etiology  is  not  certainly  established, 
most  observers  feel,  since  this  is  largely  a disease 
of  the  later  decades  of  life  and  since  most  diverticula 
originate  from  the  mesenteric  border,  that  they  are 
the  result  of  mechanisms  similar  in  all  pulsion-type 
diverticula. 

There  is  no  symptom  complex  characteristic  enough 
to  make  possible  a clinical  diagnosis.  Symptoms,  when 
present,  are  a function  of  the  size  and  location  of 
the  diverticulum.  Spriggs  and  Marxer10  reported 
symptoms  in  47  per  cent  of  their  series,  for  the  most 


part  resembling  vaguely  those  of  duodenal  ulcer. 
Greenler  and  Curtis5  conclude  from  their  survey  of 
reported  cases  that  symptoms  are  protean  enough  to 
follow  gastric,  duodenal,  pancreatic,  biliary,  intes- 
tinal, or  colonic  patterns.  Mahorner7  states  that 
probably  98  per  cent  of  duodenal  diverticula  do  not 
cause  symptoms,  but,  of  those  that  do,  pain  is  by  far 
the  most  common  complaint.  Nausea,  emesis,  weight 
loss,  diarrhea,  jaundice,  pancreatitis,  peritonitis  from 


Duodenal  diverticula  usually  present 
no  symptoms  of  diagnostic  character.  In 
selected  patients  diagnosis  is  possible 
prior  to  surgery  by  x-ray  examination. 
Tlie  patient  discussed  here  suffered 
small  bowel  obstruction  following  extru- 
sion of  an  inspissated  mass  of  intestinal 
contents  formed  in  a duodenal  divertic- 
ulum. 
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perforation,  hemorrhage,  and  even  malignant  change 
have  been  reported. 

Mortons  in  1940  and  Patterson  and  Bramberg9  in 
1951  reported  a total  of  84  cases  of  duodenal  diver- 
ticula that  have  been  operated  upon  because  of  sever- 
ity of  symptoms  and  complications.  Patterson  and 
Bramberg9  concluded  that  the  surgical  approach  to 
the  problem  was  more  advantageous  than  com- 
placency under  the  guise  of  "clinically  asympto- 
matic.” Cattell  and  Mudge3  advocate  a conservative 
attitude,  but  they  also  point  out  that  diverticula  may 
be  a source  of  serious  disability.  There  is  unanimity 
of  opinion  that,  of  the  symptomatic  diverticula,  those 
of  peri-vaterian  location  can  be  most  serious  prob- 
lems, the  surgical  solution  of  which  is  not  entirely 
satisfactory. 

CASE  REPORT 

The  following  case  report  illustrates  an  unusual 
additional  complication  which  can  occur  as  the  result 
of  a large  duodenal  diverticulum. 

Mrs.  R.  R.,  a white  female  aged  74,  stated  that 
on  the  evening  of  February  14,  1956,  she  suddenly 
developed  severe,  generalized,  colicky,  abdominal 
pains.  Shortly  thereafter  she  became  nauseated  and 
vomited.  Pain,  nausea,  and  emesis  were  progressive 
in  intensity  until  she  was  first  seen  at  nine  o’clock 
that  evening. 

In  reporting  her  past  history  she  mentioned  com- 
plaints of  mild  distress  after  meals  with  excess  gas 
and  belching  and  a relatively  poor  appetite. 

Examination  revealed  an  acutely  ill,  elderly  female, 
writhing  in  pain.  The  abdomen  was  board-like.  Ten- 
derness and  rebound  tenderness  were  generalized 
with  a suggestion  of  increased  tenderness  in  the  peri- 
umbilical area.  Examination  of  heart  and  lungs 
revealed  nothing  abnormal,  and  pelvic  examination 


Spot  film  of  the  duodenum  illustrating  the  large 
mushroom  shaped  diverticulum. 


was  not  remarkable  except  for  the  fact  that  motion 
of  the  uterus  elicited  pain.  A scout  film  of  the  abdo- 
men revealed  nothing  characteristic  of  intestinal  ob- 
struction. Urine  and  blood  examinations  were  within 
normal  limits.  Opiates  given  on  admission  to  the 
hospital  served  only  to  quiet  the  patient  partially, 
without  in  any  way  halting  the  progression  of  symp- 
toms. 

Exploratory  laparotomy  was  carried  out.  The  sali- 
ent findings  were  present  in  the  small  intestine.  At 
a point  35  inches  from  the  ligament  of  Treitz  there 
was  found  a mass  firmly  impacted  in  the  lumen  of 
the  bowel.  The  bowel  proximal  to  this  intraluminal 
obstruction  was  dilated,  edematous,  and  hemorrhagic, 
while  the  distal  bowel  was  normal  in  appearance. 
Resection  of  the  impacted  segment  was  carried  out, 
utilizing  an  end  to  end  anastomosis. 

Examination  of  the  specimen  revealed  that  the 
impacting  mass  was  made  up  of  inspissated  bowel 
contents  which  measured  5 x 4 x 3J4  centimeters. 
The  bowel  wall  in  the  immediate  vicinity  was  begin- 
ning to  undergo  localized  gangrenous  change. 

The  patient  had  an  uneventful  postoperative  course, 
and,  as  soon  as  it  was  feasible,  she  was  subjected  to 
a gastrointestinal  series  of  x-rays  in  an  effort  to  local- 
ize the  source  of  the  obstructing  mass.  The  accom- 
panying illustration  demonstrates  a mushroom  shaped 
duodenal  diverticulum  of  a size  compatible  with  the 
specimen. 

In  reconstructing  the  events  of  this  patient’s  his- 
tory, I believe  that  this  represents  a case  of  intra- 
luminal jejunal  obstruction  by  the  inspissated  con- 
tents of  a large  duodenal  diverticulum,  which  had 
been  extruded  into  the  duodenum  and  forcefully 
propelled  as  far  as  bowel  diameter  would  permit. 

Suburban  Clinic 
2415  North  Main 
Hutchinson,  Kansas 
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Erythroplasia  of  Queyrat 

An  Unusual  Instance  in  a Negro  Patient  Involving  the 
Penis  and  Progressing  to  Invasive  Carcinoma 

D.  CRAMER  REED,  M.D.,  Wichita 


Because  erythroplasia  of  Queyrat  is  usually  local- 
ized to  the  penis,  most  attention  has  been  paid  to  it 
in  urologic  and  dermatologic  literature.  Since  the 
lesion  is  frequently  first  encountered  by  the  family 
physician,  he  should  be  acquainted  with  the  clinical 
aspects  of  this  disease,  especially  with  its  malignant 
potentialities. 

Erythroplasia  was  originally  described  in  1893  by 
Fournier  and  Darier1  and  popularized  by  Queyrat2 
in  1911.  It  has  been  considered  relatively  rare,  but 
the  fact  that  the  26 1st  and  262nd  cases  were  reported 
respectively  by  Merricks  and  Cottrell3  and  by  Fried- 
man4 in  1953  suggests  that  the  disease  is  more  pre- 
valent than  was  formerly  thought  or  that  it  has 
recently  been  given  greater  notice  because  of  more 
accurate  diagnosis.  That  both  these  assumptions  may 
be  correct  is  attested  to  by  the  fact  that  during  the 
15  years  after  Sulzberger  and  Satenstein5  reported 
the  first  case  in  the  United  States  in  1933,  approxi- 
mately 60  additional  cases  have  been  described.  Most 
of  these  reports  are  to  be  found  in  the  proceedings 
of  various  American  dermatological  societies  where 
the  cases  were  presented  as  diagnostic  or  therapeutic 
problems.  Since  1948  approximately  25  additional 
cases  of  erythroplasia  have  been  described. 

This  disease  is  apparently  rare  in  Negroes  inas- 
much as  a review  of  the  literature  has  revealed  only 
three  cases,6’7  none  of  which  progressed  into  invasive 
carcinoma.  Smith  and  Hughes7  stressed  that  while 
precancerous  dermatoses  are  relatively  uncommon 
among  Negroes,  erythroplasia  should  be  considered 
in  the  differential  diagnosis  of  eczematoid  lesions  of 
the  glans  penis  in  this  race.  This  is  important  because 
erythroplasia  may  develop  into  frankly  invasive  carci- 
noma as  exemplified  in  the  following  case  report. 

CASE  REPORT 

F.  M.,  a 56-year-old  Negro,  was  first  seen  on 
February  10,  1949,  in  the  Accident  Ward  of  the 
Graduate  Hospital  of  the  University  of  Pennsylvania 
because  of  his  inability  to  void.  The  patient  had  been 
treated  for  20  years  with  intermittent  urethral  dila- 
tions for  stricture.  His  past  history  was  pertinent  in 
that  he  had  gonorrhea  initially  at  age  21  with  at  least 
five  subsequent  reinfections.  In  1939  he  received 
"arm  and  hip’’  shots  for  positive  serologic  reactions. 


He  also  had  been  treated  for  lymphogranuloma  ven- 
ereum. 

Examination  on  admission  revealed  a red  plaque 
on  the  glans  penis  approximately  2.5  cm.  in  diameter. 
The  plaque  was  firm,  indurated,  shiny,  velvety,  and 
erythematous,  involving  part  of  the  external  meatus 
and  frenulum.  There  was  left  inguinal,  non-tender 
lymphadenopathy.  Scarring  was  noted  over  both  in- 
guinal regions,  the  sites  of  previous  buboes.  A physi- 
cian had  recently  advised  no  treatment  for  the  lesion 
on  the  glans  penis. 


Erythroplasia  of  Queyrat  is  an  un- 
common and  poorly  understood  disease 
which  is  being  recognized  more  often. 
The  case  presented  is  especially  unusual 
in  that  it  occurred  in  a Negro.  Treat- 
ment should  he  definitive  because  of  the 
precancerous  nature  of  the  disease.  The 
sequelae  of  improper  treatment  are 
clearly  presented. 


A biopsy  specimen  of  skin  taken  from  the  lesion 
on  the  glans  revealed  a thin  parakeratotic  layer, 
acanthosis  of  the  rete  with  broadening  and  rounding 
of  the  pegs.  Within  the  rete  there  were  several  ana- 
plastic areas  showing  variability  of  epithelial  cell 
size,  Bowenoid  type  cells,  and  individual  cell  keratini- 
zation.  There  were  many  abnormal  mitoses.  Intra- 
epidermal  edema,  hydropic  degeneration  of  the  basal 
cells,  and  a few  polymorphonuclear  cells  were  noted 
(Figure  1).  This  was  interpreted  by  Dr.  Howard 
Beerman,  professor  of  dermatology,  Graduate  School 
of  Medicine,  University  of  Pennsylvania,  as  Bowen’s 
disease,  intraepidermal  cancer. 

The  patient  was  presented  at  the  Philadelphia 
Dermatology  Society  meeting  in  April,  1949,  and  the 
diagnosis  of  erythroplasia  of  Queyrat  received  unani- 
mous concurrence. 

Surgical  excision  was  advised  but  was  refused  by 
the  patient  who  was  also  attending  cardiac  clinic  be- 
cause of  hypertensive  cardiovascular  disease.  A course 
of  neoarsphenamine  soaks  was  instituted  as  recom- 
mended by  Sachs  and  Sachs.8  This  form  of  treatment 
was  continued  for  41  weeks  at  the  patient's  insistence, 
in  spite  of  a slow  progression  in  the  size  of  the  lesion. 
In  August  1950,  podophyllin  in  tincture  of  benzoin 
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Figure  1 


was  applied  to  one-half  of  the  lesion  three  times 
weekly.  The  treated  side  showed  improvement  as 
manifested  by  the  development  of  a smoother  appear- 
ance. However,  when  the  entire  lesion  was  painted 
with  podophyllin  an  inflammatory  reaction  appeared, 
necessitating  termination  of  treatment. 

Subsequently  the  patient  absented  himself  from  the 
university  clinics  for  approximately  two  and  a half 
years.  Then  he  was  again  seen  and  subsequently  ad- 
mitted to  the  Graduate  Hospital  in  January  1953  for 
circumcision  because  of  severe  phimosis  and  con- 
tracture of  the  redundant  penile  prepuce.  At  that  time 
the  erythroplasia  had  progressed,  involving  the  entire 
glans  and  a portion  of  the  corona.  Amputation  of  the 
penis  was  recommended  but  was  again  refused  by 
the  patient. 

Biopsy  examination  of  tissue  removed  from  the 
lesion  at  time  of  circumcision  was  reported  as  intra- 
epidermal  carcinoma.  The  specimen  showed  abrupt 
transition  from  normal,  deeply  pigmented  squamous 
epithelium  to  a less  pigmented,  intensely  hyperplastic, 
densely  cellular  epidermis.  There  was  also  loss  of 
differentiation  and  marked  mitotic  activity.  Chronic 
inflammatory  infiltration  of  the  subjacent  tissue  was 
noted,  but  there  was  no  evidence  of  malignant  in- 
vasion. 

In  December  of  1953  there  was  no  significant 
clinical  change,  and  the  patient  was  induced  to  have 
a simple  penile  amputation  performed  2.5  cm.  proxi- 
mal to  the  lesion.  Lymph  node  dissection  was  not 
performed  because  of  the  patient’s  poor  cardiac  status. 
Postoperative  recovery  was  uneventful. 

Histopathologic  examination  of  the  resected  speci- 
men revealed  an  infiltrating  squamous  cell  carcinoma 
(Figure  2).  The  sections  showed  anaplasia,  and  in 


some  areas  the  epithelium  was  characterized  by  ex- 
treme pleomorphism,  poorly  defined  cell  boundaries, 
and  large  hyperchromatic  nuclei  exhibiting  frequent 
atypical  mitosis.  The  epithelium  contiguous  to  areas 
of  frank  invasion  showed  increased  cellularity  and 
crowding  of  deeply  stained  nuclei.  The  superficial 
stroma  was  the  site  of  an  infiltration  of  numerous 
lymphocytes  and  plasma  cells. 

When  the  patient  was  last  examined  in  May  1955, 
he  presented  no  evidence  of  recurrence.  The  previ- 
ously noted  bilateral  inguinal  lymphadenopathy  was 
greatly  reduced,  and  the  patient  was  symptom  free 
except  for  his  chronic  dyspnea  and  posterior  urethral 
stricture. 

COMMENT 

The  cause  of  erythroplasia  of  Queyrat  is  unknown. 
The  postulate  that  it  is  associated  with  syphilis  is 
lacking  in  clinical  proof  and  is  no  longer  widely 
ascribed  to  in  this  country.  There  has  been  consider- 
able disagreement  concerning  the  malignant  poten- 
tialities of  this  disease.  Whether  erythroplasia  should 
be  characterized  as  a precancerosis,  a Bowenoid  le- 
sion, or  by  any  other  descriptive  term  indicative  of 
cancer  appears  academic  since  there  is  still  much 
controversy  relative  to  the  actual  pathogenesis  of 
malignancy;  the  consensus  today  favors  the  belief 
that  Queyrat’s  erythroplasia  is  a premalignant  lesion 
and  therapy  should  be  applied  accordingly.0 

McCrea,10  LaRocco,11  Rosen,12  and  others  have 
described  the  difficulties  encountered  in  making  an 
accurate  diagnosis  of  erythroplasia  in  each  case  with- 
out the  aid  of  biopsy  examination.  The  dermatoses 
with  which  erythroplasia  is  most  frequently  confused 
are:  psoriasis,  lichen  planus,  syphilis  (primary  and 
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secondary),  granuloma  inguinale,  contact  dermatitis, 
seborrheic  dermatitis,  dermatitis  medicimentosa,  dia- 
betic dermatitis,  recurrent  herpes,  and  squamous  cell 
carcinoma.  Less  frequently  encountered  conditions 
such  as  sarcoid,  lupus  erythematosis,  and  tuberculosis 
of  the  skin  must  also  be  differentiated.  This  case 
points  out  the  necessity  for  performing  a biopsy  on 
all  lesions  that  clinically  appear  to  be  erythroplasia, 
and  the  necessity  for  cooperation  between  clinician 
and  pathologist  to  assure  procurement  of  biopsy  ma- 
terial from  the  optimum  site  and  performance  of 
serial  sections  if  indicated. 

Although  the  glans  penis  is  most  often  affected 
by  erythroplasia  of  Queyrat,  the  disease  is  by  no 
means  limited  to  the  genitalia.  It  has  been  reported 
in  the  perianal  region,  on  the  buccal  mucosa,  the 
tonsils,  the  tongue,  the  cheeks,  and  the  thighs.  This 
dermatosis  is  infrequently  diagnosed  in  women,  in- 
volving the  vulva  and  cervix.13 

Contrary  to  the  treatment  recommended  in  earlier 
literature,  there  now  seems  to  be  little  excuse  for 
the  employment  of  topical  applications  or  measures 
designed  to  accomplish  less  than  complete  destruction 
of  the  lesion.  The  literature  is  replete  with  references 
to  the  consistent  failure  of  external  roentgen  therapy, 
interstitial  irradiation,  sodium  arsenate,  and  bland 
protective  ointments. 

Except  for  the  patient’s  refusal  to  permit  any  type 
of  surgical  procedure,  there  is  admittedly  no  justifica- 
tion for  continuing  local  applications  for  41  weeks  in 
our  case.  Electrocoagulation  and  electrodesiccation 
have  been  successfully  employed  in  the  destruction 
of  early  lesions,  but  it  is  preferable  to  employ  these 
methods  in  elderly  individuals  since  they  usually 
result  in  considerable  deformity  and  loss  of  sensation. 
Local  excision,  even  with  involvement  of  the  glans 
penis,  can  be  done  with  less  morbidity  and  disfigure- 
ment. In  advanced  or  recurrent  cases  where  the  lesion 
cannot  be  completely  excised  locally,  simple  or  radi- 
cal penile  amputation  is  mandatory,  depending  on  the 
proximal  extension  of  the  lesion.  There  are  those 
who  recommend  radical  inguinal  lymph  node  dis- 
section where  the  lesion  has  become  invasive. 


SUMMARY  AND  CONCLUSIONS 

A case  of  erythroplasia  of  Queyrat  followed  for 
six  years  in  a Negro,  progressing  into  infiltrating 
squamous  cell  carcinoma,  is  reported.  The  failure  of 
inadequate  local  treatment  to  eradicate  the  disease 
is  demonstrated.  Twenty-four  months  following  sim- 
ple penile  amputation  there  has  been  no  evidence  of 
recurrence. 

This  disease  has  been  neglected  and  apparently 
was  unrecognized  in  this  country  until  the  last  25 
years.  It  is  of  sufficient  importance  as  a precancerous 
lesion  to  warrant  publication  of  information  about 
new  cases  until  the  general  medical  profession  be- 
comes familiar  with  its  nature  and  appearance. 

425  North  Hillside 
Wichita,  Kansas 
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In  their  essence  there  can  be  no  conflict  between  science  and  religion.  Science  is  a 
reliable  method  of  finding  truth.  Religion  is  the  search  for  a satisfying  basis  for  life.  . . . 
Yet  a world  that  has  science  needs,  as  never  before,  the  inspiration  that  religion  has  to 
offer.  . . . Beyond  the  nature  taught  by  science  is  the  spirit  that  gives  meaning  to  life. 

- — Arthur  H.  Compton 
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No  introduction  could  add  to  the  beauty  of 
the  following  little  essay,  "What  Is  a Girl,” 
written  by  Alan  Beck.  It  is  on  the  way  to  be- 
coming a classic  in  American  literature. — 
O.R.C. 

Little  girls  are  the  nicest  things  that  happen 
to  people.  They  are  born  with  a little  bit  of 
angel-shine  about  them  and  though  it  wears 
thin  sometimes,  there  is  always  enough  left 
to  lasso  your  heart — even  when  they  are  sit- 
ting in  the  mud,  or  crying  temperamental 
tears,  or  parading  up  the  street  in  mother’s 
best  clothes. 

A little  girl  can  be  sweeter  (and  badder) 
oftener  than  anyone  else  in  the  world.  She 
can  jitter  around,  and  stomp,  and  make  fun- 
ny noises  that  frazzle  your  nerves,  yet  just 
when  you  open  your  mouth,  she  stands  there 
demure  with  that  special  look  in  her  eyes.  A 
girl  is  Innocence  playing  in  the  mud,  Beauty 
standing  on  its  head,  and  Motherhood  drag- 
ging a doll  by  the  foot. 

Girls  are  available  in  five  colors — black, 
white,  red,  yellow  or  brown,  yet  Mother  Na- 
ture always  manages  to  select  your  favorite 
color  when  you  place  your  order.  They  dis- 
prove the  law  of  supply  and  demand — there 
are  millions  of  little  girls,  but  each  is  as 
precious  as  rubies. 

God  borrows  from  many  creatures  to  make 
a little  girl.  He  uses  the  song  of  a bird,  the 
squeal  of  a pig,  the  stubbornness  of  a mule, 
the  antics  of  a monkey,  the  spryness  of  a 


grasshopper,  the  curiosity  of  a cat,  the  speed 
of  a gazelle,  the  slyness  of  a fox,  the  softness 
of  a kitten,  and  to  top  it  all  off,  He  adds  the 
mysterious  mind  of  a woman. 

A little  girl  likes  new  shoes,  party  dresses, 
small  animals,  first  grade,  noise  makers,  the 
girl  next  door,  dolls,  make-believe,  dancing 
lessons,  ice  cream,  kitchens,  coloring  books, 
make-up,  cans  of  water,  going  visiting,  tea 
parties,  and  one  boy.  She  doesn’t  care  so  much 
for  visitors,  boys  in  general,  large  dogs,  hand- 
me-downs,  straight  chairs,  vegetables,  snow 
suits,  or  staying  in  the  front  yard.  She  is 
loudest  when  you  are  thinking,  the  prettiest 
when  she  has  provoked  you,  the  busiest  at 
bedtime,  the  quietest  when  you  want  to  show 
her  off,  and  the  most  flirtatious  when  she  ab- 
solutely must  not  get  the  best  of  you  again. 

Who  else  can  cause  you  more  grief,  joy,  ir- 
ritation, satisfaction,  embarrassment  and  gen- 
uine delight  than  this  combination  of  Eve, 
Salome  and  Florence  Nightingale?  She  can 
muss  up  your  home,  your  hair  and  your  dig- 
nity— spend  your  money,  your  time  and  your 
temper — then  just  when  your  patience  is 
ready  to  crack,  her  sunshine  peaks  through 
and  you’ve  lost  again. 

Yes,  she  is  a nerve-racking  nuisance,  just 
a noisy  bundle  of  mischief.  But  when  your 
dreams  tumble  down  and  the  world  is  a mess 
— when  it  seems  you  are  pretty  much  of  a 
fool  after  all — she  can  make  you  a king  when 
she  climbs  on  your  knee  and  whispers,  "I  love 
you  best  of  all!” 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

The  new  health  care  program  for  dependents  of  servicemen  goes  into  effect 
on  December  8,  1956.  It  will  be  operated  nationally  by  the  Department  of  De- 
fense, but  there  are  several  things  the  Kansas  Medical  Society  must  do  long 
before  that  date  in  order  to  participate  in  this  federal  venture. 

Within  six  weeks  from  now  as  I write  this,  or  by  the  middle  of  September, 
we  must  designate  an  agent  and  submit  a fee  schedule  for  this  program.  The 
agent  may  be  our  state  society  or  perhaps  Kansas  Blue  Shield.  It  is  my  personal 
belief  that  the  Blue  Shield  office  could  more  readily  adapt  itself  to  this  extra 
work  than  could  our  central  office  where  additional  equipment  and  personnel 
would  be  needed. 

We  have  many  fee  schedules  to  choose  from  including  three  which  were 
approved  by  our  Fee  Schedule  Committee.  We  also  have  a Veterans  Administra- 
tion schedule,  a Workmen's  Compensation  schedule,  and  a Vocational  Re- 
habilitation schedule.  Any  one  or  parts  of  several  or  a totally  new  schedule  may 
be  submitted,  as  we  prefer. 

However,  we  have  just  six  weeks,  so  I propose  to  have  the  Fee  Schedule 
Committee  give  us  a single  recommended  schedule  for  this  program.  I will  then 
ask  the  Council  to  approve  it  and  immediately  thereafter  will  call  a special 
session  of  the  House  of  Delegates  for  adoption  of  the  Kansas  plan. 

You  should  know  this  is  a fee  for  service  program  federally  paid  for  some 
two  million  military  dependents  whose  family  income,  in  63  per  cent  of  cases, 
is  less  than  $3,300.  So  please  consider  what  we  should  do.  Talk  it  over  among 
your  colleagues  and  give  us  the  benefit  of  your  views.  I will  most  sincerely 
appreciate  your  advice. 

Fraternally, 


President 
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EDITORIAL  COMMENT 


Survey  of  Hospital  Facilities 

Are  there  enough  hospital  beds  in  Kansas?  Are 
the  hospitals  and  nursing  homes  well  located  in  the 
different  parts  of  the  state?  How  many  long-term 
patients  are  in  acute  hospital  beds  only  because 
there  are  no  other  satisfactory  places  in  which  they 
can  receive  care?  How  realistic  are  the  service  areas 
outlined  in  the  state  plan  for  hospital  and  nursing 
home  construction  ? If  we  build  more  hospitals  in 
rural  areas,  can  enough  nurses  and  other  trained  staff 
be  found  to  work  in  them? 

Physicians  have  not  been  alone  in  raising  these 
questions,  but  the  money  needed  for  a study  to  ob- 
tain the  answers  has  not  been  available  until  now. 
Recently,  however,  Community  Studies,  Inc.,  of  Kan- 
sas City,  Missouri,  a private,  nonprofit  research 
group,  has  received  a large  grant  to  conduct  such  a 
study  in  the  state  of  Kansas  and  in  a large  part  of 
Missouri.  Community  Studies  wants  the  advice  and 
assistance  of  practicing  physicians  in  planning  and 
carrying  out  this  study  and  has  asked  the  Kansas 
Medical  Society  about  obtaining  such  assistance. 

The  main  objective  of  the  study  is  to  determine 
the  needs  of  the  region  for  beds  in  general  hospitals 
and  chronic  disease  facilities,  including  nursing 
homes,  with  especial  attention  to  the  needs  of  the 
chronic  and  aged  sick. 

The  study  will  be  carried  out  in  four  stages,  and 
the  first  two  will  be  of  direct  interest  to  Kansas  physi- 
cians. In  the  first  stage,  a trained  interviewer  will 
visit  each  hospital  in  the  state  to  learn  the  character- 
istics of  the  patients  who  are  there  on  the  day  of  the 
visit.  Information  on  the  residence  of  the  patients 
will  show  how  far  they  travel  to  get  to  the  hospital 
and  will  help  in  defining  realistic  service  areas. 
Knowledge  about  the  type  of  room  which  the  patient 
is  using  will  show  whether  empty  beds  are  in  one- 
bed,  two-bed,  or  larger  rooms.  Information  will  also 
be  gathered  on  age,  sex,  admission  diagnosis  of  the 
patient,  and  on  whether  he  has  Blue  Cross  or  other 
hospital  insurance.  Since  the  study  is  especially  con- 
cerned with  chronic  or  long-term  illness,  the  inter- 
viewer will  ask  about  the  surgical,  laboratory,  or 
other  procedures  used  for  patients  who  have  been 
in  the  hospital  30  days  or  more.  In  addition,  data 
will  be  recorded  on  the  size  and  type  of  hospital  and 
the  services  available  there. 

Each  licensed  nursing  home  will  also  be  visited  by 
an  interviewer,  who  will  ask  about  the  patient’s  usual 
activities  (whether  he  is  bedfast,  can  walk,  can  leave 
the  grounds  by  himself,  etc.).  The  interviewer  will 


record  the  date  when  a physician  was  last  seen,  and 
whether  each  patient  has  a private  physician.  He  will 
also  ask  how  many  welfare  patients  are  in  the  home, 
the  type  of  staff  and  services  provided  by  the  home, 
and  its  monthly  charge. 

These  interviews  with  hospitals  and  nursing  homes 
will  be  carried  out  for  a 10-month  period  beginning 
in  August. 

A second  step  in  the  study  is  a household  survey 
which  will  begin  in  September.  In  this,  interviewers 
will  visit  a sample  of  4,000  households  in  rural  and 
urban  areas  in  Kansas  and  Missouri.  These  inter- 
viewers will  ask  how  many  of  the  people  in  the 
household  have  chronic  conditions,  what  kind  of 
conditions,  how  long  they  have  had  them,  and  how 
much  disability  has  been  caused.  They  will  also  ask 
how  many  of  these  people  have  been  hospitalized 
during  the  past  12  months  and  whether  they  had 
hospital  insurance. 

The  household  interviews  are  expected  to  take 
four  or  five  months.  Through  these  surveys  of  people 
in  institutions  and  at  home,  they  hope  to  find,  for 
example,  how  many  chronic  and  aged  sick  need  nurs- 
ing care. 

A third  step  in  the  study  will  be  carried  out  in 
Kansas  City,  Missouri.  In  this,  interviewers  will  visit 
a sample  of  about  300  people  found  in  the  survey  to 
have  chronic  disease  for  a 12-month  period  begin- 
ning in  September  to  see  what  services  they  use  dur- 
ing this  period. 

These  three  steps  in  the  study  will  be  completed 
in  the  first  year.  During  the  second  year  the  data 
gathered  will  be  analyzed  and  reports  will  be  issued. 
While  this  work  is  going  on,  the  medical  director  of 
the  study  will  explore  with  a few  hospitals,  chronic 
disease  units,  and  nursing  homes  which  volunteer  to 
cooperate  whether  there  are  practical  and  effective 
methods  to  move  the  chronic  or  aged  sick  from  the 
general  hospital  into  a related  facility  which  costs 
less  and  back  into  the  hospital  when  they  need  that 
care. — Community  Studies,  Inc.,  417  East  13th  Street , 
Kansas  City.  Missouri. 


Journal  Style 

The  style  of  the  Journal  is  seldom  a matter  of 
comment.  This  fact  is  viewed  by  members  of  the 
Editorial  Board  with  mixed  feelings.  If  silence  is 
prompted  by  the  fact  that  questions  of  style  seldom 
occur  to  readers  of  the  Journal,  those  of  us  who  are 
concerned  with  the  publication  are  perhaps  doing  a 
more  effective  work  than  we  had  thought. 

What  is  style?  One  author  says,  "Style  in  writing 
is  much  the  same  thing  as  good  manners  in  other 
human  intercourse.”  Good  manners  smooth  the 
course  of  events,  are  never  obtrusive.  Good  style  on 
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the  printed  page  makes  for  ease  in  reading  and  clarity 
in  understanding.  The  editor’s  work  is  successful  if 
the  reader  is  never  distracted  from  the  content  of 
printed  material  by  the  way  in  which  it  is  presented. 

The  Journal’s  style  is  constantly  undergoing  evo- 
lution. Policies  have  been  established  from  time  to 
time  to  govern  editorial  procedure.  In  some  instances 
these  policies  have  become  known  only  to  those  who 
are  regular  contributors.  Other  decisions  on  style, 
those  that  were  thought  to  be  of  general  interest, 
have  been  reported  in  these  pages.  Such  a decision 
was  made  by  the  Editorial  Board  at  a recent  meeting. 

Under  consideration  was  the  use  of  reference  (su- 
perior) numbers  in  a scientific  text  to  direct  the 
reader  to  corresponding  numbers  in  the  bibliography. 
In  the  past,  possibly  through  following  the  line  of 
least  resistance,  the  editor  has  followed  the  author’s 
copy.  This  would  be  impractical  in  a paper  now  be- 
ing reviewed  by  the  Board  since  the  author  uses  mul- 
tiple superior  numbers  to  support  most  of  the  state- 
ments he  makes.  The  numbers  are  unnecessary  when 
the  author  quotes  opinions  on  which  there  is  general 
agreement,  and  they  are  unsightly  in  the  printed 
form  when  they  extend  across  the  width  of  a column. 

The  newly  established  policy  provides  that  refer- 
ence numbers  will  now  be  included  only  when  the 
author  refers  to  a specific  author  or  to  a definite  arti- 
cle or  book.  This  action  by  the  Editorial  Board  was 
not  taken  arbitrarily  or  whimsically.  It  was  accepted 
as  the  most  logical  rule  on  which  to  base  procedure, 
after  several  other  proposals  had  been  studied  and 
tried  on  an  experimental  basis.  It  will  eliminate  ex- 
cessive use  of  superior  numbers,  which  many  readers 
find  distracting,  and  at  the  same  time  will  retain  for 
authors  the  opportunity  of  listing  sources  for  state- 
ments they  wish  to  credit  to  others. 

The  new  policy  will  have  no  effect  on  bibliogra- 
phies. Each  author  should  continue  to  list  in  a bib- 
liography all  the  literature  to  which  he  has  turned 
for  information  or  opinion.  If  he  wishes  to  show 
the  source  of  a statement,  for  example  in  reporting 
controversial  ideas  or  those  on  which  a definitive 
stand  has  not  been  taken,  he  should  use  the  name  of 
the  original  author  and  follow  that  name  with  a 
superior  number. 

Members  of  the  Kansas  Medical  Society  who  are 
now  writing  scientific  papers  or  who  will  do  so  in 
the  future  are  not  expected  to  conform  to  this  rule 
and  other  details  of  Journal  style  in  the  prepara- 
tion of  manuscripts.  The  editor  will  keep  his  blue 
pencil  sharpened.  This  publicity  is  intended  only  as 
an  explanation  to  authors  who  may  wonder  why 
changes  are  made  in  the  copy  they  submit.  It’s  all 


part  of  the  plan  to  give  members  of  the  Kansas 
Medical  Society  the  best  Journal  we  are  capable  of 
publishing. 


Refresher  Courses  Tax  Deductible 

Physicians  throughout  the  state  will  be  pleased  to 
know  that  expenses  for  attending  refresher  courses 
are  now  tax  deductible.  Provision  for  this  deduction 
was  outlined  in  a regulation  made  effective  by  the 
United  States  Internal  Revenue  Service  on  August  9, 
1956. 

The  regulation  is  applicable  to  courses  that  will 
assist  the  physician  in  maintaining  skills  directly  and 
immediately  required  in  his  work.  This  would  in- 
clude courses  designed  to  keep  practitioners  abreast 
of  current  developments  in  the  profession.  To  qual- 
ify, the  study  should  be  of  short  duration,  should 
not  be  taken  on  a continuing  basis,  and  should  not 
carry  academic  credit. 

Education  designed  to  prepare  the  physician  to 
enter  a specialty  does  not  come  under  the  scope  of 
the  regulation.  The  Internal  Revenue  Service  views 
such  education  as  a means  of  increasing  the  earning 
power  of  the  physician. 

Similar  interpretations  apply  to  those  in  other  pro- 
fessions. The  teacher  who  must  attend  summer  school 
to  maintain  her  teaching  certificate  may  deduct  edu- 
cational expenses;  the  instructor  whose  qualifications 
are  sufficient  for  continued  employment  as  a teacher 
cannot  deduct  expenses  for  courses  taken  for  ad- 
vanced degrees  and  a potential  increase  in  earning 
power. 

The  deductions  now  allowed  will  not  give  major 
tax  relief  to  any  physician,  but  they  will  be  of  some 
benefit  to  a large  number  of  Kansas  doctors.  During 
the  period  from  July  1,  1955,  to  January  1,  1956, 
1,059  physicians  were  enrolled  for  courses  of  the 
refresher  type  at  the  University  of  Kansas  Medical 
Center. 

Under  the  current  regulation  it  will  be  worth  while 
for  the  physician  to  make  note  of  expenses  incur-red 
in  connection  with  such  education.  In  addition  to 
tuition  for  the  course,  he  may  deduct  amounts  spent 
for  travel,  meals,  and  lodging  while  away  from 
home.  He  may  not  deduct  expenses  incident  to  sight- 
seeing, entertaining,  or  other  recreation  incidental 
to  the  course. 

For  a long  period  of  time  the  Law  Department  of 
the  American  Medical  Association  has  been  urging 
the  issuance  of  such  a regulation.  It  is  to  the  credit 
of  that  department  that  confusion  on  interpretation 
of  the  law  has  been  eliminated  and  a small  measure 
of  relief  has  been  obtained. 


Tumor  Conference 


Edited  by  FRANK  Q.  WINGFIELD,  M.D. 

Dr.  Robinson:  The  cases  to  be  discussed  today  rep- 
resent two  different  types  of  vascular  tumors  of  the 
neck.  The  first  is  not  only  an  uncommon  tumor  but 
it  behaved  in  an  unusual  manner.  The  second  is  a 
more  common  tumor  but  presents  some  difficult  prob- 
lems in  therapy. 

Dr.  Cashion:  The  first  patient  (B.B.)  is  a 66-year- 
old  colored  woman  who,  ever  since  she  fell  from  a 
chair  a year  before  admission,  suffered  from  inter- 
mittent pain  in  the  nape  of  her  neck.  The  pain  was 
aggravated  by  motion  but  did  not  radiate.  For  two 
months  prior  to  admission,  the  pain  in  her  neck  oc- 
curred less  frequently  and  was  less  severe,  but  she 
noticed  a change  in  her  voice.  For  a year  prior  to 
admission,  the  patient  had  been  treated  by  her  local 
doctor  for  diabetes  by  control  of  her  diet,  and  she 
had  lost  about  30  pounds.  She  also  had  exertional 
and  paroxysmal  nocturnal  dyspnea  during  this  period 
and  has  been  taking  medicine  for  these  symptoms. 
She  has  had  episodes  of  nausea  and  vomiting  which 
she  associates  with  this  medicine.  She  also  complained 
of  constipation  which  required  laxatives  every  four 
or  five  days.  During  this  time  she  occasionally  had 
black  stools  but  no  bright  red  rectal  bleeding. 

Physical  examination  at  the  time  of  admission  re- 
vealed a fine  tremor  of  the  hands  relieved  by  in- 
tention. There  was  marked  restriction  in  movement 
of  the  neck  with  only  slight  movement  backward  and 
laterally  and  none  forward.  A neurological  examina- 
tion revealed  9th,  10th,  11th,  and  12th  cranial  nerve 
palsy  on  the  right  and  a questionable  right  Horner’s 
syndrome.  Because  of  these  findings,  it  was  felt  that 
the  patient  had  a metastatic  lesion  at  the  base  of  the 
skull  on  the  right  near  the  jugular  and  hypoglossal 
foramina.  Because  of  the  gastrointestinal  symptoms, 
it  was  felt  that  this  most  likely  represented  a meta- 
static carcinoma  from  the  gastrointestinal  tract.  Spinal 
puncture  revealed  protein  of  99  mgm.  per  cent,  and 
this  suggested  that  the  lesion  was  probably  intra- 
cranial. Dr.  Todd  will  demonstrate  the  x-ray  findings. 

Dr.  Todd:  X-rays  of  the  upper  intestinal  tract  fol- 
lowing a barium  meal  revealed  delayed  emptying  of 
the  stomach  but  no  organic  lesion.  These  changes 
were  considered  to  be  on  a functional  basis.  An  x-ray 
of  the  chest,  routine  x-rays  of  the  skull,  and  x-rays 

Cancer  teaching  activities  at  the  University  of  Kansas 
Medical  Center  are  aided  by  grants  from  the  National  Can- 
cer Institute,  U.  S.  Public  Health  Service,  and  the  Kansas 
Division  of  the  American  Cancer  Society.  Dr.  Wingfield  is 
a Trainee  of  the  National  Cancer  Institute. 


Vascular  Tumors  of  the  Neck 


of  the  mastoid  cells  revealed  no  abnormality.  An  in- 
travenous pyelogram  revealed  normal  kidneys.  A bari- 
um enema  was  normal.  An  x-ray  of  the  base  of  the 
skull  showed  an  erosion  of  the  occipital  bone  on  the 
right  at  the  margin  of  the  foramen  magnum.  A cer- 
vical myelogram  outlined  a structure  IT/?  cm.  in  di- 
ameter on  the  right  side  at  the  foramen  magnum 
(Figure  1). 

Dr.  Robinson:  How  were  these  myelograms  done? 

Dr.  Williamson:  Some  neurosurgeons  inject  dye 
into  the  cisterna  magna.  Others,  particularly  South 
Americans,  inject  dye  into  the  ventricles  to  outline 
brain  tumors.  In  this  case,  the  dye  was  injected  into 
the  subarachnoidal  space  from  below  and  allowed  to 
run  intracranially.  The  x-rays  made  it  clear  that  there 
was  a destructive  lesion  in  the  region  of  the  jugular 
foramen  at  the  base  of  the  skull  and  that  it  probably 
extended  both  intracranially  and  extracranially.  We 
agreed  that  this  was  probably  metastatic  carcinoma, 
and  we  could  not  conceive  of  any  primary  lesion  that 
arose  in  this  location. 

Dr.  Robinson:  How  did  you  proceed  in  the  treat- 
ment of  this  patient? 

Dr.  Williamson:  Because  we  were  unable  to  dem- 
onstrate a primary  site  for  a metastatic  carcinoma  and 
because  we  thought  we  might  be  able  to  relieve  the 
symptoms  by  local  excision  of  the  tumor,  a crani- 


Figure  1.  Cervical  myelogram  outlining  lower  margin 
of  the  1.5  cm.  lesion  at  foramen  magnum. 
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otomy  was  done.  We  encountered  a dense  extradural 
tumor  that  was  not  adherent  to  the  dura.  It  was  pur- 
ple and  vascular.  We  took  one  small  biopsy,  and  the 
tumor  bled  so  extensively  that  it  was  necessary  to 
give  the  patient  1000  ml.  of  blood.  The  tumor  bled 
like  an  arterial  lesion.  It  could  not  be  controlled  by 
ordinary  packing,  and  a large  piece  of  muscle  had 
to  be  sewed  against  the  tumor  to  control  the  bleed- 
ing. 

Dr.  Robinson:  Dr.  Helwig,  would  you  tell  us  about 
the  surgical  specimen  ? 

Dr.  Helwig:  The  tumor  is  composed  of  a diffuse 
growth  of  small,  deeply  basophilic  cells  arranged 
chiefly  in  the  form  of  sheets  of  cells  with  spindle- 
form  nuclei  and  little  surrounding  cytoplasm.  There 
is  a meshwork  of  vascular  channels  running  through- 
out the  lesion,  and  some  of  the  vascularity  appears 
to  be  neoplastic.  In  an  occasional  area  there  are  cells 
which  are  a little  plumper  and  appear  to  be  filling  up 
the  vascular  channels.  I am  unable  to  distinguish  be- 
tween an  epithelial  metastasis  or  a vascular  angio- 
endothelioma.  A vascular  angioendothelioma  could 
occur  in  this  area,  but  it  would  be  rare.  If  this  is  a 
metastatic  lesion  from  a tumor  below  the  diaphragm, 
the  tumor  cells  would  have  had  to  travel  up  the  ver- 
tebral venous  system  or  go  through  the  lungs.  The 
capillaries  of  the  lung  are  among  the  largest  capil- 
laries in  the  body,  and  small  tumor  emboli  or  single 
malignant  cells  may  go  through  the  lung  in  this 
manner. 

Dr.  Mantz:  In  my  opinion,  the  lesion  bears  some 
resemblance  to  a glomus  tumor.  These  usually  pre- 
sent in  the  ear,  however,  and  this  lesion  does  not. 
Therefore,  I thought  that  this  was  probably  an  angio- 
endothelioma but  that  an  angioblastic  type  of  men- 
ingioma must  be  considered. 

Dr.  Boley:  I also  thought  that  this  lesion  resembled 
a glomus  jugulare  tumor,  and  silver  stains  presented 
a picture  highly  suggestive  of  this  diagnosis. 

Dr.  Robinson:  Will  you  explain  to  us  just  what  a 
glomus  jugulare  tumor  is? 

Dr.  Boley:  These  tumors  arise  from  the  glomus 
jugulare  body  which  may  be  in  the  jugular  foramen, 
the  jugular  canal,  or  near  the  upper  part  of  the  ear. 
They  are  identical  in  gross  and  microscopic  appear- 
ance to  the  carotid  and  aortic  bodies  which  have  been 
shown  to  be  chemoreceptors.1  Most  glomus  jugulare 
tumors  present  as  tumors  in  the  middle  ear.  They  are 
usually  benign  but  occasionally  metastasize.2 

Dr.  Robinson : What  treatment  is  planned  for  this 
patient  ? 

Dr.  Williamson:  The  glomus  jugulare  body  lies 
around  the  jugular  vein  in  the  jugular  foramen.  It  is 
a vascular  body.  According  to  the  pathologist,  the 
histologic  picture  is  not  incompatible  with  the  diag- 
nosis of  glomus  jugulare  tumor,  and  we  feel  that  this 


is  the  correct  diagnosis.  Other  clinics  have  reported 
similar  cases  of  glomus  jugulare  tumors  presenting 
in  the  jugular  foramen  and  involving  the  9th,  10th, 
11th,  and  12th  cranial  nerves.2'  3i  4 

This  patient  is  60  years  old  and  has  a slowly  grow- 
ing tumor.  She  is  not  seriously  ill  despite  the  palsy 
of  the  9th,  10th,  11th,  and  12th  cranial  nerves  on 
the  right.  Pain  is  no  real  problem,  and  she  has  no 
increased  intercranial  pressure.  In  view  of  the  extreme 
vascularity  of  this  lesion  and  the  involvement  of  the 
important  structures  in  this  area,  we  feel  that  surgical 
removal  should  not  be  attempted  and  that  the  lesion 
should  be  treated  with  x-ray.  I am  sure  she  would 
be  in  serious  trouble  if  we  attempted  radical  removal. 

Dr.  Helwig:  In  our  experience,  these  lesions  are 
not  responsive  to  radiation,  but  unless  the  patient  is 
pretty  young  you  should  not  try  to  remove  them  sur- 
gically. When  we  treat  our  carotid  body  tumors,  we 
don’t  even  biopsy  them  but  just  treat  them  with 
x-radiation  and  hope  that  it  does  some  good. 

Dr.  Robinson:  There  seems  to  be  unanimous  agree- 
ment that  this  patient  should  be  treated  by  x-ray  and 
not  surgery.  Even  if  she  is  not  benefited  by  x-ray 
therapy,  this  tumor  is  slow  growing  and  her  condition 
should  remain  essentially  stationary  for  a long  period. 

Dr.  Robinson:  The  second  case  concerns  a more 
common  vascular  tumor  of  the  neck  that  is  usually 
treated  by  surgery. 

Dr.  Mosely:  The  second  patient  (L.L.)  is  an  8- 
month-old  white  girl  who  was  well  until  one  day 
prior  to  admission.  At  that  time  a swelling  was  noted 
in  the  left  side  of  her  neck.  The  swelling  enlarged 
over  a period  of  a few  hours  and  became  blue.  The 
patient  was  seen  by  the  local  medical  doctor  and  then 
hospitalized.  At  the  time  of  admission  to  the  hospital, 
there  was  a mass  in  the  left  side  of  the  neck  measur- 
ing 3x5  cm.  There  was  venous  distension  around 
the  mass  and  in  the  anterior  chest  wall.  The  mass  was 
cystic,  non-tender,  and  did  not  feel  fluctuant.  It  was 
not  attached  to  the  skin  but  appeared  to  be  fixed  to 
the  deep  tissues  of  the  neck. 

Dr.  Robinson:  Were  x-rays  helpful? 

Dr.  Todd : X-rays  of  the  chest  and  neck  showed, 
distinct  from  the  thymic  and  cardiac  shadows,  a large, 
soft  tissue  shadow  5 cm.  in  diameter  lying  in  the 
upper  mediastinum  on  the  left  (Figure  2).  The 
trachea  was  deviated  laterally  to  the  right  and  some- 
what anteriorly.  A lateral  projection  demonstrated 
that  this  mass  was  lying  posteriorly  in  the  upper 
mediastinum  against  the  spine.  This  mass  was  con- 
tinuous with  the  mass  in  the  neck  which  lay  above 
the  clavicle  on  the  left  side. 

Dr.  Hardin:  Clinically,  we  felt  confident  that  this 
was  a cystic  hygroma.  The  pediatricians  wanted  to 
defer  the  operation  because  of  the  child’s  size.  How- 
ever, I felt  that  it  would  be  better  to  proceed  at  this 
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time  because  this  is  an  invasive  lesion  that  can  cause 
compression  symptoms.  If  the  lesion  becomes  infected, 
mortality  may  be  high.  These  lesions  communicate 
with  the  venous  system  and  should  not  be  aspirated 
preoperatively. 

When  these  tumors  are  limited  to  the  neck,  they 
do  not  present  too  difficult  a surgical  problem.  When 
they  extend  into  the  chest,  however,  the  problem  be- 
comes much  more  difficult.  Because  of  the  intimate 
association  with  the  important  structures  of  the  neck, 
an  approach  to  this  tumor  from  the  neck,  going  blind- 
ly into  the  chest,  would  be  dangerous.  It  was  there- 
fore thought  better  to  approach  this  lesion  through 
the  chest  first  and  to  remove  as  much  as  possible  of 
the  lesion  from  that  approach.  Because  of  the  age 
of  the  child,  the  remainder  of  the  lesion  was  removed 
in  a second  stage  at  a later  date. 

At  operation,  the  hygroma  was  found  to  involve 
the  upper  medial  aspect  of  the  chest  and  mediastinum. 
The  left  subclavian  artery  and  vein,  the  left  carotid 
artery,  the  vagus  nerve,  the  phrenic  nerve,  and  the  an- 
terior thoracic  duct  were  involved  by  this  tumor.  By 
careful  dissection,  all  of  these  structures  were  pre- 
served. A small  tongue  of  tissue  was  seen  to  extend 
to  the  opposite  side  of  the  chest.  In  order  not  to  sub- 
ject this  infant  to  a bilateral  thoracotomy,  a catheter 
was  sewed  into  the  remaining  finger-like  projection 
and  later  irrigated  and  sclerosed  with  50  per  cent 
glucose. 

In  the  second  operation,  the  mass  in  the  neck  was 
seen  to  surround  the  bracheal  plexus,  subclavian  vein, 
common  carotid  artery,  vagus  nerve,  phrenic  nerve, 
and  superior  vena  cava.  The  lesion  was  dissected  away 
from  these  structures  except  for  the  retrorternodavic- 
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Figure  2.  Soft  tissue  mass  in  superior,  posterior  left 
mediastinum. 


ular  portion  which  was  irrigated  and  sclerosed  with 
50  per  cent  glucose.  The  patient  tolerated  both  of 
these  procedures  well. 

Dr.  Helwig:  The  tumor,  in  this  case,  occurred  in 
a common  site.  They  usually  begin  in  the  neck  and 
extend  into  the  mediastinum.  Occasionally,  however, 
they  may  begin  in  the  mediastinum  and  secondarily 
extend  into  the  neck.  These  lesions  are  true  neoplasms 
and  they  send  out  buds  of  channels  which  may  pene- 
trate into  surrounding  tissues.  This  tumor  was  made 
up  of  a mass  of  varying  sized  cystic  nodules  which 
were  lined  by  flattened  endothelial  cells.  There  are 
also  lymphocytes  in  the  wall  of  these  cysts,  and  in 
some  areas  the  lymphocytes  are  numerous.  These  le- 
sions may  appear  elsewhere  in  the  body  and  may  be 
extensive.  I have  recently  studied  a case  which  in- 
volved the  entire  side  of  a little  child  extending  from 
the  hip  to  the  axilla.  These  lesions  do  not  respond 
well  to  radiation  therapy. 

Dr.  Robinson:  Do  you  think  that  these  are  related 
to  lymphangiomas? 

Dr.  Helwig:  I think  all  hygromas  are  lymphangi- 
omas. These  are  true  neoplasms  and  are  different  from 
the  congenital  lymphangiectasis  one  sees  in  the  ex- 
tremities. If  any  cystic  hygroma  is  sectioned  extensive- 
ly enough,  lymphoid  tissue  is  found  somewhere. 

Dr.  Mantz:  I have  always  considered  them  as 
lymphangiomas.  Perhaps  some  of  them  represent  neo- 
plastic transformations  of  small  angioblastic  rem- 
nants which  were  never  adequately  hooked  up  in  the 
development  of  the  cardiovascular  system.  The  iso- 
lated remnant  may  undergo  neoplastic  proliferation 
and  may  later  establish  communication  with  either 
the  lymphatics  or  the  vascular  tree.  If  the  spaces  do 
not  contain  blood,  it  is  difficult  for  me  to  distinguish 
between  a lymphangioma  and  a hemangioma. 

Dr.  Robinson:  I think  that  the  main  problem  in 
these  cases  is  in  the  surgical  approach.  Nothing  else 
apparently  will  control  these  tumors.  If  you  leave  a 
little  of  the  tumor  behind,  it  will  continue  to  grow. 
If  the  child  has  an  upper  respiratory  infection,  the 
tumor  tends  to  swell  and  may  encroach  upon  the  air- 
ways, necessitating  a tracheotomy  as  a preliminary  step 
before  the  operation.  If  portions  of  the  tumor  are 
left  behind,  serious  infection  may  occur.  Some  of 
these  tumors,  in  my  experience,  have  been  simple  to 
dissect.  They  just  roll  away  from  the  other  tissues. 
In  other  cases,  however,  they  infiltrate  diffusely.  These 
are  difficult  to  remove  entirely,  and  it  is  also  difficult 
to  try  to  remove  the  remaining  tumor  at  a second 
operation  because  of  the  fibrosis  which  has  occurred. 
I feel  that  the  surgical  approach  in  this  case  was  cor- 
rect. A follow-up  on  this  patient,  four  months  after 
discharge  from  the  hospital,  revealed  no  evidence  of 
recurrent  hygroma. 
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Ford  Foundation  Grants 

Checks  totalling  $26,080,200  were  mailed  recently 
by  the  Ford  Foundation  to  959  voluntary,  nonprofit 
hospitals  in  the  United  States  and  its  territories.  This 
was  in  addition  to  two  previous  mailings,  in  April 
and  May,  to  some  2,000  hospitals. 

The  current  checks  represent  one-half  the  amount 
of  the  individual  grants.  The  remaining  half  will  be 
paid  in  March  of  1957.  Amounts  were  determined 
on  the  basis  of  patient  days  of  service  and  the  num- 
ber of  births. 

Each  institution  will  determine  for  itself  how  the 
funds  can  best  be  used  to  improve  and  expand  serv- 
ices to  the  community. 

The  following  Kansas  institutions  received  checks 
most  recently:  Ellsworth  County  Veterans  Memorial 
Hospital,  Ellsworth,  $12,650;  Boothroy  Memorial 
Hospital,  Goodland,  $5,650;  Kiowa  County  Memo- 
rial Hospital,  Greensburg,  $5,000;  Halstead  Hospi- 
tal, Halstead,  $41,150;  Hoisington  Lutheran  Hospi- 
tal, Hoisington,  $6,700 ; Cushing  Memorial  Hospital, 
Leavenworth,  $15,700;  Lincoln  County  Hospital, 
Lincoln,  $5,000;  Lindsborg  Community  Hospital, 
Lindsborg,  $5,150;  Lyons  Hospital,  Lyons,  $5,000; 
Mercy  Hospital,  Moundridge,  $5,000;  Prairie  View 
Hospital,  Newton,  $7,950;  Phillips  County  Com- 
munity Hospital,  Phillipsburg,  $5,000;  Scott  County 
Hospital,  Scott  City,  $5,600;  Seneca  Hospital,  Sen- 
eca, $5,950;  Jane  C.  Stormont  Hospital  and  Training 
School  for  Nurses,  Topeka,  $57,450;  St.  Francis 
Hospital  and  School  of  Nursing,  Wichita,  $125,000; 
Salvation  Army  Women’s  Home  and  Hospital, 
Wichita,  $7,050;  St.  Joseph’s  Hospital,  Wichita, 
$56,900. 


National  Awards  for  Auxiliary 

The  Woman’s  Auxiliary  to  the  Kansas  Medical 
Society  and  two  of  its  component  groups  won  awards 
in  the  national  Auxiliary’s  contest  for  securing  sub- 
scriptions to  Today’s  Health.  The  state  group  won 
$40,  and  the  county  awards  were  $25  and  $15. 


The  Kansas  Auxiliary  ranked  first  in  Group  III, 
made  up  of  organizations  having  from  1,001  to  2,000 
members.  Mrs.  Chester  L.  Young,  Kansas  City,  was 
chairman  of  the  Today’s  Health  committee  for  the 
state. 

The  Woman's  Auxiliary  to  the  Sedgwick  County 
Medical  Society,  working  under  Mrs.  F.  Carter  New- 
som, Wichita,  placed  second  in  competition  among 
groups  having  100  or  more  members.  Among 
counties  having  no  more  than  18  members,  the  Kan- 
sas Greenwood-Woodson  Auxiliary  placed  third. 
Mrs.  Harry  West,  Yates  Center,  was  chairman  of 
sales  there. 


Fellowships  in  College  of  Chest  Physicians 

Six  Kansans  became  fellows  of  the  American  Col- 
lege of  Chest  Physicians  at  a meeting  held  in  Chi- 
cago in  June:  Dr.  Ben  H.  Buck,  Jr.,  Dr.  John  W. 
Fulton,  and  Dr.  Robert  K.  Purves  of  Wichita  and 
Dr.  Hughes  W.  Day,  Dr.  Michael  L.  Furcolow,  and 
Dr.  Ann  Poliak  of  Kansas  City.  Dr.  Charles  Pokorny, 
Halstead,  was  elected  governor  of  the  college  for 
Kansas. 


Jordan  Memorial  Fund 

Friends  of  Dr.  Ralph  E.  Jordan,  Emporia,  who 
died  of  bulbar  poliomyelitis  on  July  11,  have  ini- 
tiated a memorial  fund  to  be  used  for  the  education 
of  his  six  children.  Anyone  wishing  to  contribute 
may  send  a check  to  Mr.  Ivan  Anderson,  Adminis- 
trator, Newman  Hospital,  Emporia. 


Grant  for  Television  at  K.U. 

A grant  of  $100,000  to  the  University  of  Kansas 
Medical  Center  for  expansion  of  its  television  teach- 
ing program  was  announced  last  month  by  the 
W.  D.  Kellogg  Foundation,  Battle  Creek,  Michigan. 
The  school  will  receive  $20,000  a year  for  each  of 
five  years.  Dr.  David  Ruhe,  chief  of  audiovisual  edu- 
cation, will  direct  the  television  work. 


Correction 

An  error  appeared  in  a table  which  accompanied 
a paper  on  "Burns,”  published  in  the  June  issue  of 
the  Journal.  The  table  listing  minimal  food 
needed  by  patients  with  third  degree  burns  showed 
the  requirements  for  riboflavin  and  nicotinamide  in 
grams,  and  the  measurement  should  have  been  in 
milligrams. 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  I\ote.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

If  medical  research  doesn't  move  ahead  in  the 
current  fiscal  year  (ending  June  30,  1957),  it  won’t 
be  the  fault  of  Congress.  The  seven  research  organi- 
zations that  make  up  the  National  Institutes  of 
Health  have  far  more  money  than  they  have  ever 
had,  and  probably  much  more  than  their  directors 
even  dared  hope  for  last  winter  at  the  start  of  hear- 
ings on  their  budgets.  Every  one  of  the  research 
institutes  received  a substantial  increase  over  last 
year,  and  the  funds  of  five  of  them  were  almost 
doubled. 

The  Institutes  have  a total  of  $170.4  million  to 
spend  before  next  July  1.  This  is  about  80  per  cent 
more  than  they  had  last  year.  In  discussing  the  ap- 
propriations bill  on  the  Senate  floor,  Senator  Lister 
Hill  (D.,  Ala.)  said  the  bulk  of  the  money  will  go 
for  grants  to  non-federal  institutions — hospitals, 
medical  schools,  clinics,  and  state  and  local  organiza- 
tions engaged  in  research. 

A breakdown  by  disease  categories  shows  the  fol- 
lowing picture: 

For  cancer  research,  $48.4  million,  in  contrast  to 
$24.8  million  for  the  previous  year.  This  year’s  total 
is  $16  million  more  than  the  administration  asked 
when  budget  requests  were  sent  to  Congress  in  Jan- 
uary. 

For  mental  health  work,  $35.1  million,  in  contrast 
to  last  year’s  $18  million.  This  is  $13.4  million  more 
than  had  been  requested  originally. 

For  heart  disease  research,  $33.3  million,  com- 
pared with  $18.7  million  last  year  and  $22.1  million 
originally  requested. 

For  work  on  arthritis  and  metabolic  diseases,  $15.8 
million,  or  $5.1  million  more  than  last  year  and  $2.5 
million  more  than  Congress  was  asked  for. 

For  research  in  neurology  and  blindness,  $18.6 
million,  compared  with  $9-8  million  last  year  and 
$12.1  million  originally  requested. 

For  work  on  allergies  and  infectious  diseases, 
$13.2  million,  compared  with  $7.5  million  last  year 
and  $9.7  requested. 

For  dental  research,  $6  million.  While  this  is  small 
compared  with  money  voted  for  other  U.  S.  research 
institutes,  it  is  almost  triple  the  $2.1  million  spent 
last  year.  The  huge  increase  is  the  result  of  a sus- 


tained campaign  by  the  American  Dental  Association. 

Senator  Hill  and  Rep.  John  E.  Fogarty  (D.,  R.  I.) 
led  the  fight  in  Congress  for  the  record-breaking  re- 
search appropriations.  Under  the  latter’s  chairman- 
ship, a House  appropriations  subcommittee  boosted 
the  total  for  the  seven  institutes  to  about  $124  mil- 
lion, a figure  that  was  accepted  both  by  the  full  Ap- 
propriations Committee  and  the  House. 

In  addition  to  heading  the  Senate  appropriations 
subcommittee  that  handled  this  funds  bill,  Senator 
Hill  also  is  chairman  of  the  Labor  and  Welfare  Com- 
mittee and  extremely  active  in  health  legislation.  His 
subcommittee  pulled  up  the  totals  to  the  $170  mil- 
lion. After  the  Senate-House  conference  committee 
disagreed  on  the  spending,  Rep.  Fogarty  carried  the 
fight  to  the  floor,  where  he  persuaded  the  House  to 
accept  all  of  the  higher  Senate  figures. 

Other  federal  health  programs,  mainly  concerned 
with  disease  control  and  hospital  construction,  also 
fared  well  with  the  Congress.  The  Hill-Burton  pro- 
gram, for  construction  grants  to  hospitals,  has  $125 
million  for  the  current  year,  or  $14  million  more 
than  last  year.  For  vocational  rehabilitation  grants, 
the  figure  is  $41.5  million,  a $2.7  million  increase; 
for  general  public  health  assistance  to  states,  it  is 
$18.16  million,  a $600,000  increase;  for  Indian 
health  work,  it  is  $38  million,  a $3.3  million  in- 
crease. 


With  Salk  vaccine  being  released  in  ever  expand- 
ing volume,  the  Public  Health  Service  is  urging  states 
and  communities  to  increase  the  priority  age  to  20 
and  to  use  up  supplies  as  fast  as  received.  Said  Sec- 
retary Folsom:  "I  urge  parents,  physicians,  and 

health  officials  to  cooperate  in  making  the  maximum 
use  of  the  increasing  supply  as  soon  as  it  becomes 
available.  . . 

Civil  Aeronautics  Administration,  believing  the 
time  has  come  to  review  procedures  in  pilot  medical 
examinations,  has  hired  a private  organization  to 
conduct  a thorough  investigation  and  make  recom- 
mendations. Two  questions:  Should  lower  standards 
be  allowed  for  older,  experienced  pilots?  Should 
crew  members  and  ground  crewmen,  as  well  as  pilots, 
be  examined  periodically? 

Less  than  three  months  after  his  third  appoint- 
ment to  a four-year  term  as  Surgeon  General  of 
U.  S.  Public  Health  Service,  Dr.  Leonard  Scheele 
resigned  to  take  a post  in  the  pharmaceutical  industry 
so  he  could  "provide  more  properly”  for  his  family. 

Although  no  new  legislation  was  enacted  in  that 
field,  witnesses  at  a long  series  of  hearings  on  civil 
defense  were  pretty  much  in  agreement  that  the  job 
can’t  be  done  properly  unless  more  authority  is  voted 
to  the  Federal  Civil  Defense  Organization. 
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PHYSICIANS’  ACTIVITIES 


Dr.  E.  j.  Grosdidier,  Kansas  City,  was  recently 
named  to  the  Kansas  City-Wyandotte  County  Board 
of  Health.  

A citation  of  merit  for  outstanding  achievements 
has  been  awarded  Dr.  Galen  Tice,  Kansas  City,  by 
McPherson  College.  He  received  his  bachelor's  de- 
gree from  the  college  in  1922. 

The  Lawrence  Medical  Arts  Clinic  announces  that 
Dr.  James  C.  Dowell  and  Dr.  Phillip  Godwin  are 

new  members  of  its  staff.  Dr.  Dowell,  a graduate  of 
Illinois  University  Medical  School,  recently  completed 
a three-year  residency  in  internal  medicine  at  the 
University  of  Kansas  Medical  Center. 

Dr.  Robert  O.  Bill,  Topeka,  is  moving  to  In- 
dianapolis to  head  the  out-patient  clinic  at  Norway 
Hospital.  In  Topeka  he  had  been  director  of  the 
Shawnee  County  Guidance  Center,  a position  now 
held  by  Dr.  Robert  B.  Forman. 

Dr.  Marion  C.  Pearson,  Concordia,  recently  be- 
came a diplomate  of  the  American  Board  of  Surgery. 

Dr.  Roy  R.  Shoaf,  who  has  been  practicing  in 
Lawrence,  has  begun  a residency  in  obstetrics  at  the 
University  of  Illinois  Hospital,  Chicago. 

Dr.  J.  M.  Stout,  a 1955  graduate  of  the  Univer- 
sity of  Kansas  School  of  Medicine,  is  now  practicing 
in  Hutchinson  in  association  with  Dr.  Marion  E. 
Nunemaker  and  Dr.  John  Blank.  The  thesis  Dr. 
Stout  wrote  during  his  senior  year  at  the  medical 
school  is  being  published  in  this  issue  of  the  Jour- 
nal.   

A feature  story  about  Dr.  W.  Clarke  Wescoe, 
dean  of  the  University  of  Kansas  School  of  Medi- 
cine, was  published  in  the  Kansas  City  Star  on  July  1. 

Dr.  Charles  B.  Powell,  who  has  been  practicing 
in  Columbus,  has  gone  to  New  Orleans  for  a resi- 
dency in  orthopedic  surgery  at  Charity  Hospital. 

Dr.  Thomas  F.  Taylor,  who  was  on  the  staff  of 
the  state  sanatorium  at  Norton  before  taking  a resi- 
dency in  internal  medicine  at  the  VA  Hospital  in 
Denver,  is  now  practicing  in  Phillipsburg  in  asso- 
ciation with  Dr.  Mary  Glassen. 

Dr.  William  A.  Smiley,  Jr.,  formerly  of  Junction 
City,  has  joined  the  surgical  staff  of  the  state  sana- 
torium at  Norton. 


The  Kansas  branch  of  the  National  Flying  Physi- 
cians Association  recently  elected  Dr.  Lyle  G.  Glenn, 
Protection,  as  its  president  and  Dr.  Charles  F.  Tay- 
lor, Norton,  as  secretary. 


Dr.  Fred  E.  Brown,  who  was  graduated  from  the 
University  of  Kansas  School  of  Medicine  in  1955 
and  recently  completed  internship  at  St.  Luke’s  Hos- 
pital, Kansas  City,  Missouri,  has  opened  an  office  in 
St.  Marys.  

"Heart  Disease"  was  the  subject  of  a talk  given  by 
Dr.  G.  W.  Hammel,  El  Dorado,  before  the  Eureka 
Kiwanis  Club  recently. 


Dr.  Richard  B.  Williams,  who  has  been  practicing 
in  Independence  for  18  months,  went  to  Kansas  City 
on  July  1 to  begin  a residency  in  radiology. 

A Kansan,  Dr.  William  J.  Reals,  Wichita,  was 
one  of  the  scientific  exhibitors  at  the  recent  meeting 
of  the  American  Medical  Association  in  Chicago.  In 
cooperation  with  Col.  Frank  M.  Townsend,  Armed 
Forces  Institute  of  Pathology,  Washington,  he  pre- 
sented an  exhibit  on  thyroid  gland  studies. 

July  1 was  retirement  day  for  Dr.  C.  C.  Nessel- 
rode, Kansas  City,  who  had  been  in  practice  for  50 
years.  A feature  story  about  him  was  published  in  the 
Kansas  City  Kansan  on  June  8. 


The  Kansas  Psychiatric  Society  announces  that  Dr. 
Thomas  L.  Foster,  Halstead,  is  now  serving  as  its 
president.  Dr.  Austin  J.  Adams,  Wichita,  is  presi- 
dent-elect of  the  group. 

A Fulbright  research  award  has  been  granted  to 
Dr.  Ralph  I.  Canuteson,  director  of  student  health 
services  at  the  University  of  Kansas,  Lawrence.  He 
will  do  his  research  work,  in  the  field  of  college 
health,  at  the  University  of  Oslo,  Norway. 

Dr.  Jack  R.  Cooper,  Kansas  City,  spoke  before 
the  Wyandotte  and  Johnson  County  Association  for 
Retarded  Children  at  a recent  meeting.  His  subject 
was  "Causes  and  Probabilities  of  Cure.” 


Dr.  J.  V.  Van  Cleve,  Wichita,  was  a guest  lec- 
turer at  a refresher  course  sponsored  by  the  Univer- 
sity of  Colorado  School  of  Medicine  last  month.  His 
subject  was  "Relation  between  Internal  and  Cutane- 
ous Diseases.’’  

The  Buick-Oldsmobile-Pontiac  Assembly  Division, 
Kansas  City,  announces  the  appointment  of  Dr.  Flar- 
old  Allen  as  associate  medical  director  of  the  plant. 
Dr.  Allen,  a graduate  of  Jefferson  Medical  College, 
Philadelphia,  joined  the  General  Motors  staff  in  1955 
as  a trainee  in  industrial  medicine. 


AUGUST,  1956 
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A former  resident  of  Hutchinson,  Dr.  David 
Lukens,  recently  returned  to  practice  internal  medi- 
cine there.  He  was  graduated  from  Johns  Hopkins 
University  Medical  School  in  1948,  served  with  the 
Army  in  Korea,  and  then  completed  a residency  at 
Johns  Hopkins  Hospital.  He  is  a diplomate  of  the 
American  Board  of  Internal  Medicine. 


Dr.  Frances  A.  Allen,  who  recently  completed  a 
three-year  residency  in  internal  medicine  at  the  Uni- 
versity of  Kansas  Medical  Center,  has  returned  to 
practice  in  Newton.  She  recently  presented  a paper, 
"The  Study  of  Red  Cell  Survival  Time  in  Patients 
with  Cirrhosis  of  the  Liver,”  before  the  National 
Society  of  Nuclear  Medicine  in  Salt  Lake  City. 


DEATH  NOTICES 


Mervin  Tuban  Sudler,  M.D. 

Dr.  M.  T.  Sudler,  80,  dean  of  the  University 
of  Kansas  School  of  Medicine  from  1911  to 
1924,  died  at  his  home  in  Lawrence  on  June  22. 
He  was  an  honorary  member  of  the  Douglas 
County  Medical  Society.  A graduate  of  the  Col- 
lege of  Physicians  and  Surgeons,  Baltimore,  in 
1901,  Dr.  Sudler  served  as  an  instructor  in 
anatomy  at  Johns  Hopkins  and  at  Cornell  be- 
fore coming  to  Kansas  in  1905.  His  primary 
interest  here  was  in  surgery,  and  he  was  a fel- 
low of  the  American  College  of  Surgeons. 


William  Frederick  Schoor,  M.D. 

Dr.  W.  F.  Schoor,  79,  who  had  practiced  in 
Hutchinson  more  than  50  years,  died  at  Grace 
Hospital  there  on  June  22  after  an  illness  of 
two  years.  He  began  practice  there  after  his 
graduation  from  University  Medical  College  of 
Kansas  City  in  1904  and  was  active  until  he 
became  ill.  He  had  served  both  as  city  physician 
and  as  coroner  of  Reno  County.  Dr.  Schoor 
was  an  honorary  member  of  the  Reno  County 
Medical  Society. 


Ralph  Bowman  Earp,  M.D. 

A physician  who  had  practiced  for  59  years, 
Dr.  R.  B.  Earp,  81,  died  on  June  25,  after  a 
two-year  illness.  He  was  graduated  from  Cen- 
tral College  of  Physicians  and  Surgeons,  Indi- 
anapolis, in  1897  and  practiced  first  in  Moore- 
land  and  Dunkirk,  Indiana,  moving  to  El 
Dorado  in  1908.  He  had  been  an  honorary 
member  of  the  Butler  County  Medical  Society 
for  three  years. 


Alfred  O'Donnell,  M.D. 

A physician  who  served  as  president  of  the 
Kansas  Medical  Society,  1924-1925,  Dr.  Alfred 
O'Donnell,  Ellsworth,  died  on  June  26  at  the 
age  of  83.  Born  in  Ireland,  Dr.  O’Donnell 
came  to  this  country  in  his  youth.  He  was  grad- 


uated from  University  Medical  College,  Kansas 
City,  in  1900  and  took  postgraduate  work  at 
New  York  University  and  at  the  Mayo  Clinic. 
He  specialized  in  surgery  and  was  a diplomate 
of  the  American  Board  of  Surgery  and  a fellow 
of  the  American  College  of  Surgeons. 

Dr.  O'Donnell  was  interested  in  many  civic 
enterprises.  For  25  years  he  was  on  the  school 
board  at  Ellsworth,  he  was  a charter  member 
of  the  Ellsworth  Lions  Club,  and  he  served 
many  terms  on  the  board  of  Kansas  Wesleyan 
University,  Salina. 

An  honorary  member  of  the  Central  Kansas 
Medical  Society,  he  had  been  in  retirement  for 
10  years  prior  to  his  death. 


Ralph  Ensign  Jordan,  M.D. 

Bulbar  poliomyelitis  was  the  cause  of  death 
for  Dr.  Ralph  Jordan,  39,  who  died  at  Emporia 
on  July  11  after  three  days  of  illness.  He  had 
been  in  practice  in  Emporia  for  a year,  having 
previously  been  located  at  Osborne  and  Holton. 
He  was  graduated  from  the  University  of  Kan- 
sas School  of  Medicine  in  1940  and  served  his 
internship  at  Trinity  Lutheran  Hospital,  Kansas 
City,  Missouri.  During  World  War  II  he  served 
as  flight  surgeon  in  the  European  theater,  hold- 
ing the  rank  of  major.  He  was  an  active  mem- 
ber of  the  Lyon  County  Medical  Society. 


Robert  A.  J.  Shelley,  M.D. 

Dr.  R.  A.  J.  Shelley,  81,  an  honorary  mem- 
ber of  the  Comanche-Clark-Kiowa  Medical  So- 
ciety, died  at  Coldwater  on  July  3 after  an  ill- 
ness of  six  weeks.  He  had  practiced  in  the 
Coldwater  community  since  1909,  having  grad- 
uated from  the  University  of  Tennessee  College 
of  Medicine  in  1903.  His  first  office  was  at  Gap 
Creek,  Kentucky,  and  from  there  he  moved  to 
Waldron.  He  served  as  county  health  officer  for 
several  years  and  had  also  been  mayor  of  the 
city  of  Coldwater. 
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Dr.  M.  F.  Stock  has  announced  the  closing  of  his 
office  in  Weir  to  carry  on  all  of  his  practice  in  Pitts- 
burg. 


Dr.  Varden  J.  Loganbill,  a 1954  graduate  of  the 
University  of  Kansas  School  of  Medicine  who  has 
been  practicing  in  Wichita,  has  announced  the  open- 
ing of  an  office  in  McPherson. 


A position  as  medical  director  of  the  Midwest 
Medical  Research  Foundation,  Wichita,  has  been  ac- 
cepted by  Dr.  Byron  T.  Eberle,  who  formerly  prac- 
ticed in  Derby. 


Dr.  P.  L.  Beiderwell,  Belleville,  announces  that 
Dr.  Richard  Field  is  now  associated  with  him  in 
practice.  Dr.  Field,  who  was  graduated  from  the  Uni- 
versity of  Kansas  School  of  Medicine,  recently  com- 
pleted internship  at  Good  Samaritan  Hospital,  Phoe- 
nix. 


Dr.  F.  W.  Anderson,  who  has  practiced  in 
Anthony  since  1947,  has  closed  his  office  to  move  to 
Circleville,  Ohio.  He  will  practice  there  in  association 
with  a former  classmate. 


Cost  of  Health  Services 

The  average  individual  in  the  United  States  spends 
$65  and  the  average  family  $207  for  personal  health 
services  each  year,  according  to  Dr.  Odin  W.  Ander- 
son, research  director  of  the  Health  Information 
Foundation.  His  survey  was  based  on  interviews  in 
the  homes  of  a scientifically  selected  sample  of  Ameri- 
can families. 

"The  provision  of  personal  health  services  is  one 
of  the  largest  enterprises  in  the  United  States,"  he 
said,  "totalling  annually  over  $10  billion  for  private 
care.”  He  estimated  that  $3-8  billion  is  paid  to  phy- 
sicians, $2  billion  to  hospitals,  and  $1.6  billion  to 
dentists. 

Dr.  Anderson  believes  that  approximately  eight 
per  cent  of  the  families  incurred  no  charge  for  any 
personal  health  services  during  a year,  while  more 
rhan  10  per  cent  incurred  charges  of  $500  or  more. 

The  annual  hospital  admission  rate  per  100  per- 
sons, he  observed,  was  nine  for  men  and  15  for 
women,  although  he  believes  the  number  of  days  of 
hospital  care  per  100  persons  in  a year  is  a better 
measure  of  hospital  utilization.  That  figure  was  90 
days  per  100  persons,  70  for  men  and  100  for 
women.  The  figures  rose  sharply  to  150  days  for  per- 
sons over  55  years  of  age. 

"For  the  population  as  a whole,”  he  said,  "the 


number  of  surgical  procedures  per  100  persons  was 
7.6  for  males  and  8 for  females.” 

The  rate  of  surgical  procedures  was  nine  per  100 
persons  covered  by  health  insurance  and  five  for  un- 
insured persons.  The  average  family  with  insurance 
incurred  annual  bills  of  $237  for  all  personal  health 
services,  and  the  average  family  without  insurance 
incurred  charges  of  $154. 


Memorial  for  Dr.  Surlier 

Friends  of  the  late  Dr.  Mervin  T.  Sudler,  former 
dean  of  the  University  of  Kansas  School  of  Medicine, 
who  died  on  June  23,  have  announced  plans  for  a 
memorial.  Those  wishing  to  contribute  to  the  fund 
may  do  so  by  sending  checks  to  the  American  Medi- 
cal Education  Foundation,  535  North  Dearborn 
Street,  Chicago  10,  Illinois.  An  attached  letter  should 
stipulate  that  the  contribution  is  for  the  Sudler  Me- 
morial Fund  and  for  the  University  of  Kansas  School 
of  Medicine. 


Vaccine  for  Respiratory  Disease 

A new  vaccine  which  has  been  found  to  reduce 
the  incidence  of  hospitalized  cases  of  respiratory  dis- 
ease by  more  than  80  per  cent  has  been  described  by 
the  Department  of  the  Army.  The  vaccine,  developed 
and  prepared  at  the  Walter  Reed  Army  Institute  of 
Research,  Washington,  was  evaluated  in  soldiers  at 
Fort  Dix,  New  Jersey.  It  was  prepared  from  tissue 
cultures  of  monkey  kidney  which  had  been  infected 
with  the  two  predominant  RI  viruses.  The  virus  in 
the  vaccine  was  killed  with  formaldehyde. 


Golden  Belt  Society  Meets 

A meeting  of  the  Golden  Belt  Medical  Society  was 
held  at  the  Country  Club  in  Manhattan  on  July  12 
with  members  of  the  Riley  County  Medical  Society  as 
hosts.  Dr.  Henry  Laurens,  Jr.,  Salina,  and  Dr. 
C.  Frederick  Kittle,  University  of  Kansas  Medical 
Center,  discussed  "Medical  and  Surgical  Treatment 
of  Peptic  Ulcer.”  Dr.  Ralph  C.  Moore,  Omaha,  spoke 
on  "Medical  Aspects  of  Highway  Accidents.” 


A grant  of  $14,850  was  awarded  recently  to  the 
University  of  Kansas  School  of  Medicine  by  the  Life 
Insurance  Medical  Research  Fund.  The  appropriation 
will  be  used  at  the  Mcllvane  Laboratory  for  studying 
the  action  of  digitoxin.  Dr.  Santiago  Grisolia,  direc- 
tor of  the  laboratory,  will  be  in  charge  of  a group  of 
six  who  will  do  the  research. 


Ectopic  Pregnancy 

Review  of  the  Literature  and  Report  of  80  Cases 


JAMES  MURRAY  STOUT,  M.D.,  Kansas  City 

The  term  ectopic  is  derived  from  the  Greek  word 
ectopos  meaning  displaced.  Ectopic  pregnancy,  there- 
fore, is  a displaced  pregnancy,  or,  as  the  term  is  now 
employed,  gestation  anywhere  outside  the  uterine 
cavity.  The  various  types  of  ectopic  pregnancy  gener- 
ally considered  are  tubal,  interstitial  portion  of  the 
tube,  uterine  cornu,  abdominal,  ovarian,  cervical,  and 
the  rudimentary  horn  of  the  uterus.  The  tubal  variety 
comprises  an  overwhelming  majority  of  the  cases, 
Eastman11  stating  that  more  than  95  per  cent  of 
ectopic  pregnancies  are  of  tubal  origin.  This  paper 
will  concern  itself  mainly  with  a review  of  tubal 
pregnancy  and  an  analysis  of  80  consecutive  cases 
of  ectopic  gestation  at  the  Kansas  University  Medical 
Center  from  1948  through  1954. 

HISTORY 

Most  of  the  information  which  is  to  follow  was 
obtained  from  Schumann’s35  historical  account  of 
ectopic  pregnancy.  According  to  him  the  condition 
was  unknown  to  the  Greeks  and  Romans.  The  first 
physician  to  describe  it  was  Abu’l-Qasim,  known  in 
Latin  Europe  as  Albucasis,  the  greatest  surgeon  of 
Islam,  who  was  born  of  Spanish  parents  at  El  Zahra, 
near  Cordoba,  in  936  A.D.  Albucasis  reported  his 
case  in  the  middle  of  the  11th  century,  after  seeing 
parts  of  a fetal  body  escaping  from  the  abdomen  by 
suppuration.  This  was  obviously  a case  of  abdominal 
pregnancy. 

Cordaeus  then  reported  the  famous  lithopedion  of 
Sens  early  in  the  16th  century.  Cornax,  in  the  early 
half  of  the  16th  century,  also  reported  an  abdominal 
pregnancy  in  which  an  ulcerating  lesion  was  noted 
on  the  abdominal  wall.  This  lesion  was  supposedly 
incised  and  a fetus  taken  from  the  abdominal  cavity. 

The  earliest  definite  surgical  interference  for  re- 
moval of  an  abdominal  fetus  was  by  Primerose  in 
1594.  Felix  Platerus  described  another  characteristic 
case  in  which  a pregnant  woman  had  been  in  labor 
eight  days  and  did  not  deliver;  a swelling  later  de- 
veloped at  the  umbilicus  which  was  laid  open  and 
an  entire,  but  semiputrid,  fetus  was  extracted. 

This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  Universtiy  of  Kansas  School  of  Medicine,  selected 
for  publication  by  the  Editorial  Board  from  a group  judged 
to  be  the  best  by  the  faculty  at  the  school.  Dr.  Stout  has 
just  completed  his  internship  at  the  University  of  Kansas 
Medical  Center,  Kansas  City,  Kansas. 


To  Riolan,  in  1604,  goes  the  distinction  of  first 
recording  a case  of  ruptured  tubal  gestation  with  the 
classical  symptoms.  The  case  was  described  as  that 
of  a 31-year-old  woman  who  had  a tumor  above  her 
right  groin  but  who  had  no  complaints  until  she  was 
four  months  pregnant.  At  this  time  she  developed 
violent  pain  which  extended  from  the  pelvis  to  the 
upper  chest  with  occasional  syncope,  continuing  until 
her  death.  Her  right  fallopian  tube  was  found  to 
contain  a fetus. 

Pierre  Dionis  is  credited  with  having  the  first 
understanding  as  to  the  etiology  of  ectopic  pregnancy. 
He  speaks  of  an  egg  too  large  to  pass  through  the 
fallopian  tube  and  of  a fallopian  tube  too  small  to 
permit  passage  of  the  egg. 

Great  advances  in  the  treatment  for  ectopic  preg- 
nancy were  initiated  by  Parry’s  work  in  1876,  when 
he  suggested  surgery  as  the  possible  treatment  for 
ruptured  tubal  pregnancy.  The  honor  of  performing 
the  first  operation  for  this  emergency  went  to  Lawson 
Tait  in  1883.  Tait’s  first  patient  died,  but  he  lost 
only  one  of  his  next  40  cases. 

The  first  American  to  operate  for  ectopic  pregnancy 
was  John  Bard,  for  an  abdominal  pregnancy,  in  1759- 
For  ruptured  tubal  pregnancy,  C.  K.  Briddon  was  the 
first  American  to  operate,  in  1883.  From  this  time 
on,  with  only  a few  brief  interruptions,  operative 
interference  has  been  the  recognized  treatment  of 
choice. 

INCIDENCE 

In  1923  Schumann35  reported  an  incidence  of  one 
ectopic  pregnancy  in  every  303  intra-uterine  preg- 
nancies. Since  that  time  there  have  been  many  reports 
on  the  incidence  of  ectopic  pregnancy.  Word  et  al.44 
recently  stated  that  occurrence  has  doubled  during  the 
past  15  years  because  of  live  births  increasing  ap- 
proximately 65  per  cent  and  because  of  the  wide- 
spread use  of  sulfas  and  penicillin  in  the  treatment 
of  salpingitis.  Krohn  and  Priver22  state  that  since  the 
advent  of  penicillin,  ectopic  pregnancies  in  various 
areas  have  approximately  doubled.  They  state  that 
the  incidence  of  ectopic  pregnancy  is  almost  four 
times  that  of  ten  years  ago.  Johnson  and  Post18  say 
the  increase  in  incidence  is  due  to  sulfas  and  anti- 
biotics and  residents  being  "ectopic  minded." 

Incidence  has  recently  been  reported  as  follows: 
Campbell,6  one  ectopic  pregnancy  in  every  165.4 
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pregnancies;  Carrabba  and  Silberblatt,7  one  in  129; 
Cook  and  Butt,8  one  in  95 ; Word,45  one  in  140.6  in 
whites  and  one  in  95.8  in  colored;  Anderson,1  one 
in  190  in  white  and  one  in  130  in  colored. 

As  shown  above,  Word45  and  Anderson1  reported 
a higher  incidence  in  the  colored  race  than  in  the 
white.  Anderson1  states  that  in  Baltimore,  in  1951, 
there  was  a 50  per  cent  higher  incidence  in  Negroes 
than  in  whites.  Priddle  et  al.33  reported  that  84.5  per 
cent  of  their  cases  were  Negroes.  At  the  Kansas 
Medical  Center,  48  (60  per  cent)  patients  were 
colored  and  32  (40  per  cent)  were  white.  This 
higher  incidence  in  the  colored  race  is  generally 
attributed  to  a higher  incidence  of  pelvic  inflamma- 
tory disease. 

As  to  the  most  common  age  at  which  ectopic  preg- 
nancy is  found  Johnson17  reports  an  average  age  of 
27  years.  Crawford  and  Hutchinson0  report  29  years, 
and  Priddle  et  al.33  report  28.2  years  as  an  average 
age.  At  Kansas  University  an  average  age  of  28.38 
years  was  found,  with  a range  of  1 5 through  40  years. 
The  majority  of  Kansas  University’s  cases  were  in  the 
third  decade  (Table  I).  Ware  and  Winston41  report 
80.8  per  cent  of  their  cases  in  the  20  through  35  age 
group.  Carrabba  and  Silberblatt7  report  86.66  per 
cent  of  their  150  cases  in  the  20  through  35  age 
group.  It  is,  of  course,  possible  for  ectopic  pregnancy 
to  occur  any  time  during  the  childbearing  age. 

TABLE  I 

COMPARISON  OF  THE  AGE  DISTRIBUTION  OF  80 
CONSECUTIVE  CASES  AT  KANSAS  UNIVERSITY 
MEDICAL  CENTER 


Age  Group 

No.  of  Patients 

Per  Cent 

Second  decade 

5 

6.25 

Third  decade 

49 

61.25 

Fourth  decade 

26 

32.50 

Fifth  decade 

0 

0.0 

Many  observers  have  noted  that  patients  who  have 
had  sterility  problems  have  a high  incidence  of  ectopic 
pregnancies.  Grant16  reported  that  the  incidence  of 
ectopic  gestations  in  the  sterility  clinic  was  seven 
times  the  usual  incidence.  Bender3  states  that  in  preg- 
nant women  who  had  previously  been  sterile,  the 
ectopic  rate  was  significantly  increased.  Grant16  says 
that  the  frequency  of  ectopic  pregnancy  in  patients 
treated  for  tubal  blockage  by  high  pressure  insuffla- 
tion was  25  times  that  found  among  the  rest  of  the 
pregnant  members  of  the  population.  At  Kansas 
University,  three  of  the  patients  had  been  to  the 
sterility  clinic  and  two  had  had  their  tubes  treated 
by  high  pressure  insufflation.  Smith,37  Jones,10  Book- 
rajian  and  Luther4  report  27.8  per  cent,  39.57  per 


cent,  and  21.5  per  cent,  respectively,  of  their  ectopic 
pregnancies  as  being  gravida  0.  Tables  II  and  III 
show  the  gravidity  and  parity  of  the  women  having 
ectopic  pregnancies  at  Kansas  University. 

At  Kansas  University  there  was  an  average  lapse 
of  2.62  years  since  the  last  pregnancy.  In  20  (25  per 
cent)  patients  one  year  or  less  had  elapsed  since  the 
last  pregnancy.  In  58  (72.5  per  cent)  patients  there 
had  been  six  years  or  less  since  the  last  pregnancy. 
The  span  was  three  months  through  20  years. 


TABLE  II 

PREVIOUS  GRAVIDITY  OF  ECTOPIC  PREGNANCIES 
AT  THE  KANSAS  UNIVERSITY  MEDICAL  SCHOOL 


Gravidity 

No.  of  Cases 

Per  Cent 

0 

11 

13.75 

1 

18 

22.50 

2 

17 

21.25 

3 

17 

21.25 

Others 

17 

21.25 

TABLE  III 

PREVIOUS  PARITY  OF  ECTOPIC  PREGNANCIES  AT 
THE  KANSAS  UNIVERSITY  MEDICAL  CENTER 

Parity 

No.  of  Cases 

Per  Cent 

0 

17 

21.25 

1 

24 

30.00 

2 

13 

16.25 

3 

13 

16.25 

Others 

13 

16.25 

ETIOLOGY 

The  etiology  of  ectopic  pregnancy  has  been  the 
cause  of  much  investigation  and  speculation.  Probably 
the  most  important  etiologic  factor  is  disturbed  trans- 
portation of  the  ovum.  Novak29  considers  chronic 
pelvic  inflammatory  disease  the  dominating  factor  in 
this  disturbed  transportation.  He  states  that,  as  a 
result  of  this,  there  may  be  narrowing  of  the  tubal 
lumen,  or  the  tubal  folds  may  become  agglutinated 
to  produce  blind  alleys.  He  also  suggests  that  inflam- 
mation may  impair  muscular  and  ciliary  activity  of 
the  tube  and  in  this  way  disturb  the  normal  progress 
of  the  ovum.  Peritubal  inflammation  may  form  ad- 
hesions which  may  constrict  or  angulate  the  tube  and 
thereby  inhibit  ovum  transportation. 

Litzenburg26  does  not  think  inflammatory  disease 
is  as  important  as  do  most  observers.  He  states  that 
less  than  ten  per  cent  of  his  specimens,  including 
tubes  sent  by  others  for  pathological  examination, 
showed  positive  evidence  of  salpingitis.  Eastman11 
believes  salpingitis  is  an  important  cause  of  tubal 
pregnancy  but  thinks  only  about  a quarter  of  the  cases 


AUGUST,  1956 


501 


PROVED  ANTICHOLINERGIC  EFFICIENCY 


Pro-Banthine®  Provides 

Rapid  Relief  in  Acute  Pancreatitis 


Sites  of  Action  of  Pro-Banthine 


Pro-Banthine  inhibits  excessive  vagal  stimulation 
of  the  stomach  and  pancreas  and  reduces 12 
both  gastric  and  pancreatic  secretions. 


With  use  of  the  Levin  tube  and  a 
drug  “such  as  Pro-Banthine  . . . 
most  cases  of  acute  pancreatitis3 
will  subside  in  a few  hours,  or  at 
the  most,  in  a few  days.” 
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1.  Jones,  C.  A.: 

(Sept.)  1955. 

2.  Zollinger,  R.  M.: 

323  (April)  1954. 

3.  Woodward,  E.  R.:  M.  Clin 
America  38.115  (Jan.)  1954. 

4.  Schwartz,  I.  R.,  and  Hinton.  J.  W.: 
Personal  communication,  February, 
1955. 


Arch.  Int.  Med.  98:332 
Postgrad.  Med.  15: 
North 


Sites  of  Action  of  Pro-Banthine.  The  principal  site  of  action  of 
Pro-Banthine  is  on  the  parasympathetic  system  where  it  exerts  a dual 
action  while  exerting  a single  and  lesser  action  on  the  sympathetic 
system:  (1)  parasympathetic  effector;  (2)  parasympathetic  ganglion; 
(3)  sympathetic  ganglion  ( see  arrows). 
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can  be  attributed  to  it.  The  following  shows  the  fre- 
quency of  salpingitis  in  ectopic  pregnancy  as  reported 
by  various  investigators:  33.5  per  cent,45  15  per 
cent,6  8.3  per  cent,19  28  per  cent,33  49.4  per  cent,37 
27.2  per  cent,4  29.67  per  cent,9  and  18.6  per  cent.7 
At  Kansas  University,  25  of  the  specimens  submitted 
for  pathologic  examination  or  31.25  per  cent,  showed 
evidence  of  salpingitis. 

Smith37  suggests  that  appendicitis,  tuberculosis,  and 
previous  laparotomies  may  be  other  sources  of  infec- 
tion. Jones19  reported  47.9  per  cent  of  his  48  cases 
had  had  previous  surgery.  Crawford  and  Hutchinson9 
reported  15.3  per  cent  as  having  had  previous  lower 
abdominal  surgery.  At  Kansas  University  19  (23.75 
per  cent)  cases  had  had  previous  surgery,  14  for 
appendicitis. 

Because  of  the  fairly  large  numbers  of  ectopic  ges- 
tations in  patients  who  had  had  appendectomies  some 
observers  speculate  there  will  be  a higher  incidence 
of  ectopic  pregnancies  in  the  right  than  in  the  left 
tube.  Table  IV  shows  the  frequency  of  right  and  left 
tubal  gestations  as  reported  by  many  observers,  in- 
cluding the  author. 

TABLE  IV 

FREQUENCY  OF  RIGHT  AND  LEFT  TUBAL 
PREGNANCIES  AS  REPORTED  BY  VARIOUS 
INVESTIGATORS 


Reporters 

No.  of  Cases 
or  Per  Cent 
in  Rt.  Tube 

No.  of  Cases 
or  Per  Cent 
in  Left  Tube 

Bilateral 

Kansas 

University 

38  (48.1%)  cases 

41  (51.9%)  cases 

0 

Word45 

85 

54 

0 

Campbell8 

211 

156 

0 

Jones19 

32 

16 

0 

Bookrajian 
et  al.4 

62 

63 

0 

Draa 
et  al.10 

124 

100 

0 

Crawford 
et  al.9 

53.0% 

46.0% 

1% 

Krohn  and  Priver21’  22  have  reported  antibiotics 
used  in  the  treatment  of  pelvic  inflammatory  disease 
may  prevent  complete  occlusion  of  the  tube;  in  these 
damaged  but  patent  tubes,  tubal  pregnancy  would  be 
more  likely  to  occur. 

Other  factors  which  may  disturb  or  delay  transpor- 
tation of  the  ovum  are:  congenital  diverticula,  tumors 
outside  the  tube  such  as  myomas  and  ovarian  cysts, 
intratubal  polyps,  adenomyosis,  external  transmigra- 
tion, and  factors  inherent  in  the  ovum.  Osiakina- 
Rajdestvenskaia31  states  that  among  mechanical  fac- 
tors which  may  disturb  ovum  transportation,  "defec- 
tive development  of  the  tube  of  postembryonic  nature 
seems  to  be  of  prevailing  importance.’’  He  suggests 


also  that  various  emotions  influencing  the  vegetative 
nervous  system  may  play  an  important  part. 

Frankel  and  Schenck5  suggest  that  "all  ectopic 
pregnancies,  tubal  or  otherwise,  occur  because  of 
nidation  of  the  fertilized  ovum  in  a locus  of  ectopic 
endometrial  tissue  to  which  the  ovum  is  chemotacti- 
cally  attracted.’’  Most  investigators  regard  this  as  an 
exaggeration  but  do  not  deny  that  it  may  be  a factor 
in  a small  number  of  cases. 

There  are  many  differences  in  opinion  as  to  the 
etiology  of  ectopic  pregnancy.  There  are  obviously 
many  factors  involved,  and  it  would  probably  be 
safe  to  say  that  each  may  play  a part  at  one  time  or 
another. 

PATHOLOGY 

Litzenburg25  summarized  ectopic  pregnancy  ade- 
quately when  he  stated  that  "every  physiologic  process 
occurring  in  intrauterine  pregnancy  is  repeated  in 
ectopic  pregnancy,  but  from  the  moment  that  the 
ovum  penetrates  the  mucous  membrane  of  the  tube, 
every  detail  is  pathologic  because  the  tube  is  anatomi- 
cally and  histologically  unsuited  for  a pregnancy.’’ 

The  ovum  implantation  may  be  either  columnar  or 
intercolumnar,  the  latter  being  more  common.30  In 
intercolumnar  implantation,  the  ovum  burrows  into 
the  tube  wall  as  it  would  into  normal  endometrium, 
but  because  of  the  lack  of  decidua  and  submucosa 
the  process  rapidly  becomes  pathologic.  The  decidua 
is  normally  a protective  organ  in  intra-uterine  preg- 
nancies. In  tubal  pregnancies  the  decidua  is  not  found 
in  as  great  an  abundance  as  in  intra-uterine  preg- 
nancies. Novak29  states  the  decidua  present  in  tubes 
is  patchy  and  imperfect.  Litzenburg25  says  that  "in  the 
ovum  bed  there  is  no  decidua,  but  only  occasional 
decidual  cells  or  at  most  patches,  hence  the  term 
decidua  basalis,  as  in  intra-uterine  pregnancy,  should 
not  be  used;  basalis  being  a better  term.”  This  "bas- 
alis”  is  made  of  an  imperfect  layer  of  decidual  cells, 
connective  tissue,  and  muscle  cells  which  are  partially 
destroyed  by  the  erosive  action  of  the  trophoblast.29 

A capsularis  is  also  found  in  tubal  pregnancy,  but 
it  is  not  true  capsularis  as  in  intra-uterine  pregnancy. 
The  capsularis  may  contain  decidual  cells,  but  they 
are  still  not  near  as  frequent  as  in  intra-uterine  preg- 
nancy. Therefore  the  term  decidua  capsularis,  as 
decidua  basalis,  is  improper.25  The  capsularis  may 
consist  of  tubal  mucosa  and  muscle  cells  with  often 
a fibrinoid  layer. 

As  the  ovum  burrows  into  the  tube  wall,  the  basalis 
and  capsularis  are  formed.  The  ovum’s  erosive  action 
begins  to  weaken  tissue  and  penetrate  blood  vessels. 
The  vessels  of  the  tube  muscle  are  larger  than  in  the 
uterine  decidual  basalis,  and  therefore  the  conse- 
quences are  more  serious.  Hemorrhage  into  the  inter- 
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villous  spaces  may  result  which,  along  with  the 
enlarging  ovum,  may  place  the  capsularis  externa 
under  excessive  pressure  and  cause  an  external  tubal 
rupture.  More  frequently  this  hemorrhage  may  in- 
filtrate the  inner  ovum  capsule  and  cause  an  intra- 
tubal  rupture.  The  inner  ovum  capsule,  which  is  thin 
and  eroded,  cannot  resist  the  growing  ovum  or 
hemorrhage  as  easily  as  the  eroded  tube  wall;  hence, 
intratubal  rupture  is  more  common  than  external 
tubal  rupture. 

Tubal  pregnancy  may  terminate  in  one  of  several 
ways. 

1.  Rupture  of  the  inner  ovum  capsule  with  the 
ovum  remaining  attached  to  the  tubal  wall.  Bleeding 
will  usually  continue  in  this  case  and  trickle  into 
the  cul-de-sac,  forming  a hematocele.  If  the  fimbri- 
ated extremity  is  occluded,  however,  a hematosalpinx 
may  be  the  result.  Litzenburg25  states  that  this  is  the 
more  common  fate  of  tubal  pregnancy,  and  Eastman11 
says  it  occurs  ten  times  as  often  as  complete  separa- 
tion of  the  ovum  from  the  tube  wall. 

2.  Rupture  of  the  inner  ovum  capsule  with  sep- 
aration of  the  ovum  from  the  tube  wall.  Bleeding  in 
this  case  may  continue  until  the  ovum  is  extruded 
into  the  peritoneal  cavity.  It  is  probably  the  force  of 
the  blood  which  expels  the  ovum  and  not  the  action 
of  the  tube.26  This  is  the  so  called  tubal  abortion 
which  Litzenburg26  believes  may  possibly  happen  but 
is  certainly  not  the  general  rule. 

3.  Tubal  rupture.  In  this  case  the  erosion  of  the 
trophoblast  has  weakened  the  tube  wall  and  opened 
vessels,  causing  the  tube  to  perforate.  Bleeding  may 
be  slight  or  profuse.  If  it  occurs  between  the  folds 
of  the  broad  ligament,  a hematoma  may  result. 

4.  Broad  ligament  pregnancy.  After  tubal  rupture 
along  the  mesosalpingeal  border,  the  early  pregnancy 
may  be  extruded  into  the  broad  ligament.  If  the  am- 
nion remains  intact  and  only  the  peripheral  segment 
of  the  chorion  has  been  traumatized,  the  dislodged 
embryo  survives  and  may  occasionally  go  to  term,43 
although  fetal  death  is  the  rule. 

5.  Secondary  abdominal  pregnancy.  This  may 
sometimes  occur  after  tubal  rupture  when  the  tropho- 
blast is  not  entirely  extruded  and  gradually  becomes 
weaned  from  the  tube. 

6.  Spontaneous  regression.  This  occasionally  will 
occur  if  bleeding  is  not  severe. 

7.  Lithopedion  formation  or  mummification. 

8.  Tubal  hydatidiform  mole  or  chorionepithelioma. 

9.  Tubal  term  pregnancy.  In  1953  Frachtman14 
stated  that  only  75  cases  of  tubal  pregnancy  going  to 
term  were  known.  Fetal  mortality  in  those  cases  was 
80  per  cent. 

As  can  be  concluded  from  the  above,  if  there  is 
blood  in  the  abdomen,  the  tubal  pregnancy  must 


necessarily  have  ruptured  either  externally  into  the 
peritoneal  cavity  or  internally  through  the  inner  ovum 
capsule.  Bell  and  Ingersoll,2  Crawford  and  Hutchin- 
son,0 and  Smith37  report  67  per  cent,  88  per  cent, 
and  89-8  per  cent,  respectively,  of  their  patients  had 
a hemoperitoneum.  At  Kansas  University,  65  (81.25 
per  cent)  patients  were  found  to  have  hemoperito- 
neum at  surgery. 

The  distal  third  of  the  tube  has  been  found  to  be 
the  most  frequent  site  of  tubal  pregnancy.  Table  V 
illustrates  the  site  of  tubal  involvement  as  reported 
by  various  investigators. 

Of  the  80  cases  at  Kansas  University,  78  were 
tubal  pregnancies,  one  was  a cornual  pregnancy,  and 
one  was  an  abdominal  pregnancy. 


TABLE  V 

SITES  OF  TUBAL  PREGNANCY  AS  REPORTED  BY 
VARIOUS  INVESTIGATORS 


Reporter 

Proximal 
T bird 

Middle 

Third 

Distal 
T bird 

Kansas  University 

15.71% 

31.42% 

52.85% 

Crawford  et  al.° 

14.00% 

39.00% 

46.00% 

Priddle  et  al.33 

15.00% 

34.00% 

44.00% 

SYMPTOMS 

Most  symptoms  of  ectopic  pregnancy  can  be  attrib- 
uted to  tubal  rupture  or  rupture  of  the  inner  ovum 
capsule.  The  main  part  of  this  discussion  will  cover 
the  classical  triad  of  pain,  vaginal  bleeding,  and 
amenorrhea. 

Pain.  This  is  the  most  frequent  symptom  of  ectopic 
pregnancy,  as  most  investigators  will  agree  (Table 
VIII).  If  rupture  has  not  occurred,  the  pain  may  be 
mild,  intermittent,  and  localized  to  one  of  the  lower 
abdominal  quadrants.4  With  rupture  there  is  usually 
a sudden  onset  of  sharp,  severe,  cramping  pain 
which  may  be  constant  or  intermittent.  Pain  is  usually 
more  severe  on  the  side  of  gestation.  This  pain  may 
regress,  only  to  return  again,  occasionally  of  a more 
severe  nature.  It  may  sometimes  be  referred  to,  the 
chest,  shoulder,  umbilicus,  flank,  rectum,  suprapubic 
region,  or  leg.  If  the  hemorrhage  is  great  there  may 
be  generalized  abdominal  pain.  Pain  may  be  initiated 
by  straining  at  stool,  by  any  exertion,  or  while  doing 
nothing.  Many  patients  complain  of  painful  bowel 
movements.  Dysuria  and  dyspareunia  are  occasional 
complaints. 

At  Kansas  University,  79  (98.75  per  cent)  patients 
complained  of  pain.  It  was  located  in  the  same  lower 
abdominal  quadrant  as  the  gestation  in  38  (47.50  per 
cent)  patients.  Table  VI  a.  and  b.  gives  the  descrip- 
tion and  location  of  pain  and  its  frequency  in  Kansas 
University's  80  patients. 
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Vaginal  Bleeding.  Most  investigators  find  this  to 
be  the  second  most  common  symptom  of  ectopic 
pregnancy  (Table  VIII).  It  signifies  death  of  the 
fetus  or  disturbance  of  fetal  attachment44  and  is  char- 
acteristically of  endometrial  origin,  having  its  source 
in  the  venous  channels  of  the  endometrium.28  It  is 
initiated  by  separation  of  the  placenta  although  other 
factors,  probably  of  a hormonal  nature,  are  concerned 
in  its  continuance  for  many  weeks.  Novak  and 
Darner28  theorize  that  "the  source  of  this  factor  in 
keeping  up  the  bleeding  is  probably  in  some  un- 
known way  associated  with  the  persistence  of  tropho- 
blastic elements  in  the  tubal  wall  long  after  actual 
death  of  the  embryo.”  Bleeding  is  usually  spotting  in 
amount  and  may  or  may  not  be  preceded  by  amenor- 
rhea. Seldom  is  it  profuse.  Patients  usually  describe 
the  color  as  dark  although  it  may  occasionally  be 
bright  red. 

At  Kansas  University,  72  (90  per  cent)  patients 
had  vaginal  bleeding.  It  was  described  as  spotting  by 
47  patients.  Eleven  patients  described  the  color  as 
dark,  four  as  bright  red,  five  as  both  dark  and 
bright  red,  and  three  as  pink.  Descriptions  were  not 
available  from  the  remaining  patients. 

Eastman11  says  that  in  approximately  a third  of 
such  patients,  pain  precedes  vaginal  bleeding,  in  a 
third  vaginal  bleeding  precedes  pain,  and  in  another 
third  pain  and  vaginal  bleeding  occur  simultaneously. 
At  Kansas  University  26  (32.50  per  cent)  patients 
described  pain  as  preceding  bleeding,  45  (56.25  per 
cent)  described  bleeding  as  preceding  pain,  and  9 
(11.25  per  cent)  reported  bleeding  and  pain  as  oc- 
curring simultaneously. 

Amenorrhea.  This  is  generally  accepted  as  the 
third  most  common  symptom  of  ectopic  pregnancy 
(Table  VIII).  It  is,  of  course,  dependent  upon  the 
survival  of  the  embryo  and  may  therefore  be  of 
variable  duration.  Many  patients  will  not  have 
amenorrhea  since  death  of  the  fetus  or  disturbance 
in  fetal  attachment  may  occur  before  the  due  period. 
Jones,19  therefore,  does  not  think  it  wise  to  place  too 
much  reliability  on  its  presence  or  absence. 

At  Kansas  University,  50  (62.50  per  cent)  pa- 
tients gave  a history  of  amenorrhea.  The  average 
duration  was  24.14  days,  but  in  the  majority  of  pa- 
tients it  lasted  two  weeks  or  less  (Table  VII). 

Nausea  and  Vomiting.  These  are  probably  due  to 
peritoneal  irritation.  Crawford  and  Hutchinson9  re- 
ported 48  per  cent  of  their  patients  experienced  vom- 
iting and  29  per  cent  nausea.  At  Kansas  University, 
30  (37.50  per  cent)  patients  complained  of  nausea 
and  28  (35  per  cent)  of  vomiting. 

Fainting  and  Weakness.  Fainting  is  probably  the 
most  talked  about  symptom  of  ectopic  pregnancy.  It 
is  almost  always  included  in  a discussion  of  the  clas- 
sical picture.  Crawford  and  Hutchinson,9  however, 


TABLE  VI  a 

PATIENTS’  DESCRIPTION  OF  PAIN  AND  FRE- 
QUENCY AT  KANSAS  UNIVERSITY  MEDICAL 
CENTER 


Patients’  Description  of  Pain 

Frequency  Described 

A.  Severe  in  character 

44 

B.  Cramping  in  character 

37 

C.  Acute  in  onset 

27 

D.  Sharp  in  character 

21 

E.  Dull  in  character 

6 

TABLE  VI  b 

LOCATION  OF  PAIN  AND  FREQUENCY  DESCRIBED 

BY  KANSAS  UNIVERSITY'S  80  PATIENTS 

Location  of  Pain 

Frequency  Described 

A.  Same  quadrant  as  gestation 

38 

B.  Lower  abdomen 

26 

C.  Generalized  abdominal  pain 

8 

D.  Epigastric  region 

4 

E.  Chest 

4 

F.  Dysuria 

18 

G.  Pain  on  bowel  movement 

18 

H.  Shoulder  pain 

8 

I.  Suprapubic  region 

8 

J.  Dyspareunia 

6 

K.  Radiated  to  flank 

6 

L.  Radiated  to  rectum 

5 

M.  Pain  on  breathing 

4 

N.  Radiated  to  umbilicus 

3 

O.  Radiated  to  leg 

2 

found  it  occurred  in  only  21 

per  cent  of  their  pa- 

tients.  At  Kansas  University 

Medical  Center,  17 

(21.25  per  cent)  patients  described  a fainting  epi- 

sode.  Crawford  and  Hutchinson9  stated  that  29  per 

cent  of  their  patients  complained  of  weakness.  Giv- 

ing  this  symptom  at  Kansas 

University  were  23 

(28.75  per  cent)  patients. 

Urinary  Symptoms.  Irritation  of  the  peritoneum 

covering  the  bladder  is  usually 

responsible  for  these 

symptoms.  At  Kansas  University,  12  (15  per  cent) 

patients  complained  of  frequency  of  urination.  Other 

urinary  symptoms  (dysuria  and  suprapubic  pain) 

are  mentioned  above  under  the  discussion  of  pain. 

Boivel  Symptoms.  These  symptoms  are  also  due  to 

peritoneal  irritation  by  blood. 

Urge  to  defecate  and 

painful  bowel  movements,  the  most  outstanding,  are 

TABLE  VII 

DURATION  OF  AMENORRHEA 

OF  50  PATIENTS  AT 

THE  KANSAS  UNIVERSITY 

MEDICAL  CENTER 

Duration  of  Amenorrhea 

No.  of  Patients 

7 days  or  less 

13 

8 through  14  days 

13 

15  through  21  days 

7 

22  through  28  days 

6 

29  through  56  days 

7 

Over  56  days 

4 

and  nine  years 
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mentioned  above.  Constipation  was  mentioned  by 
12  (15  per  cent)  patients  at  Kansas  University.  Diar- 
rhea was  mentioned  by  four  patients. 

Other  Symptoms.  Tingling  of  the  breasts,  tender 
breasts,  enlarged  breasts,  leukorrhea,  and  shortness 
of  breath  were  mentioned  by  five,  seven,  seven,  five, 
and  two  patients,  respectively. 

PHYSICAL  EXAMINATION 

Abdominal  Examination . On  palpation  of  the  ab- 
domen, abdominal  tenderness  is  the  most  frequent 
finding.4’  9-  44>  45  It  may  be  entirely  lacking,  moder- 
ate, or  severe.  Occasionally  it  may  be  generalized,  but 
frequently  it  is  localized  to  one  side.  Rigidity  may  be 
found,  but  Word44  states  it  will  not  be  present  un- 

TABLE  VIII 

FREQUENCY  OF  THE  CLASSICAL  TRIAD  OF 
SYMPTOMS  AS  REPORTED  BY  VARIOUS 
INVESTIGATORS 


Investigator 

Pain 

Bleeding 

Amenorrhea 

Kansas  University 

98.75% 

90.00% 

62.50% 

Word  et  al.44 

98.7 

88.0 

76.4 

lones19 

100.0 

50.0 

Word45 

97.8 

90.7 

62.8 

Torpin40 

96.0 

92.0 

75.0 

Tohnson17 

93.5 

42.3 

Smith37 

100.0 

59.5 

93.7 

Ware,  Winston41 

98.6 

84.0 

Crawford,  Hutchinson9 

94.0 

70.0 

75.0 

Bell,  Ingersoll2 

92.0 

83.8 

Bookrajian,  Luther4 

98.4 

73.5 

68.0 

less  the  patient  is  seen  shortly  after  the  initial  rup- 
ture. After  the  initial  stage  of  bleeding  has  passed, 
the  abdomen  may  become  distended  and  doughy. 
Abdominal  palpation  may  reveal  a mass,  but  this  is 
not  the  general  rule.  Occasionally  percussion  may 
reveal  flank  dullness  if  there  is  much  blood  in  the 
abdomen.  Table  IX  illustrates  the  various  abdominal 
findings  at  Kansas  University. 

Pelvic  Examination.  The  findings  on  pelvic  exam- 
ination are  frequently  of  immense  value  in  arriving 
at  a diagnosis  of  ectopic  pregnancy.  The  cervix  may 
or  may  not  be  soft,  may  be  blue  in  color,  and  not 
infrequently  is  painful  on  movement.  Eastman11  rates 
pain  on  cervical  motion  as  by  far  the  most  frequent 
physical  finding,  but  other  investigators  do  not  en- 
tirely support  this  statement.4-  44-  45  Pain  on  cervical 
motion  is  usually  attributed  to  irritation  of  the  peri- 
toneum by  blood,  and  therefore  it  is  not  a specific 
finding  of  ectopic  pregnancy.  The  uterus  is  not  un- 
commonly enlarged  because  of  the  estrogen  action 
by  the  placenta.  It  may  also  be  pushed  to  the  side  by 
the  pelvic  mass.  On  examination  of  the  adnexa, 
mass  is  commonly  found  which  may  or  may  not  be 
tender.  The  mass  is  usually  soft  and  elastic  but  may 
be  firm.  If  there  has  been  bleeding  which  has  reached 


the  cul-de-sac,  a doughy  mass  may  be  found  there. 
Table  IX  illustrates  the  findings  at  Kansas  Univer- 
sity. 

Temperature.  Temperature  may  be  an  extremely 
good  means  of  distinguishing  ectopic  pregnancy  from 
pelvic  inflammatory  disease.  Temperature  in  ectopic 
pregnancy  rarely  goes  over  100  degrees.  On  rupture  it 
may  drop,  but  with  absorption  of  blood  it  may  later 
rise.  At  Kansas  University  the  temperature  range 
was  from  96  through  100.6  degrees  on  admission 
and  was  over  100  degrees  in  only  two  patients. 

Blood  Pressure  and  Pulse.  These  are  important  in 
ectopic  pregnancy,  mainly  to  evaluate  the  patient  in 
regard  to  shock.  As  might  be  expected,  blood  pres- 
sure drops  in  proportion  to  suddenness  and  extent  of 
the  rupture.  Many  investigators  put  much  faith  on 
pulse  as  an  indication  of  tubal  rupture.  At  Kansas 
University  the  pulse  rate  was  over  100  on  27  (33-75 
per  cent)  patients.  The  blood  pressure  was  90  systolic 
or  below  in  12  patients  and  100  systolic  or  below  in 
20  patients. 

Shock.  Word44  states  that  many  patients  go  into  a 
shock-like  state  initially  with  a blood  loss  of  only  a 
few  ounces.  These  patients  usually  recover  promptly. 
If,  however,  bleeding  continues  rapidly,  the  patient 
may  go  into  true  shock.  When  the  patient  goes  into 
shock  does  not  necessarily  depend  upon  the  amount 
of  blood  lost  but  more  probably  depends  upon  the 
rapidity  of  its  spill  into  the  peritoneal  cavity.44  At 
Kansas  University  Medical  Center,  9 (11.25  per 
cent)  patients  were  in  true  shock  on  admission. 

TABLE  IX  a 

FINDINGS  ON  ABDOMINAL  EXAMINATION  OF 
80  CONSECUTIVE  CASES  AT  KANSAS 
UNIVERSITY  MEDICAL  CENTER 


Finding  on  Abdominal  Examination 

Frequency  Found 

A.  Abdominal  tenderness 

66  patients 

B.  Rebound  tenderness 

31 

C.  Abdominal  mass  palpable 

13 

D.  Abdominal  rigidity 

9 

E.  Abdominal  distention 

6 

F.  Flank  dullness 

2 

TABLE  IX  b 

FINDINGS  ON  PELVIC  EXAMINATION  OF  80 

CONSECUTIVE  CASES  AT  THE  KANSAS 

UNIVERSITY  MEDICAL 

CENTER 

Findings  on  Pelvic  Examination 

Frequency  Found 

A.  Mass  in  adnexa 

54  patients 

B.  Adnexal  tenderness 

37 

C.  Pain  on  cervical  motion 

31 

D.  Enlarged  uterus 

28 

E.  Doughy  fullness  in  cul-de-sac 

27 

F.  Soft  cervix 

17 

G.  Uterus  displaced 

13 

H.  Blue  cervix 

11 

anxiety  is  part 
of  EVERY  ILLNESS1 


The  physically  sick  patient  faces  two  stresses — the  sickness  and  the 
anxiety  that  it  brings.1  All  too  often,  the  anxiety  is  a threat  to  the 
patient’s  progress.  It  may  intensify  symptoms,  give  uncertainty  to 
therapy,  and  impair  rapport. 

To  combat  the  anxiety  component  of  physical  illness,  Equanil  pro- 
motes equanimity,  relieves  muscle  tension,  and  encourages  normal 
sleep.2  By  these  specific  actions,  Equanil  gives  breadth  to  the  treat- 
ment program — expands  the  physician’s  resources, 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

Usual  Dose:  1 tablet,  t.i.d. 


1.  Braceland,  F.J.:  Texas  State  J.  Med.  51:287  (June)  1955. 

2.  Lemere,  F.:  Northwest  Med.  54:1098  (Oct.)  1955. 
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DIAGNOSIS 

It  must  be  emphasized  that  careful  history  and 
physical  examination  are  extremely  important  in  ar- 
riving at  a correct  diagnosis  of  ectopic  pregnancy. 
Ectopic  pregnancy  is  notorious  for  its  confusing  pic- 
ture and  the  difficulty  it  causes  the  diagnostician. 
Various  investigators  have  reported  a correct  pre- 
operative diagnosis  in  77.5  per  cent,44  84.3  per 
cent,9  70.9  per  cent,4  52  per  cent,2  and  87.1  per 
cent45  of  their  patients. 

At  Kansas  University  the  preoperative  diagnosis 
was  correct  in  73  (91.25  per  cent)  patients;  how- 
ever, there  are  undoubtedly  a few  patients  not  in- 
cluded in  this  series  who  went  to  surgery  with  an 
incorrect  diagnosis  of  ectopic  pregnancy  which  would 
lower  the  percentage  of  correct  preoperative  diagno- 
sis. The  differential  diagnosis  usually  consists  of  sal- 
pingitis, uterine  abortion,  appendicitis,  torsion  of  an 
ovarian  cyst,  spontaneous  rupture  of  a follicle  or 
corpus  lutein  cyst  with  intra-abdominal  hemorrhage, 
fibroids,  and  endometriosis.  Various  diagnostic  aids 
will  be  discussed  below. 

Cul-de-sac  Aspiration.  Many  investigators  report 
aspiration  of  the  cul-de-sac  as  a valuable  diagnostic 
aid.  Word,45  Word  et  al.,44  and  Winkler  and 
Capraro42  report  culdocentesis  as  correct  in  90  per 
cent,  92  per  cent,  and  92  per  cent,  respectively,  of 
their  cases.  Eastman,11  however,  believes  abdominal 
exploration  to  be  safer  than  culdocentesis. 

A positive  culdocentesis  is  dependent  upon  extra- 
vasation of  blood  into  the  peritoneal  cavity  from  a 
ruptured  ectopic  pregnancy.  This  blood  clots,  and 
the  clot  is  agitated  by  motion  of  the  patient  and  the 
intestinal  tract.  The  peritoneum  then  reacts  by  ex- 
pressing a transudate  that  mixes  with  serum,  red 
blood  cells,  and  fibrin  from  the  clot.45  This  mixture 
is  the  material  obtained  on  aspiration  of  the  cul-de- 
sac.  It  can  be  distinguished  from  venous  blood  by 
two  means:  (1)  venous  blood  clots  within  ten  min- 
utes whereas  the  material  resulting  from  a tubal  rup- 
ture will  not;  (2)  if  the  material  resulting  from  a 
tubal  rupture  is  placed  on  a slide,  flakes  of  fibrin 
will  be  seen,  which  is  not  true  of  venous  blood.  At 
Kansas  University,  culdocentesis  was  performed  on 
12  of  the  80  patients  with  ectopic  pregnancy.  It  was 
positive  in  nine  cases  and  negative  in  three  cases. 

Hormonal  Pregnancy  Tests.  There  are  many  views 
on  the  value  of  hormonal  pregnancy  tests  as  an  aid 
in  the  diagnosis  of  ectopic  pregnancy.  The  tests  are 
positive  so  long  as  there  is  live  chorionic  tissue  grow- 
ing in  the  genital  tract.  Of  course  intra-uterine  preg- 
nancy or  incomplete  abortion,  as  well  as  a corpus 
lutein  cyst,  may  give  a positive  test.  Frequently  the 
time  factor  does  not  allow  hormonal  tests  to  aid  in 


diagnosis.  At  Kansas  University  Medical  Center,  hor- 
monal tests  were  performed  on  35  patients.  Of  these 
25  (71.42  per  cent)  were  positive  and  10  (28.58 
per  cent)  were  negative.  Crawford  and  Hutchinson8 
as  well  as  Bookrajian  and  Luther4  report  75  per  cent 
of  their  tests  as  positive. 

Curettage.  The  decidual  reaction  of  the  uterus  is 
the  same  in  an  ectopic  pregnancy  as  in  a normal  intra- 
uterine pregnancy.  With  death  of  the  embryo  in  ec- 
topic pregnancy,  the  superficial  compact  portion  of 
the  decidua  with  a considerable  portion  of  spongy 
glandular  layer  is  cast  off.28  After  separation,  this 
decidual  tissue  may  not  be  expelled  from  the  vagina 
for  many  days,  when  it  may  present  as  a large,  com- 
plete, decidual  cast  or  in  smaller  portions  resembling 
menstruation.  After  disappearance  of  the  decidua, 
the  endometrium  immediately  begins  regenerating.5 
This  explains  why  a curettage  may  reveal  decidual 
tissue,  proliferative,  or  secretory  endometrium,  de- 
pending upon  the  embryo's  status.  If  decidua  with- 
out chorionic  villi  is  found  on  curettage,  it  may  be  a 
valuable  aid  in  diagnosing  ectopic  pregnancy,  but  it 
is  not  conclusive.  At  Kansas  University,  six  patients 
had  curettages  which  revealed  one  decidua,  two  pro- 
liferative endometria,  and  three  secretory  endometria. 
Eleven  patients  passed  a decidual  cast. 

Sedimentation  Rate.  Bookrajian  and  Luther4  be- 
lieve the  sedimentation  rate  to  be  of  little  value  in 
diagnosing  ectopic  pregnancy.  Word,45  however, 
gives  it  some  value  in  distinguishing  ectopic  preg- 
nancy from  acute  salpingitis.  At  Kansas  University, 
73  sedimentation  rates  were  performed,  Table  X 
showing  the  results. 

TABLE  X 


RESULTS  OF  73  SEDIMENTATION  RATES  AT 
KANSAS  UNIVERSITY  MEDICAL  CENTER 


Sedimentation  Rate  (mm./ hr.) 

Number  of  Cases 

10  or  below 

8 

11  through  20 

26 

21  through  30 

33 

Above  30 

6 

White  Cell  Count.  Eastman11  believes  the  white 
count  to  be  of  little  help  in  the  diagnosis  of  ectopic 
pregnancy.  He  states  that  in  cases  of  old  rupture  or 
slow  leak,  the  count  is  likely  to  be  normal,  whereas 
after  sudden  massive  hemorrhage  it  may  be  over 
15,000.  Bookrajian  and  Luther4  report  leukocytosis 
to  be  a rather  prominent  feature.  Smith37  reported 
an  average  white  count  of  10,260,  while  Crawford 
and  Hutchinson9  found  90  per  cent  of  their  patients 
had  white  counts  of  10,000  or  over.  At  Kansas  Uni- 
versity, 40  (50  per  cent)  patients  had  white  counts 
of  10,000  or  more  on  admission  and  15  (18.75  per 
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cent)  patients  had  15,000  or  over.  The  average  white 
count  was  10,979. 

Red  Cell  Count  and  Hemoglobin.  Shortly  after 
rupture  with  severe  bleeding,  the  red  count  may  not 
be  significantly  altered.  When  the  body  fluids  have 
had  time  to  dilute  the  circulating  blood,  the  red  cell 
count  may  be  reduced.32  It  should  also  be  kept  in 
mind  that  pregnant  women  may  have  anemia  due  to 
other  causes.  The  same  general  statements  also  apply 
for  hemoglobin.  At  Kansas  University  Medical  Cen- 
ter, 19  (23.75  per  cent)  patients  had  red  counts 
below  three  million,  while  only  three  counts  were 
below  two  million.  Table  XI  shows  hemoglobin  find- 
ings. 

TABLE  XI 

RESULTS  OF  HEMOGLOBIN  ON  80  PATIENTS  AT 

THE  KANSAS  UNIVERSITY  MEDICAL  CENTER 


Hemoglobin  in  Per  Cent  No.  of  Patients 

50  or  below  15 

51  through  60  10 

61  through  70  19 

Above  70  36 


Other  Aids.  Other  aids  which  may  be  used  in  eval- 
uating ectopic  pregnancy  are  posterior  colpotomy,10 
hysterosalpingography,23  culdoscopy,44  peritoneos- 
copy,2 oral  basal  temperatures,38  and  examination 
under  anesthesia.  Of  these  K.U.M.C.  performed 
three  colpotomies  with  positive  results  and  nine  ex- 
aminations under  anesthesia,  all  of  which  were  help- 
ful in  arriving  at  the  diagnosis.  Oral  temperatures 
were  helpful  in  evaluating  a tubal  abortion  which 
did  not  require  surgery. 

TREATMENT 

In  patients  who  have  a ruptured  ectopic  pregnancy 
and  have  lost  much  blood,  treatment  should  be  im- 
mediate surgery  with  simultaneous  use  of  supportive 
measures  such  as  whole  blood  and  oxygen.  Pisani32 
believes  the  advantages  of  this  are  as  follows:  a low- 
ered mortality  rate;  the  bleeding  point  is  directly 
controlled;  early  resuscitation  and  treatment  of 
anoxia  are  achieved;  secondary  hemorrhage  is  pre- 
vented; smaller  amounts  of  whole  blood  are  usually 
required ; metabolic  changes  secondary  to  prolonged 
hemorrhage  are  prevented;  there  are  fewer  post- 
operative complications.  Mortality  from  ectopic  preg- 
nancy will  be  lessened  greatly  if  little  time  is  lost  in 
making  a correct  diagnosis  so  surgery  may  be  per- 
formed. At  K.U.M.C.,  the  average  time  between  ad- 
mission and  surgery  was  45.26  hours.  There  was  no 
mortality. 

Most  investigators  believe  that  surgery  should  be 


limited  to  that  which  is  necessary  such  as  a unilateral 
total  salpingectomy  or  salpingo-oophorectomy,  par- 
tial hysterectomy,  removal  of  an  ectopic  pregnancy 
from  the  pelvic  or  abdominal  cavity,  or  salpingotomy 
and  repair  of  the  involved  tube.  Table  XII  presents 
the  types  of  surgery  performed  at  K.U.M.C. 

Campbell6  found  that  those  patients  who  had  inci- 
dental surgical  procedures  did  as  well,  as  a group,  as 
those  who  had  only  specific  surgery,  but  he  still  sug- 
gested specific  surgery  only.  Word43  says,  "If  tubal 
pregnancy  is  unruptured  or  there  is  minimal  hemor- 
rhage, other  indicated  surgery  may  be  performed,  de- 
pending upon  the  patient’s  condition  and  the  good 
judgment  and  skill  of  the  surgeon.” 

In  the  suspected  case  of  ectopic  pregnancy  where 
findings  do  not  warrant  a laparotomy,  the  patient 
should  be  hospitalized  immediately  and  placed  on 
complete  bed  rest.  Blood  should  be  typed  and  cross 
matched  and  diagnostic  aids  such  as  hormonal  tests, 
complete  blood  count,  and  urinalysis  carried  out. 
Hemoglobin,  blood  pressure,  and  pulse  should  be 
watched  closely.  If,  after  this,  the  diagnosis  is  still  in 
question,  there  are  avenues  such  as  culdocentesis, 
curettage,  examination  under  anesthesia,  and  others 
which  may  be  followed. 

Whole  blood  is  an  extremely  important  part  of 
the  treatment  of  ruptured  ectopic  pregnancy.  Some 
investigators,  such  as  Smith'17  and  Bookrajian  et  al.4 
believe  shock  should  be  corrected  with  whole  blood 
before  any  surgery  is  performed.  Pisani32  believes 
that  transfusions  before  surgery  may  raise  the  blood 
pressure,  causing  more  bleeding,  and  little  is  to  be 
gained  unless  surgery  is  carried  out  before,  during, 
or  immediately  after  blood  replacement.  Eastman11 
says,  "It  is  unwise  to  start  operating  on  a shocked 
woman  until  blood  is  actually  running  into  her 
veins.”  At  K.U.M.C.,  66  patients  received  an  aver- 
age of  1,095  cubic  centimeters  of  whole  blood  be- 
fore, during,  or  after  surgery. 

Ware  et  al.41  believe  that  oxygen  is  important  in 
the  management  of  a patient  who  is  in  shock  or  in 
poor  condition.  They  start  nasal  oxygen  immediately 
on  admission  to  the  hospital  and  continue  it  until 
the  patient’s  pulse  drops  and  she  is  in  good  condi- 
tion. 

The  anesthetic  of  choice  for  ectopic  pregnancy  is 
probably  cyclopropane  with  minimal  premedication. 
Cyclopropane  has  a beneficial  effect  on  pulse,  blood 
pressure,  and  peripheral  circulation  following  hemor- 
rhage, and  high  levels  of  oxygen  can  be  maintained. 
Ether  is  probably  a poor  choice  since  it  dampens 
compensatory  responses  of  the  capillary  bed.  Fifty- 
five  patients  at  K.U.M.C.  received  cyclopropane  as 
the  primary  agent,  14  had  spinals,  and  nine  had 
pentothal  with  nitrous  oxide.  Information  on  the 
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type  of  anesthesia  used  was  not  available  on  one 
patient. 

TABLE  XII 

ANALYSIS  OF  THE  TYPE  OF  SURGERY  DONE 
FOR  80  PATIENTS  AT  THE  KANSAS 
UNIVERSITY  MEDICAL  CENTER 


Type  of  Surgery  Performed  No.  of  Times  Performed 


A.  Salpingectomy  38 

B.  Salpingo-oophorectomy  20 

C.  Bilateral  salpingectomy 

D.  Salpingectomy  and  salpingo-oophorectomy 

E.  Salpingectomy  and  salpingoplasty  1 

F.  Salpingo-oophorectomy,  salpingoplasty,  and 

appendectomy  1 

G.  Salpingoplasty  1 

H.  Salpingo-oophorectomy  and  appendectomy 

I.  Salpingectomy  with  hysteropexy  1 

J.  Supracervical  hysterectomy  and  salpingo- 

oophorectomy  2 

K.  Total  hysterectomy  with  salpingectomy  and 

salpingo-oophorectomy  3 

L.  Complete  hysterectomy  with  bilateral 

salpingectomy 

M.  Complete  hysterectomy  with  salpingectomy  2 


N.  Removal  of  a foreign  body  from  peritoneum 

with  total  hysterectomy  and  salpingectomy  1 

O.  Exploratory  laparotomy  1 

P.  No  surgery  necessary  1 


PROGNOSIS 

The  mortality  of  ectopic  pregnancy  has  gradually 
been  dropping  until  today  there  are  many  observers, 
such  as  Crawford  et  al.°  and  Bell  et  al.,2  who  report 
their  mortality  as  being  zero.  Leff24  recently  made  a 
37-year  survey  of  ectopic  pregnancy  and  found  that 
mortality  had  dropped  tremendously.  Mortality  has 
recently  been  reported  by  various  investigators  as 

0.8  per  cent,4  0.4  per  cent,41  0.4  per  cent,10  0.25  per 
cent,6  1.6  per  cent,1  2.9  per  cent,33  and  1.33  per 
cent.7  Of  the  80  patients  at  K.U.M.C.,  there  was  not 
a single  death.  Eastman11  believes  mortality  to  be 
due  to  four  factors  which  are  as  follows:  (1)  failure 
of  the  physician  to  realize  the  urgency  of  the  situa- 
tion; (2)  delay  in  hospitalization;  (3)  delay  in  sur- 
gery; (4)  too  late  and  too  little  whole  blood. 

Once  a patient  has  had  an  ectopic  pregnancy,  her 
chances  of  having  another  are  approximately  30  times 
greater  than  for  the  woman  who  has  never  had  one.11 
Various  investigators  have  reported  the  incidence  of 
repeat  ectopic  pregnancy  as  4.05  per  cent,6  3 per 
cent,41  14.3  per  cent,8  4.1  per  cent,19  4 per  cent,9 
7 per  cent,7  and  3.5  per  cent.10  At  Kansas  University 
Medical  Center,  4 (5  per  cent)  patients  had  had  a 
previous  ectopic  pregnancy. 

Once  a woman  has  had  an  ectopic  pregnancy,  her 
chances  of  having  a future  normal  pregnancy  are 
greatly  reduced.  Grant,16  after  analyzing  259  cases, 
says  that  after  the  occurrence  of  ectopic  pregnancy, 


less  than  a third  of  the  patients  will  succeed  in  pro- 
ducing a live  baby  for  the  rest  of  their  reproductive 
lives. 

SUMMARY 

1.  The  history  of  ectopic  pregnancy  is  briefly  re- 
viewed. 

2.  The  incidence  of  ectopic  pregnancy  is  increasing 
in  direct  proportion  to  the  increase  in  childbirth, 
more  frequent  use  of  antibiotics  in  treating  salping- 
itis, and  clinicians  becoming  more  aware  of  the  con- 
dition. The  colored  race  and  women  with  sterility 
problems  generally  show  an  increased  incidence  of 
ectopic  pregnancy. 

3.  Etiology  is  discussed  under  the  general  theory 
that  anything  which  would  disturb  or  delay  ovum 
transportation,  of  which  there  are  many,  may  cause 
ectopic  gestation.  At  Kansas  University  Medical  Cen- 
ter, salpingitis  seemed  to  play  a prominent  role. 

4.  The  pathology  of  ectopic  pregnancy  is  compared 
to  normal  intra-uterine  pregnancy,  and  emphasis  is 
placed  on  the  fact  that  ectopic  pregnancy  is  a patho- 
logic process  from  its  beginning.  Possible  termina- 
tions of  tubal  gestation  are  discussed.  It  was  found 
that  the  distal  third  of  the  tube  most  frequently 
harbored  ectopic  pregnancy. 

5.  Most  common  symptoms  were  found  to  be  the 
classical  triad  of  pain,  vaginal  bleeding,  and  amenor- 
rhea. These  were  described  in  detail,  and  other  minor 
symptoms  were  mentioned. 

6.  Abdominal  tenderness,  adnexal  mass,  and  ad- 
nexal tenderness  were  found  to  be  the  most  frequent 
physical  findings.  It  was  found  that  the  temperature 
in  ectopic  gestation  rarely  exceeds  100  degrees. 

7.  The  importance  of  the  history  and  physical 
examination  in  the  diagnosis  of  ectopic  pregnancy  is 
emphasized.  It  is  still  a difficult  diagnosis  and  one 
frequently  missed.  Various  diagnostic  aids  and  their 
value  are  discussed. 

8.  The  importance  of  early  diagnosis  so  that  sur- 
gery may  be  instituted  is  emphasized  in  the  treatment 
of  ectopic  pregnancy.  The  value  of  whole  blood  in 
lowering  the  mortality  rate  is  discussed. 

9.  The  mortality  rate  of  ectopic  pregnancy  is 
steadily  decreasing.  Women  who  have  had  an  ectopic 
pregnancy  have  a greater  than  normal  chance  to 
have  another,  and  their  chances  for  a future  normal 
pregnancy  are  reduced. 
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393-396  (June)  1954. 

41.  Ware,  H.  H.,  Jr.,  and  Winston,  W.  O.:  Ectopic 
pregnancy,  Obst.  and  Gynec.  4:29-34  (July)  1954. 

42.  Winkler,  E.  G.,  and  Capraro,  V.  J.:  Cul-de-sac  as- 
piration and  other  diagnostic  aids  for  ectopic  pregnancy, 
Am.  J.  Obst.  and  Gynec.  6 5:2,  340-345  (Feb.)  1953. 

43.  Wolfe,  S.  A.,  and  Neigus,  I.:  Broad  ligament  preg- 
nancy with  report  of  three  early  cases,  Am.  J.  Obst.  and 
Gynec.  66:1,  106-117,  1953. 

44.  Word,  B.;  Howe,  E.  H.,  and  Blanton,  C.:  Aids  in 
the  diagnosis  and  treatment  of  early  ectopic  pregnancy, 
J.  M.  Ass.  of  Alabama  22:3,  73-79  (Sept.)  1952. 

45.  Word,  B.:  The  diagnosis  and  treatment  of  ectopic 
pregnancy;  Surg.,  Gynec.  and  Obst.  92,  333-340,  1951. 


Minimum  Care  Unit  Established 

A minimum  care  unit  for  patients  needing  only 
minor  surgery  and  treatment  was  established  recently 
by  the  Hartford,  Connecticut,  Hospital  to  relieve  a 
shortage  of  regular  hospital  beds  and  to  care  for 
more  patients  without  increasing  the  number  of 
nurses  on  duty.  The  experiment  proved  successful. 

The  original  intention,  according  to  Dr.  Ernest  C. 
ShortI ilTe,  assistant  director  of  the  704-bed  hospital, 
was  to  assign  to  the  unit  only  patients  whose  doctors 
had  certified  that  a minimum  amount  of  nursing  care 
was  required.  Later,  however,  it  was  decided  to  run 
an  experimental  unit  of  20  beds  for  patients  whose 
hospital  stay  was  expected  to  be  no  longer  than  six 
days  and  whose  conditions  indicated  that  minimum 
professional  nursing  care  would  suffice.  This  included 
those  admitted  for  diagnosis,  minor  gynecological 
procedures,  and  persons  requiring  daily  treatment  in 
the  department  of  physical  medicine. 

The  hospital  reports  that  the  plan  quickly  reduced 
its  long  list  of  persons  waiting  for  admission. 


Traffic  deaths  in  1955  totaled  37,800,  according 
to  the  Travelers  Insurance  Companies.  The  injury 
count  reached  2,158,000. 
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NOW  AVAILABLE . . . 


a unique  new  antibiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(, staphylococci  ami  proteus) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY  — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE  — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO  . iNr 
PHILADELPHIA  1 . PA 
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ANNOUNCEMENTS 


Annual  congress.  United  States  and  Canadian  Sec- 
tions, International  College  of  Surgeons,  Palmer 
House,  Chicago,  September  9-13.  Write  Secretariat 
of  The  College,  1516  Lake  Shore  Drive,  Chicago  10, 
Illinois. 

Twenty-nine  courses  in  postgraduate  medicine  of- 
fered by  Post-Graduate  Medical  School,  New  York 
University,  550  First  Avenue,  New  York  16,  New 
York,  beginning  in  September.  Courses  available  in 
surgery,  anatomy,  anesthesiology,  dermatology  and 
syphilology,  industrial  medicine,  medicine,  neurol- 
ogy, obstetrics  and  gynecology,  ophthalmology,  oto- 
rhinolaryngology, physiology,  and  radiology. 

Mississippi  Valley  Medical  Society  meeting,  Hotel 
Morrison,  Chicago,  September  26-28,  open  to  mem- 
bers of  A.M.A.  Annual  meeting  of  American  Medi- 
cal Writers’  Association  following,  September  28 
and  29-  Write  Harold  Swanberg,  M.D.,  209  W.C.U. 
Building,  Quincy,  Illinois. 


Annual  meeting,  American  Rhinologic  Society, 
Chicago,  October  9-13.  Write  the  Society,  834  Wel- 
lington Avenue,  Chicago  14,  Illinois. 


Postgraduate  courses  on  diseases  of  the  chest, 
American  College  of  Chest  Physicians,  Hotel  Knick- 
erbocker, Chicago,  October  14-19,  and  Park-Sheraton 
Hotel,  New  York  City,  November  12-16.  Tuition 
$75.  Write  the  College,  112  East  Chestnut  Street, 
Chicago  11,  Illinois. 


Course  No.  5 sponsored  by  American  College  of 
Physicians,  "Selected  Problems  in  Internal  Medi- 
cine,’’ University  of  Oklahoma  School  of  Medicine, 
Oklahoma  City.  Annual  meeting,  American  College 
of  Physicians,  Boston,  April  8-12,  1957.  Write  the 
College,  4200  Pine  Street,  Philadelphia  4,  Pennsyl- 
vania. 

National  Institute  of  Neurological  Diseases  and 
Blindness,  National  Institutes  of  Health,  offers  train- 
eeships for  those  who  have  completed  residency 
training  or  its  equivalent  in  a specialty  and  desire 


training  for  careers  as  clinical  investigators  and  edu- 
cators in  fields  of  neurological  and  sensory  disorders. 
Write  Chief,  Extramural  Programs,  National  Insti- 
tute of  Neurological  Diseases  and  Blindness, 
Bethesda  14,  Maryland. 


Awards  of  $500,  $300,  and  $200  offered  by  Amer- 
ican Urological  Association  for  essays  on  results  of 
research  in  urology.  Closing  date  for  entries,  Decem- 
ber 1.  Write  the  secretary,  1120  North  Charles 
Street,  Baltimore. 


National  Meeting  of  Surgeons,  Mexico  City,  Mex- 
ico, November  18-25.  Open  to  members  of  Interna- 
tional Academy  of  Proctology,  American  College  of 
Surgeons,  American  College  of  Gastroenterology,  and 
American  Gastroenterological  Association. 


BOOK  REVIEWS 


Medical  Writing.  By  Henry  E.  Sigerist,  Hans 
Selye,  Hugh  Clegg,  Walter  C.  Alvarez,  and  Felix 
Marti-lbanez.  Published  by  MD  Publications,  Inc., 
New  York.  66  pages. 

This  book  is  in  no  way  related  to  the  flood  of 
"How  to  Do  It’’  volumes  now  available  on  every 
skill.  It  is  intended  as  a presentation  of  the  views  on 
medical  writing  of  five  men  who  are  themselves  dis- 
tinguished authors,  and  it  makes  for  interesting 
reading. 

Sigerist  briefly  describes  how  he  writes  a paper, 
and  then  moves  on  to  the  doctor’s  reading.  Selye  pre- 
sents a discussion  on  "How  Not  to  Write  a Medical 
Paper,”  including  mention  of  traps,  fallacies,  and 
warnings.  Clegg,  under  the  title  "An  Editor’s  Preju- 
dices,” speaks  of  style,  the  meaning  of  words,  bibli- 
ographies, charts,  and  tables. 

The  budding  author  will  find  valuable  suggestions 
in  the  article  prepared  by  Alvarez.  It  is  short,  prac- 
tical, and  simply  written.  Ibanez  confines  himself  to 
a discussion  of  what  the  physician  reads  and  what  he 
should  read,  defining  three  "intellectual  circles  of 
the  physician,”  reading  for  recreation,  reading  for 
improvement,  and  reading  of  professional  and  scien- 
tific material. — P.F. 


Nationally  advertised  Surgical  Supplies  and  Equipment  for  your  convenience  at 
Topeka,  Joplin,  Kansas  City,  St.  Joseph 

GOETZE  NIEMER  CO 

Traditions  established  during  60  years  management  by  Dr.  W.  F.  Goetze  (AMA)  assures  intelligent  servicing  of  your  orders 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 

' ■ - ' V.  * 


r 7a 


Comparison  of  the  effect  of  Raudixin  ( tranquilizer ) and  a 
barbiturate  ( sedative ) on  the  cortical  electroencephalogram 


No  drug. 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


dosage:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


supply:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'RAUDIXIN'®  IS  A SQUIBB  TRADEMARK 
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Personal  Health  Record.  By  Carl  A.  Dragstedt, 
Al.D  Published  by  Military  Service  Publications 
Company,  Harrisburg , Pennsylvania.  64  pages.  Price 
$1.00. 

The  author  of  this  little  booklet,  professor  of 
pharmacology  at  Northwestern  University  Medical 
School,  recorded  his  idea  on  the  value  of  a lifetime 
personal  health  log  in  a signed  editorial  in  the  April 
14  issue  of  the  journal  of  the  American  Medical  As- 
sociation. He  suggested  a record  encompassing  items 
from  family  history,  vaccinations  and  inoculations, 
diseases  and  operations,  blood  pressure,  blood  cell 
counts,  and  similar  laboratory  findings.  A patient 
having  such  a log  could  present  it  upon  consulting  a 
physician  or  entering  a hospital,  thereby  saving  time 
and  providing  information  more  accurate  and  reli- 
able than  that  reported  from  memory. 

The  booklet  designed  by  Dr.  Dragstedt  outlines 
space  for  those  items  and  countless  more.  Although 
it  was  suggested  as  a "cousin”  to  the  traditional  baby 
book,  it  could  replace  the  latter  in  all  but  sentimental 
values  and  add  many  advantages  of  its  own,  serving 
the  patient  from  infancy  throughout  his  lifetime. 
— P.F. 


The  Management  of  Strokes.  By  Keith  W.  Shel- 
don, M.D.  Published  by  J.  B.  Lip pine ott  Company, 
Philadelphia.  134  pages.  Price  $3-00. 

This  little  monograph  in  the  series  of  "Practition- 
ers’ Pocketbooks”  appears  to  offer  little  which  is  new 
in  the  understanding  and  treatment  of  the  subject 
which  it  attempts  to  review  and  in  many  ways  is  a 
disappointing  product  of  a noble  effort. 

Less  than  11  of  its  134  pages  are  devoted  to  the 
treatment  of  strokes,  and  even  here  there  is  little  to 
be  found  which  differs  from  the  treatment  needs  of 
any  bedridden  patient — viz.,  adequate  attention  to 
sedation,  airway,  bladder,  bowel,  fluids,  nutrition, 
and  early  rehabilitation.  Much  of  the  book  is  con- 
sumed with  a "differential  diagnosis  of  so-called 
strokes.”  Even  here  many  of  the  examples  are  quite 
remote  to  the  common  problem  germane  to  all  medi- 
cal practice,  and  the  approach  to  the  differential  diag- 
nosis is  on  a purely  academic  level.  The  most  striking 
deficit  is  failure  to  indicate  the  total  needs  of  the 
patient  who  has  suffered  the  stroke,  particularly  with 
respect  to  the  meaning  of  this  catastrophe  to  him  as 
an  individual  suddenly  removed  from  the  stream  of 
productive  living,  his  struggles  with  recognition  and 
acceptance  of  his  incapacities,  and  the  hazards  to  his 
economic  and  social  life  as  well  as  that  of  his  family. 

This  book  may  be  of  some  little  use  to  the  medical 
student  but  offers  nothing  to  the  physician  most  con- 
fronted with  the  "management  of  strokes,”  namely, 
the  general  practitioner. — f.A.S. 


An  opportunity  to  see  three  medical  movies  made 
in  Russia  was  available  to  physicians  who  attended 
the  American  Medical  Association  session  in  Chicago 
last  month.  The  films  were  selected  for  showing  from 
a group  of  10  productions  of  the  Academy  of  Medical 
Science,  U.S.S.R.,  recently  exchanged  for  10  medical 
vfilms  produced  in  this  cquntry. 


CLASSIFIED  ADVERTISEMENTS 

GENERAL  PRACTITIONER  WANTED— Large  trade 
area  60  miles  Wichita.  17  miles  Winfield.  Community  will 
provide  funds  for  small  clinic  and  equipment.  Former  doctor 
deceased.  Chamber  of  Commerce,  Burden,  Kansas. 

WANTED — Full  time  physician.  Medical  Service,  Veterans 
Administration  Hospital,  Wichita,  Kansas.  Contact  Director, 
Professional  Services. 

FOR  QUICK  SALE  —Nearly  new  white  steel  examining 
table,  stool,  adjustable  light,  waste  hopper,  hyfrecator,  Dan- 
iels tonsillotome,  eye  magnet,  obstetric  calipers  and  stetho- 
scope, stainless  steel  scissors  and  forceps,  enamel  pans, 
glass  jars,  electric  hemoglobinometer,  blood  sugar  and  sedi- 
mentation kits.  Make  offer.  Write  the  Journal  7-56. 

WANTED — Medical  technician,  registered,  for  office  in 
central  Kansas.  Write  the  Journal  S-56. 

OPENING  FOR  TWO  RESIDENTS  IN  RADIOLOGY  at 
University  of  Kansas  Medical  Center.  Write  G.  M.  Tice, 
M.D.,  University  of  Kansas  Medical  Center,  39th  and  Rain- 
bow, Kansas  City  12,  Kansas. 

FOR  SALE — Complete  office  furniture  and  equipment, 
three  years  old,  excellent  condition,  priced  to  sell.  Write  the 
Journal  9-56. 


organomercurial  diuretics 
..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition. “jfc 


^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 
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KARO®  SYRUP  . . . meets  the  need 


for  individualized  infant  formulas 


In  meeting  the  nutritional  needs  of 
formula-fed  infants,  the  methods  used 
are  dependent  upon  the  digestive 
capacity  and  tolerance  of  each  infant. 

But,  whether  the  formula  calls  for 
sweet,  acid,  evaporated,  dried  or  pro- 
tein milk — Karo  syrup  meets  the  need 
for  a well-tolerated  and  easily  di- 
gested source  of  carbohydrate.  This 
fluid  mixture  of  dextrins,  maltose 
and  dextrose  is  completely  utilized 
without  inducing  flatulence,  colic, 
fermentation  or  allergy. 

Either  light  or  dark  Karo  may  be 


used  in  prescribing  formulas  for  in- 
fants because  of  equivalent  digestive 
and  nutritive  values.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories. 

Mothers  will  appreciate  the  ease  of 
making  formulas  with  Karo  syrup... 
as  well  as  its  ready  availability  and 
economy. 


1906  • 50th  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
5646 


County  Society  Activities 

Activities  sponsored  by  the  nation’s  county  medical 
societies  ran  the  gamut  from  alcoholism  control  to 
venereal  disease  detection  during  1954-1955,  accord- 
ing to  a survey  made  by  the  American  Medical  Asso- 
ciation. Replies  to  a questionnaire  were  received  from 
64  per  cent  of  the  societies  in  the  United  States  and 
its  territories. 

The  survey  showed  that  the  importance  of  county 
society  scientific  programs  has  been  minimized  by 
the  increasing  number  of  specialty  society,  postgrad- 
uate, and  hospital  staff  meetings.  Socio-economic  as- 
pects of  medicine,  however,  are  becoming  increasingly 
important  as  meeting  topics.  Larger  societies  showed 
the  greatest  increase  in  attendance,  but  smaller  socie- 
ties enjoyed  the  highest  percentage  of  attendance. 

Most  groups  use  special  committees  for  providing 
service  to  members  and  to  the  public.  The  names  of 
the  committees  indicate  the  following  interests:  eth- 
ics, grievances,  telephone  answering  service,  emer- 
gency calls,  collection  bureaus,  physician  assistance 
programs,  hospital  relations,  liaison  with  voluntary 
health  organizations,  public  health,  school  health, 
and  mental  health. 

Medical  societies  are  recognizing  a growing  need 
to  interpret  medical  services  to  the  layman,  usually 
in  the  form  of  speakers  bureaus.  Other  activities  in- 
cluded health  forums,  state  and  county  fair  exhibits, 
and  sponsorship  of  health  days,  radio  programs,  and 
television  programs. 

In  the  field  of  programs  sponsored  by  voluntary 
and  governmental  agencies,  county  societies  also  par- 
ticipate. Most  prevalent  are  indigent  care  programs. 
Also  listed  are  cancer  control,  diabetes  detection,  tu- 
berculosis control,  blood  bank  plans,  health  examina- 
tions, venereal  disease  control,  multiple  screening 
programs,  school  health,  safety  programs,  and  rheu- 
matic fever  control. 

A direct  relationship  between  size  of  society  and 
amounts  of  its  dues  was  noted  in  the  survey.  Forty- 
three  of  the  68  societies  reporting  dues  of  more  than 
$40  have  more  than  100  members.  The  largest  num- 
ber of  societies  reported  dues  of  $5.00  or  less,  but 
90  per  cent  of  that  group  have  fewer  than  100  mem- 
bers. 


Dr.  Dwight  H.  Murray,  Napa,  California,  who 
took  office  as  president  of  the  American  Medical 
Association  in  June,  will  be  followed  in  office  by 
Dr.  David  B.  Allman,  Atlantic  City.  Dr.  Allman  has 
been  a member  of  the  Board  of  Trustees  of  the 
A.M.A.  since  1951. 


Three  out  of  four  traffic  accidents  happen  in  clear 
weather  on  dry  roads. 


when  more  than  one  organism  is  involved... 

Chloromycetin 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens.1'7 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.2 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms : “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN  ] and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”1 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 

References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:317,  1956.  (2)  Joron,  G.  E.;  Fowler,  A.  E; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canacl.  M.  A.  J.  73:956,  1955.  (3)  Weil,  A.  J„  & Stempel,  B.:  Anti- 
biotic Med.  1 : 3 1 9,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  J.  16:567,  1955.  (5)  Jones,  C.  E;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gijnec.  5:365,  1955.  (6)  Murphy,  E D.,  & Waisbren,  B.  A.,  in 
Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W.,  & Fultz,  C.  T.: 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  F,  & Knight,  V.:  J.  Tennessee  M.  A.  48:367,  1955. 
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Rehabilitation 

Restoration  of  Function  after  Fractures  Is  an  Important  and 
Sometimes  Neglected  Feature  of  Their  Treatment 

CHARLES  R.  ROMBOLD,  M.D.,  Wichita 


Rehabilitation  of  fractures  of  the  spine  presents 
problems  of  a character  and  divergence  not  presented 
by  fractures  of  long  bones.  Long  bones,  mechanically, 
have  as  their  only  function  the  ability  to  transfer 
weight.  The  spine  also  must  transfer  weight  but  must 
function  in  addition  as  a highly  mobile  column,  and 
as  a further  duty  must  protect  the  spinal  cord.  To 
provide  the  means  of  performing  these  additional 
functions,  the  architecture  of  the  spine  must  be 
unique  and  is  expressed  by  the  intricate  form  of  the 
vertebrae,  by  their  multiple  areas  of  contact,  by 
their  relationship  to  the  intervertebral  discs,  and  by 
the  intervertebral  discs  whose  structural  character- 
istics are  dissimilar  to  any  other  tissue  in  the  body. 

Injuries  to  the  articular  surfaces  of  the  vertebrae 
may  cause  pain  in  a manner  similar  to  that  produced 
by  comparable  injuries  to  the  joints  of  the  long  bones. 
However,  because  vertebrae  present  so  many  areas  of 
contact,  these  opportunities  are  multiplied.  Also,  the 
alteration  of  the  shape  of  any  part  of  a vertebra,  such 
as  a compression  of  its  body,  will  result  in  a derange- 
ment of  the  mechanics  of  several  joints  instead  of 
only  one  or  two  in  long  bones.  The  intervertebral 
disc,  because  of  the  structural  mobility  required  by 
its  function,  is  highly  vulnerable  to  trauma;  and  the 
spinal  cord  and  nerve  roots  encased  within  the  verte- 
brae for  protection  may,  because  of  the  very  con- 
tiguity of  the  protection,  suffer  severe  and  irreparable 
damage.  These  factors  set  aside  spine  injuries  as  a 
specific  problem. 

Residual  fractures  of  the  thoracic  area  rarely  re- 
quire treatment.  Mobility  in  this  area  is  limited.  The 


spine  is  supported  and  stabilized  somewhat  by  the 
ribs,  and  there  is  little  weight  to  be  carried.  Occa- 
sionally a brace  is  advisable  but  rarely  required.  In 
the  lumbar  area,  however,  with  a great  range  of  mo- 
tion between  the  vertebra  and  with  the  torso  load  to 


This  is  the  third  article  in  a four-part 
series.  Part  I was  published  in  the  July 
issue  of  the  Journal,  Part  II  appeared  in 
August,  and  the  final  installment  will  he 
printed  in  October. 


be  carried,  occasionally  a fusion  may  be  required  if 
a brace  gives  inadequate  relief  of  disability.  In  all 
areas  of  the  spine,  if  an  intervertebral  disc  has  been 
sufficiently  damaged,  there  may  be  a definite  residual 
disability.  The  occasional  course  of  healing  results  in 
a bony  bridging  of  the  disc  ankylosing  the  adjacent 
vertebra  with  relief  of  symptoms.  If  this  happy  in- 
tervention of  healing  is  denied,  then  support  either 
by  a brace  or  by  surgical  fusion  of  the  adjacent  verte- 
bra may  be  indicated.  This  procedure  may  be  advised 
with  confidence  in  a good  end  result.  Loss  of  motion 
between  two  or  three  vertebrae,  even  in  the  cervical 
or  lumbar  area,  results  in  little  disability,  and  the 
relief  from  pain  is  adequate  compensation  for  what- 
ever loss  of  motion  eventuates. 

Residual  fractures  of  the  cervical  spine,  providing 
the  posterior  elements  are  competent  and  not  dis- 
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placed,  rarely  require  treatment.  However,  if  with- 
out paraplegia  there  is  an  ununited  fracture  through 
the  pedicles,  or  if  there  is  an  anterior  dislocation  of 
a vertebra,  a severe  instability  exists  and  a paraplegia 
is  impending,  to  be  precipitated  by  minor  trauma.  In 
such  a situation  the  patient’s  luck  may  be  considered 
to  be  exhausted  and  a spinal  fusion  advised. 

Not  infrequently  the  sequelae  of  the  treatment  of 
spine  fractures  are  more  disabling  than  if  the  fracture 
had  been  left  untreated.  I am  certain  you  have  heard 
many  old  physicians  say  that  their  fracture  results 
were  much  better  before  x-rays  were  available  than 
they  were  after  x-rays  were  easily  obtained.  If  there 
is  any  group  of  fracture  cases  where  this  dictum  is 
pertinent,  it  is  in  compression  fractures  of  the  bodies 
of  the  lower  thoracic  and  lumbar  vertebrae. 

For  years  we  have  been  placing  these  patients  in 
hyperextension  casts  with  postreduction  x-ray  evi- 
dence of  excellent  correction  of  the  compression. 
Many  have  been  ambulatory  early,  exercising  and 
even  working  with  minimal  complaint  while  immobi- 
lized. However,  after  the  cast  has  been  removed  and 
the  subsequent  brace  discarded,  symptoms  continue 
and  multiply.  Usually  the  subjective  complaint  has 
been  localized  in  the  lumbosacral  area  rather  than 
in  the  area  of  fracture,  and  it  has  been  this  localiza- 
tion we  have  ignored. 

The  cause  of  the  lumbosacral  pain  is  easily  ex- 
plained ; it  is  secondary  to  the  hypertension  cast  and 
is  not  secondary  to  the  fracture  per  se.  The  lumbar 
lordosis  inherent  in  the  upright  posture  is  the  parent 
of  most  of  the  low  back  complaints  in  the  so-called 
normal  back.  In  a hyperextension  cast  this  lordosis  is 
increased,  and  it  is  maintained  for  months  in  this 
augmented  position.  The  ligaments  and  the  inter- 
vertebral discs  involved  eventually  succumb  to  the 
constant  tension  and  pressure,  and  a permanent  dis- 
ability of  the  lumbosacral  area  is  the  sequela  of  the 
treatment  of  a fracture  of  a lumbar  or  thoracic 
vertebra. 

Since  we  have  had  the  courage  to  accept  a moderate 
compression  of  a vertebral  body  and  have  ceased  at- 
tempting to  correct  it,  we  have  had  much  improved 
results.  Our  present  treatment  of  a moderate  com- 
pression of  a vertebral  body  is  a few  days’  bed  rest 
followed  by  a light  brace,  occasionally  only  a corset, 
early  ambulation,  and  function.  We  make  an  earnest 
attempt  to  ignore  the  fracture,  and  we  have  aided 
our  patients  best  by  treating  them  least. 

Fractures  of  the  spine  with  paraplegia,  often  quad- 
riplegia,  present  a distressing,  discouraging  problem. 
The  most  that  can  be  offered  to  these  unfortunate 
patients  is  the  effort  to  rehabilitate  them  around  their 
disability,  not  relieving  them  of  it.  It  is  occasionally 
amazing  what  can  be  accomplished  by  the  exercise 
of  a will  to  do,  patience,  opportunism,  and  training. 


Certainly  if  the  upper  extremities  are  paralyzed,  little 
can  be  done  except  in  the  occasional  case  where  a 
muscle  transplant,  a wrist  fusion,  or  a bone  block 
in  a thumb  may  increase  the  functional  value  of  a 
hand. 

If,  however,  adequate  function  remains  in  the  up- 
per extremities,  and  if  the  patient  has  a determination 
to  rehabilitate  himself,  much  can  be  done  to  assist 
him.  The  severe  clonic  contractures  frequently  ex- 
hibited by  these  patients  can  be  controlled  by  rhizoto- 
my or  better  by  alcohol  injections  intrathecally.  Fixed 
contractures  can  be  released  by  division  or  lengthening 
of  tendons.  Crutches  and  braces  may  allow  ambula- 
tion. Training  frequently  results  in  an  automatic 
bowel  and  bladder.  Invention,  substitution,  and  op- 
portunism frequently  solve  the  problems  of  a para- 
plegic’s job,  and  many  become  adequate  employees. 
The  aptitude  tests  and  vocational  training  afforded  by 
the  Division  of  Vocational  Rehabilitation  have  proved 
beneficial  in  training  these  patients,  and  this  help 
has  been  readily  available. 

LIMITATION  OF  MOTION  OF  JOINTS 

It  is  almost  axiomatic  that  any  fracture  will  result 
at  least  temporarily  in  some  limitation  of  range  of 
motion  in  contiguous  joints.  This  complication  is 
more  frequently  found  by  the  patient  than  considered 
by  the  physician  when  treatment  is  instituted.  There 
has  been  a valuable  evolution  in  the  treatment  of 
fractures  which  has  tended  to  lessen  this  serious  com- 
plication, inspired  by  this  fear  of  the  patient  and  also 
by  the  aspiration  of  the  thoughtful  physician.  How- 
ever, even  with  improvement  resulting  from  progres- 
sive treatment  techniques,  the  frequency  and  degree 
of  limitation  of  motion  is  too  often  a major  calamity. 
Treatment  procedures  based  on  early  and  frequent 
joint  movements  are  not  yet  practiced  sufficiently  to 
place  this  complication  in  the  limbo  it  deserves. 

Fracture  may  cause  limitation  of  motion  in  a con- 
tiguous joint  as  a result  of: 

1.  Adhesions  within  the  joint  capsule. 

2.  Adhesion  between  the  synovia-capsule  structures 

and  the  articular  surfaces.  ✓ 

3.  Contractures  of  muscles  immobilized  in  an  un- 
physiological  position. 

4.  Incarceration  of  muscle  in  the  healing  process 
at  the  fracture  site. 

This  group  of  fracture  complications  may  be  treated 
better  by  prevention  than  by  correction.  However, 
some  form  of  stretching  is  indicated  if  there  is  a sig- 
nificant resulting  limitation  of  motion  which  is  sec- 
ondary to  adhesions  in  the  synovia-capsule  mechanism 
or  muscle  contracture.  If  stretching  is  to  be  instituted, 
a clear  distinction  must  be  made  between  synovia- 
capsular  adhesion  and  the  pathology  in  those  cases 
in  which  muscle  or  tendon  has  become  incorporated 
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in  a callous  scar.  Adhesions  as  a result  of  inactivity 
and  disuse  of  the  synovia-capsular  tissues  are  fine  and 
friable  and  may  be  easily  broken  up  by  stretching. 
On  the  other  hand,  adhesions  resulting  from  organ- 
ized hemorrhage  will  be  heavy  fibrous  tissue  of  great 
strength.  An  attempt  to  stretch  a firm  scar  of  this 
type  might  easily  result  in  multiplying  the  complica- 
tion. 

Organized  scar  will  maintain  its  integrity  in  the 
face  of  vigorous  assault.  Devitalized  normal  tissue 
may  give  way  as  is  attested  by  many  patellae  resulting 
from  forceful  flexion  of  knees  whose  quadriceps  were 
bound  in  the  scar  of  a fractured  femur.  Therefore, 
before  any  stretching  maneuvers  are  employed  to  in- 
crease the  range  of  motion  in  a joint,  the  character 
and  location  of  the  pathology  must  be  carefully  evalu- 
ated. Stretching  offers  no  solution  for  those  cases  in 
which  the  pathology  is  organized  scar  incorporating 
the  motors  of  a joint. 

Quite  certainly  the  most  valuable  assist  in  regain- 
ing lost  joint  range  is  a purposeful  function  which 
produces  stretching.  If  the  part  to  be  treated  can  be 
employed  in  some  remunerative,  necessary,  or  pleas- 
urable task  it  will  be  exposed  to  more  consistent  and 
effective  stretching  than  can  be  supplied  in  any  other 
manner.  It  has  been  noted  that  removing  the  factor 
of  necessity,  as  accomplished  by  industrial  compensa- 
tion payments,  frequently  results  in  retarded  recovery. 
Thoughtful  ingenuity  on  the  part  of  the  physician 
and  his  patient  will  frequently  develop  an  activity 
which  will  be  therapeutically  beneficial.  Piano  play- 
ing, typewriting,  dishwashing,  card  playing,  sewing, 
working  with  hand  tools,  etc.,  employed  several  hours 
a day,  will  do  more  to  improve  a stiff  hand  than  the 
most  efficient  physical  therapist  can  accomplish  in 
a daily  half-hour  treatment.  Similar  purposeful  uses 
for  the  other  joints  of  the  extremities  and  spine  can 
be  developed  by  a little  consideration  of  the  problem 
in  the  light  of  the  patient’s  capacities,  training,  and 
inclinations. 

In  re-establishing  lost  joint  motion,  the  value  of 
an  experienced  physical  therapist  should  not  be 
under-rated,  particularly  in  the  treatment  of  early 
cases.  The  patient  frequently  requires  the  patience, 
guidance,  and  confidence-inspiring  services  of  a physi- 
cal therapist.  However,  after  painless  movement  in 
even  a limited  range  has  been  achieved,  active  pur- 
poseful motion  is  superior  therapy.  The  physical 
therapist  then  should  treat  the  patient  frequently 
enough  to  maintain  his  interest  in  his  improvement 
and  to  devise  new  active  functions  to  maintain  con- 
stant attack  on  the  adhesions. 

Mechanical  stretching  devices  maintaining  constant 
attack  on  the  capsule-synovial  adhesions  can  be  effec- 
tive. Turnbuckle,  spring,  rubber,  or  traction  appli- 
ances exert  their  force  directly  at  the  site  of  the  con- 


tracture because  the  protection  of  the  muscles  moti- 
vating the  joint  is  eliminated  early  by  their  tiring. 
Ingenuity  is  required  by  the  physician  in  developing 
these  mechanical  aids  as  each  must  be  developed  for 
each  individual  case.  When  these  constant  forces  are 
employed,  it  must  be  remembered  that  new  adhesions 
may  be  formed  in  the  contralateral  tissues.  New  con- 
tralateral adhesions  can  be  prevented  by  an  occasional 
repetition  of  the  full  range  of  attainable  motion  in 
the  joint. 

Cases  which  have  a limitation  of  joint  motion  sec- 
ondary to  a muscle  or  tendon  being  entrapped  in  the 
scar  of  the  callous  offer  a poor  prognosis  for  effective 
improvement.  In  the  upper  extremity,  other  than  a 
poor  cosmetic  result,  little  disability  eventuates,  but 
a marked  limitation  of  flexion  in  a knee  can  be  dis- 
abling. Stretching  procedures  are  ineffective,  and  sur- 
gical measures  have  been  disappointing.  Occasionally 
flexion  can  be  recouped  in  a knee  by  resection  from 
the  patella  of  the  three  deep  bellies  of  the  quadriceps, 
leaving  the  long  head  to  activate  extension  of  the 
joint.  In  those  patients  requiring  maneuverability  in- 
stead of  stability,  it  is  a procedure  offering  a possi- 
bility of  improvement.  Probably,  in  most  cases  where 
the  muscles  are  importantly  enmeshed  in  scar,  ac- 
ceptance of  the  resultant  disability  with  development 
of  adroit  maneuvers  to  circumvent  its  effect  is  the 
approach  of  choice. 

Not  infrequently,  particularly  in  Pott’s  fractures 
and  fractures  of  the  humerus,  limited  joint  motion  is 
primarily  a result  of  contracted  muscles  not  adherent 
in  the  scar.  The  pathology  in  these  cases  results  from 
long  periods  of  immobilization  with  one  group  of 
muscles  completely  relaxed  and  the  opponents  taut. 
Because  of  the  resiliency  of  muscle  tissue,  relaxed 
muscles  rapidly  contract  while  the  taut  ones  extend 
and  become  fixed  in  these  lengths  to  accommodate 
their  maintained  positions.  For  this  reason  it  is  im- 
portant, particularly  in  Pott’s  fractures,  that  the  joint 
be  immobilized  with  the  muscle  antagonists  in  a neu- 
tral position.  If  contractures  of  the  calf  have  occurred 
in  an  ankle  fracture,  exercises  and  passive  stretching 
are  helpful,  but  again  active  function  is  particularly 
valuable  treatment.  The  heel  may  be  raised  by  apply- 
ing  ]/8  to  Ya  inch  layers  of  leather  or  balsa  wood  until 
the  foot  can  comfortably  carry  weight.  Then  as  toler- 
able, following  walking,  a layer  at  a time  may  be  re- 
moved from  the  heel  until  the  normal  heel  height 
has  again  been  gained. 

CONCLUSION 

May  I again  point  out  to  you  that  there  are  many 
uncertainties  and  that  there  are  many  unavoidable, 
unhappy  results  in  the  treatment  of  fractures.  Gn 
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the  other  hand,  there  are  few  poor  results  which 
cannot  be  ameliorated  or  rehabilitated  by  further 
definitive  treatment.  Each  poor  result  will  present 
itself  as  a specific  entity,  and  your  solution  of  that 
problem  must  be  based  on  the  answer  to  an  equation. 
The  factors  in  that  equation  are  a knowledge  of  the 
available  corrective  measures,  an  evaluation  of  the 
extent  of  the  existing  disability,  and  a decision  on 


whether  correction  is  worth  the  expenditure  of  time, 
money,  and  pain.  You  still  must  meditate  with  Ham- 
let, "whether  it  is  nobler  to  suffer  the  slings  and  ar- 
rows of  outrageous  fortune,  or  to  take  arms  against 
a sea  of  troubles  and  by  opposing  end  them.’’ 

The  Wichita  Clinic 
3244  East  Douglas 
Wichita  8,  Kansas 


Heart  Disease 


A Study  of  Blood  Ammonia  Levels  in  Congestive 
Heart  Failure  with  Report  of  Three  Cases 


W.  GRAHAM  CALKINS,  M.D.,  and  MAHLON  DELP,  M.D.,  Kansas  City 


Disorientation,  delirium,  frank  psychosis,  tremors, 
and  even  more  complicated  pictures  of  mental  and 
neurological  abnormalities  have  long  been  noted  dur- 
ing and  as  a terminal  event  of  congestive  heart  failure. 
So  frequently  and  for  so  long  have  these  signs  been 
noted  that  seldom  is  an  explanation  asked  for.  When 
the  matter  is  questioned,  the  traditional  interpretation 
of  these  central  nervous  system  manifestations  utilizes 
the  obvious  state  of  hypoxia  to  explain  the  phenom- 
ena. Doubtless  the  diminished  oxygen  supply  to  the 
various  organs  of  the  body  must  result  in  profound 
and  complex  metabolic  changes  contributing  to  nerv- 
ous system  changes.  In  spite  of  the  reasonableness  of 
this  exposition,  it  has  been  questioned  of  recent  date. 
The  belief  that  other  factors  contribute  certain  fea- 
tures is  now  more  convincing. 

For  several  years  we  have  been  impressed  by  the 
striking  similarity  in  mental  and  neurological  abnor- 
malities seen  in  the  patient  in  hepatic  coma  and  the 
patient  suffering  severe  congestive  heart  failure.  Emo- 
tional irritability,  confusion,  delirium,  agitation,  flap- 
ping tremor,  lethargy,  and  weakness  are  common  to 
both  conditions.  Clarification  of  the  pathogenesis  of 
these  complicating  signs  in  severe  liver  failure  im- 
mediately suggests  application  of  the  same  explana- 
tion in  congestive  heart  failure.  Liver  dysfunction 
and  abnormalities  coexisting  in  heart  failure  have 
been  the  subject  of  interest  for  some  time,  so  the 
relationship  seems  less  remote. 

Both  anatomical  and  functional  alterations  of  the 

From  the  Department  of  Medicine,  University  of  Kansas 
School  of  Medicine,  Kansas  City. 


liver  in  patients  with  congestive  heart  failure  have 
been  reviewed  by  many  investigators.  Anatomical 
changes  include  dilatation  of  the  sinusoids  and  nar- 
rowing of  the  liver  cords  in  the  central  area  of  the 
lobules,  necrosis  of  the  central  cells,  condensation  of 
reticulum  in  the  degenerated  central  areas,  marked 
thickening  of  the  walls  of  the  central  and  hepatic 
veins,  as  well  as  fibrosis  of  the  liver  with  active  fibro- 


Blood  ammonia  levels  were  deter- 
mined in  26  patients,  and  the  elinical 
courses  of  three  are  reported.  Possible 
explanations  are  given  for  elevated  blood 
ammonia  levels,  potential  hazards  of 
therapy  are  discussed,  and  the  need  for 
additional  investigative  studies  is 
stressed. 


blastic  proliferation.  The  degree  of  hepatic  necrosis 
varies  with  the  degree  and  severity  of  congestive  heart 
failure.  So-called  liver  function  tests  are  also  deviated 
from  the  normal.  Bromsulfalein  excretion  is  usually 
impaired.  Mild  elevation  of  serum  bilirubin  is  com- 
mon, but  clinical  jaundice  is  rare  in  the  absence  of 
pulmonary  infarction.  The  urine  urobilinogen  is  often 
elevated.  Serum  albumin,  alkaline  phosphatase,  thymol 
turbidity,  and  cephalin  cholesterol  flocculation  values 
are  usually  normal,  however. 

Innumerable  metabolic  abnormalities  surely  exist 
during  any  given  episode  of  severe  liver  failure.  The 
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complexities  of  these  deviations  still  largely  defy 
actual  measurement.  This  is  to  be  expected  in  a 
situation  involving  a structure  with  such  broad  func- 
tions as  the  liver.  Its  activity  in  protein  metabolism 
has  recently  attracted  much  interest,  chiefly  because 
of  the  repeated  observation  that  blood  ammonia  levels 
are  usually  quite  elevated  in  liver  failure  and  hepatic 
coma.  Examination  of  the  literature  concerning  this 
subject  points  up  the  curious  fact  that  although  the 
fundamental  knowledge  concerning  the  problem  has 
been  known  to  biochemists  and  physiologists  for 
many  years,  clinical  application  has  been  attempted 
only  recently. 

It  has  been  well  established  by  experimental  work 
that  the  liver  is  the  principal  site  for  the  deamination 
of  ammonia  containing  compounds  absorbed  by  the 
intestine.  Folin  and  Dennis12  demonstrated  that  the 
ammonium  content  of  the  portal  blood  was  signifi- 
cantly higher  than  that  of  the  peripheral  circulation. 
More  than  30  years  ago  Matthews13  reported  that  Eck 
fistula  dogs  fed  a high  protein  diet  developed  the 
syndrome  of  "meat  intoxication.”  It  is  now  clear  that 
this  syndrome  has  a remarkable  similarity  to  hepatic 
coma  in  humans.  In  fact,  comparable  demonstrations 
in  humans  with  portocaval  shunts  have  been  made  by 
McDermott  and  Adams,14  and  Havens  and  Child.15 
The  supposition  that  high  blood  ammonia  concen- 
trations in  the  portal  vein,  resulting  from  the  absorp- 
tion of  nitrogenous  substances  from  the  intestinal 
tract,  by-pass  the  normal  urea  synthesizing  mecha- 
nism in  the  liver  is  reasonable.  It  must  be  further 
theorized  that  these  high  levels  of  ammonia,  now 
present  in  the  systemic  circulation,  exert  a deleterious 
effect  upon  the  central  nervous  system  producing  the 
syndrome  which  we  call  hepatic  coma. 

Bessman  and  Bessman16  have  suggested  that  high 
levels  of  ammonia  in  the  blood  result  in  the  increased 
formation  of  glutamine  from  alpha  keto  glutarate 
with  a decreased  amount  of  the  latter  compound 
available  in  the  central  nervous  system  to  take  part 
in  the  Krebs  cycle.  It  should  be  reemphasized  that 
an  elevated  blood  ammonia  level  may  well  be  only 
one  of  multiple  metabolic  and  biochemical  abnormal- 
ities occurring  in  hepatic  failure  and  coma.  Whether 
the  mental  and  neurological  changes  in  this  syndrome 
can  be  charged  directly  and  specifically  to  ammonia 
ion  intoxication  is  to  date  still  unsettled. 

Sherlock  and  others,17  finding  elevated  blood  am- 
monia levels  in  patients  with  cirrhosis  who  evidenced 
good  hepatic  cellular  function,  convincingly  suggested 
portal  systemic  shunting  of  ammonia  rich  blood  by 
and  around  the  normally  functioning  liver  cell.  The 
effect  upon  the  central  nervous  system,  they  have 
termed  portal  systemic  encephalopathy.  Here  the 
situation  is  one  of  circulatory  failure,  after  a fashion, 
because  of  abnormal  collateral  shunting  of  portal 


blood  either  around  or  through  the  liver.  In  patients 
with  acute  severe  hepatocellular  damage,  the  explana- 
tion must  be  altered.  Here  the  liver  is  so  severely 
damaged  and  parenchymal  cell  function  is  at  such 
a low  ebb  that  the  liver  acts  as  a "sieve,”  failing 
to  perform  its  function  of  deamination  of  nitrogenous 
materials  and  passing  these  on  into  the  systemic 
circulation. 

The  above  mentioned  mechanisms  may  be  operating 
in  patients  with  congestive  heart  failure.  Severe  liver 
damage  resulting  from  congestive  heart  failure  may 
interfere  with  the  deamination  of  ammonia  contain- 
ing compounds  brought  to  the  liver  by  the  portal 
vein.  Increased  pressure  in  the  hepatic  veins  and 
sinusoids,  as  a result  of  congestive  failure,  may  in- 
crease portal  vein  pressure  with  a resultant  increase 
in  the  flow  of  the  ammonia  rich  portal  blood  through 
portocaval  collateral  vessels  such  as  the  gastroeso- 
phageal, hemorrhoidal,  and  superficial  abdominal 
veins.  Thus  it  is  seen  that  in  congestive  heart  failure 
there  are  two  mechanisms  which  may  result  in  in- 
creased systemic  blood  ammonia  concentrations. 

The  possibility  that  patients  with  congestive  heart 
failure  are  prone  to  develop  "ammonia  intoxication” 
assumes  more  than  academic  interest.  Three  of  the 
main  therapeutic  agents  used  in  the  treatment  of  these 
patients — ammonium  chloride,  cation  exchange  resins, 
and  Diamox — have  been  shown  to  be  precipitating 
agents  in  the  production  of  hepatic  coma  in  patients 
with  liver  disease.  The  possibility  that  these  thera- 
peutic agents  may  actually  be  more  harmful  than 
beneficial  in  patients  with  severe  passive  congestion 
of  the  liver  due  to  cardiac  failure  must  be  considered. 

Elevated  blood  ammonia  levels  have  already  been 
reported  in  patients  with  congestive  heart  failure.  In 
a series  of  nine  patients  Bessman  and  Evans21  found 
elevated  blood  ammonia  levels  in  eight.  It  is  the 
purpose  of  this  report  to  present  our  observations  of 
blood  ammonia  levels  in  patients  with  congestive 
heart  failure  studied  during  the  past  12  months. 

MATERIAL  AND  METHODS 

Fasting  blood  ammonia  cencentrations  were  per- 
formed in  26  patients  who  were  hospitalized  because 
of  congestive  heart  failure.  There  were  15  males  and 
11  females.  Their  average  age  was  56.6  years  with  a 
range  from  32  to  73  years.  Ten  patients  had  arterio- 
sclerotic heart  disease,  eight  had  rheumatic  heart 
disease,  six  had  hypertensive  heart  disease,  two  had 
cor  pulmonale,  two  had  syphilitic  heart  disease,  and 
one  had  kyphoscoliotic  heart  disease.  Three  patients 
had  two  types  of  heart  disease. 

All  of  the  patients  in  this  study  had  hepatomegaly. 
The  degree  of  liver  enlargement  was  determined  by 
palpation  and  percussion.  The  liver  was  considered 
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to  be  slightly  enlarged  if  the  inferior  border  was 
detectable  up  to  four  centimeters  below  the  right 
costal  margin  in  the  midclavicular  line.  If  the  border 
was  four  to  eight  centimeters  below  the  costal  margin, 
the  hepatomegaly  was  classed  as  moderate.  Markedly 
enlarged  livers  were  those  whose  lower  borders  ex- 
tended over  eight  centimeters  below  the  right  costal 
margin.  Two  patients  had  slightly  enlarged  livers,  19 
had  moderately  enlarged  livers,  and  five  had  markedly 
enlarged  livers.  Eleven  of  the  2 6 patients  showed 
some  abnormality  of  standard  liver  function  tests. 
None  of  the  patients  had  dilated  abdominal  veins, 
hemorrhoids,  esophageal  varices,  or  other  evidence 
of  portocaval  collateral  circulation.  Abnormally  high 
venous  pressures  were  recorded  in  11  of  13  patients 
in  whom  they  were  performed. 

The  blood  ammonia  determination  was  carried  out 
by  a modification  of  Conway’s  method.22  Venous 
blood  was  introduced  into  a saturated  solution  of 
potassium  carbonate  in  the  outer  chamber  of  a Con- 
way dish.  The  inner  chamber  containing  0.0002N 
hydrochloric  acid  with  methyl  red  methylene  blue 
indicator  was  titrated  with  0.0005N  barium  hydroxide 
after  diffusion  was  allowed  to  proceed  at  room  tem- 
perature for  15  minutes.  A blank  and  a standard 
solution  of  ammonium  sulfate  were  run  simulta- 
neously with  the  unknown.  The  details  of  this  deter- 
mination are  reported  elsewhere.23  In  all  cases,  the 
diffusion  process  was  started  within  five  minutes  after 
the  blood  was  shed.  It  has  been  shown  that  the 
ammonia  content  of  the  blood  is  stable  up  to  20 
minutes  after  the  blood  is  shed.23 

In  our  laboratory  normal  values  for  fasting  blood 
ammonia  range  from  50  to  110  micrograms  per  100 
milliliters.23  Abnormal  values  are  those  above  135 
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Blood  Ammonia  Nitrogen  in  6 / 100  ml. 

Figure  1.  Percentile  distribution  of  various  blood 
ammonia  concentrations  in  100  normal  persons. 


micrograms  per  100  milliliters.  Concentrations  be- 
tween 110  and  135  micrograms  per  100  milliliters 
are  in  a twilight  zone  and  considered  neither  normal 
nor  abnormal  by  us.  Figure  1 shows  the  percentile 
distribution  of  various  blood  ammonia  concentra- 
tions as  determined  by  our  laboratory  in  100  normal 
fasting  persons. 

RESULTS 

Table  I lists  the  blood  ammonia  concentrations  of 
the  patients  in  this  series.  It  will  be  noted,  out  of  a 
total  of  29  blood  ammonia  values,  25  were  in  the 
normal  range,  two  were  in  the  twilight  range  (C.  B. 
and  A.  M.),  and  two  were  markedly  elevated  (L.  F. 
and  R.  P.) . We  were  unable  to  obtain  any  significant 
correlation  between  the  blood  ammonia  concentra- 
tions and  the  size  of  the  liver,  duration  of  congestive 
failure,  height  of  venous  pressure,  or  degree  of  ab- 
normality of  the  standard  hepatic  function  tests. 

CASE  REPORTS 

The  clinical  courses  of  the  two  patients  in  whom 
abnormally  high  blood  ammonia  levels  were  found 
are  reported  below: 

Case  1,  L.  F.,  a 35-year-old  male,  was  admitted  to 


TABLE  I 


Patient 

Blood  Ammonia 
( micrograms  % ) 

Central  Nervous  System 
Abnormalities 

O.  F. 

59 

0 

E.  C. 

77 

0 

V.  T. 

75 

0 

J.  V. 

62 

0 

D.  C. 

77 

0 

C.  B. 

62,  110 

0 

L.  F. 

176 

X 

I.  M. 

70 

0 

L.  F. 

71 

0 

T.  V. 

91 

0 

A.  M. 

111,  89 

0 

F.  H. 

84 

0 

G.  H. 

92 

0 

M.  J. 

62 

0 

M.  K. 

92 

0 

F.  M. 

69 

0 

G.  F. 

71 

0 

W.  N. 

82 

0 

C.  K. 

82 

0 

J.  B. 

77 

0 

S.  H. 

82 

0 

M.  L. 

92 

0 

G.  H. 

67 

0 

H.  W. 

62 

0 

L.  N. 

107 

0 

R.  P. 

164,  81 

X 
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the  hospital  with  a diagnosis  of  subacute  bacterial 
endocarditis  due  to  streptococcus  viridans.  The  pa- 
tient had  had  rheumatic  fever  at  the  age  of  12.  He 
had  been  asymptomatic  until  6 months  prior  to 
admission,  when  he  noted  fever  and  fatigue.  Three 
weeks  prior  to  admission  he  developed  signs  and 
symptoms  of  congestive  heart  failure. 

Physical  examination  revealed  cardiomegaly.  Mur- 
murs of  mitral  stenosis  and  insufficiency  were  present. 
Moist  rales  were  present  in  both  lung  bases.  The 
liver  was  enlarged  to  7 cm.  below  the  right  costal 
margin.  The  spleen  was  palpable  4 cm.  below  the 
left  costal  margin.  Moderate  ascites  was  noted.  Two 
plus  sacral,  pretibial,  and  pedal  edema  was  present. 
Several  splinter  hemorrhages  were  noted  in  the  nail 
beds. 

Nonprotein  nitrogen  was  normal.  Liver  function 
tests  were  within  normal  limits.  Blood  cultures  were 
positive  for  streptococcus  viridans.  Blood  ammonia 
was  62  micrograms  per  cent. 

The  patient  was  digitalized,  treated  with  diuretics, 
and  given  eight  million  units  of  penicillin  daily  for 
six  weeks.  On  this  regimen  he  became  afebrile  and 
recompensated.  He  was  discharged  on  a low  salt  diet 
and  maintenance  gitalin  after  almost  two  months  of 
hospitalization. 

Seventeen  days  after  being  discharged,  he  was  re- 
admitted, acutely  ill.  For  three  days  prior  to  this 
admission  the  patient  had  noted  lethargy,  nausea, 
vomiting,  anorexia,  oliguria,  and  ankle  edema. 

At  this  time  he  was  extremely  lethargic  and  apa- 
thetic and  unable  to  give  a reliable  history.  No  fever 
was  present.  The  lungs  were  clear.  The  cardiac  mur- 
murs were  unchanged.  The  liver  was  enlarged  8 cms. 
below  the  right  costal  margin.  Two  plus  pedal  edema 
was  present.  Bilateral  Babinski  signs  were  noted. 

During  this  hospitalization  the  blood  nonprotein 
nitrogen  rose  steadily  from  114  to  155  mgm.  per 
cent.  The  serum  sodium  ranged  from  119  to  132 
mEq/L;  serum  potassium  from  7.0  to  7.9  mEq/L., 
and  serum  chloride  from  89  to  96  mEq/L.  Carbon 
dioxide  combining  power  varied  from  8.8  to  15.4 
mEq/L.  Hepatogram  showed  a bilirubin  of  7.3  mgm. 
per  cent,  alkaline  phosphatase  of  31  millimol  units, 
and  cholesterol  esters  of  11  per  cent.  Blood  cultures 
were  negative.  The  blood  ammonia  was  176  micro- 
grams per  cent. 

The  patient  was  treated  with  low  salt  diet,  gitalin, 
and  parenteral  fluids.  Throughout  his  brief  hospital- 
ization, he  was  restless,  confused,  drowsy,  irritable 
and  hallucinating.  During  the  last  48  hours  of  his 
life,  he  became  jaundiced  and  comatose.  He  gradually 
went  down  hill  and  died  six  days  after  admission 
to  the  hospital. 

At  autopsy  the  heart  weighed  1000  grams.  The 


mitral  valve  showed  an  old  rheumatic  valvulitis  with 
rupture  of  many  chordae  tendineae  due  to  healing 
verrucae.  There  was  dilatation  of  the  right  atrium  and 
right  ventricle.  The  left  atrium  was  markedly  dilated 
and  contained  a mural  thrombus.  The  lungs  showed 
chronic  passive  congestion.  There  were  tiny  healing 
infarcts  in  the  spleen  and  kidneys.  The  liver  weighed 
1200  grams  and  showed  central  necrosis.  Tremendous 
passive  congestion  was  present.  In  many  places  the 
congestion  was  of  such  a degree  as  to  simulate  hem- 
orrhage in  the  liver.  The  sinusoids  and  liver  paren- 
chymal cells  were  completely  overwhelmed  by  the 
amount  of  erythocytes  present.  It  was  the  conclusion 
of  the  pathologist  that  the  superimposed  subacute 
bacterial  endocarditis,  by  further  damaging  the  mitral 
valve,  contributed  to  congestive  failure.  It  was  thought 
that  the  endocarditis  was  healed,  but  unfortunately 
the  vegetations  were  not  cultured. 

During  the  last  few  days  of  this  patient’s  life,  he 
showed  many  of  the  signs  of  a patient  in  liver  failure 
and  coma.  He  had  had  no  liver  disease  until  con- 
gestive heart  failure  developed.  It  is  reasonable  to 
assume  that  all  the  anatomical  and  functional  changes 
in  the  patient’s  liver  were  due  to  congestive  heart 
failure.  During  his  first  hospitalization,  the  patient 
was  clear  mentally  and  had  a normal  blood  ammonia 
level.  At  the  time  of  his  demise  he  had  a markedly 
elevated  blood  ammonia  level  and  showed  mental 
and  neurological  abnormalities. 

Case  2,  R.  P.,  a 59-year-old  man,  was  admitted  to 
the  hospital  in  congestive  heart  failure  of  one  month’s 
duration,  manifested  by  dyspnea,  orthopnea,  and 
edema.  He  had  had  diabetes  for  1 5 years.  At  the  time 
of  admission  he  was  taking  60  units  of  NPH  insulin 
daily,  digitalis,  and  ammonium  chloride. 

On  admission  he  was  disoriented,  lethargic,  and 
repetitious  in  his  conversation.  History  taking  was 
difficult  because  of  the  patient’s  mental  status.  Coarse 
moist  rales  were  present  in  the  right  lung  base.  The 
heart  was  not  enlarged  to  percussion,  but  a grade  two 
apical  systolic  murmur  was  present.  Minimal  ascites 
was  noted.  The  liver  edge  was  palpable  6 cms.  below 
the  right  costal  margin.  Two  plus  pitting  edema  of 
the  feet  and  ankles  was  present.  The  hepatogram  was 
normal.  The  electrocardiogram  showed  an  old  antero- 
septal  myocardial  infarction. 

The  blood  ammonia  concentration  was  164  micro- 
grams per  cent  on  the  day  following  admission.  The 
patient  was  placed  on  a 1700  calorie  rice  and  fruit 
diet  that  contained  50  mgm.  of  sodium  a day.  He 
was  given  20  units  of  NPH  insulin  and  0.15  mgm. 
of  digitoxin  daily.  His  weight  dropped  from  160 
to  139  pounds,  and  his  dyspnea,  orthopnea,  and 
edema  disappeared.  For  the  first  few  days  in  the 
hospital,  his  sensorium  remained  unchanged.  Then 
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it  gradually  became  clearer  as  his  congestive  failure 
was  controlled.  On  the  day  of  his  discharge  from 
the  hospital,  he  was  mentally  alert  and  fully  oriented. 
A repeat  blood  ammonia  level  at  that  time  was  81 
micrograms  per  cent. 

This  patient  showed  an  abnormally  high  blood 
ammonia  level  associated  with  mental  aberrations 
and  cardiac  decompensation  with  passive  congestion 
of  the  liver.  As  he  responded  to  treatment,  his  liver 
became  smaller,  the  blood  ammonia  level  returned 
to  normal,  and  he  became  mentally  alert  again.  It  is 
interesting  to  speculate  on  the  role  of  the  ammonia 
chloride  that  he  received  prior  to  admission  in  the 
production  of  a high  blood  ammonia  level  in  this 
patient.  Hepatic  coma  has  been  produced  in  patients 
with  liver  disease  by  the  administration  of  ammonia 
chloride.24 

The  following  case  report  is  not  included  in  our 
series  because  it  represents  a patient  who  had 
Laennec’s  cirrhosis  in  whom  congestive  heart  failure 
had  developed.  However,  it  is  reported  in  detail 
because  it  is  illustrative  of  the  mental  and  neurologi- 
cal changes  that  may  occur  when  congestive  heart 
failure  is  superimposed  on  a previously  damaged 
liver. 

Case  3,  J.  P.,  a 49-year-old  white  male,  was  seen 
in  the  outpatient  department  complaining  of  short- 
ness of  breath.  For  two  years  he  had  noted  dyspnea 
which  had  become  progressively  worse  in  the  pre- 
ceding two  months.  He  gave  a history  of  pedal  edema 
of  five  months  duration  and  abdominal  swelling  of 
two  months  duration  with  a weight  gain  of  50  pounds 
during  the  latter  period.  He  had  been  in  good  health 
prior  to  his  present  illness  but  had  consumed  several 
pints  of  whiskey  weekly  for  15  years  previously. 

Physical  examination  revealed  a well  developed, 
obese  (287  pounds),  white  male  in  moderate  respir- 
atory distress  with  generalized  anasarca.  Blood  pres- 
sure was  150/90,  pulse  92,  and  respirations  32. 
Generalized  high  pitched  musical  rales  were  heard 
throughout  the  chest  with  moist  rales  in  both  bases. 
Cardiac  dullness  could  not  be  percussed  accurately. 
Heart  tones  were  distant.  No  murmurs  were  heard. 
The  abdomen  was  protuberant,  and  a fluid  wave  was 
present.  The  liver  was  enlarged  8 centimeters  below 
the  right  costal  margin,  was  nontender  and  finely 
nodular.  There  was  marked  pitting  edema  of  the 
lower  extremities  up  to  the  level  of  the  second  lumbar 
vertebra. 

A diagnosis  of  Laennec’s  cirrhosis  was  made,  and 
the  patient  was  admitted  to  the  hospital  for  further 
treatment.  On  admission  nonprotein  nitrogen  and 
serum  electrolytes  were  within  normal  limits.  Hepato- 
gram revealed  the  following  values:  Total  bilirubin 
1.5  mgm.  per  cent,  alkaline  phosphatase  2.4  millimol 


units,  thymol  turbidity  13  units,  cephalin  cholesterol 
flocculation  2+  in  48  hours,  total  cholesterol  242 
mgm.  per  cent  with  41  per  cent  esters,  prothrombin 
concentration  75  per  cent.  Blood  ammonia  concen- 
trations on  the  second  and  third  hospital  days  were 
147  and  170  micrograms  per  cent  respectively.  The 
electrocardiogram  showed  sinus  tachycardia,  left  axis 
deviation,  and  abnormal  T waves.  A chest  x-ray 
showed  the  heart  size  as  at  the  upper  limits  of  normal. 

The  patient  was  treated  with  bed  rest,  low  salt  diet, 
digitoxin,  and  aminophylline.  On  the  tenth  hospital 
day  he  became  lethargic  and  developed  increasing 
dyspnea  and  cyanosis.  A chest  x-ray  at  this  time 
showed  pulmonary  congestion  and  cardiomegaly. 
Paracentesis  was  performed  with  some  relief  of  symp- 
toms. 

On  the  14th  day  the  patient  began  hallucinating 
and  became  disoriented  and  confused.  It  was  felt  that 
he  was  in  the  precoma  stage  of  hepatic  coma.  How- 
ever, a blood  ammonia  level  at  this  time  was  120 
micrograms  per  cent.  He  was  started  on  cortisone  in 
a dosage  of  75  mgm.  a day.  Mental  confusion  con- 
tinued intermittently. 

On  the  22nd  day  the  patient  developed  dyspnea 
and  deep  cyanosis.  His  confusion  and  delirium  in- 
creased. It  then  became  apparent  that  the  degree  of 
heart  failure  had  been  grossly  underestimated.  Death 
was  expected  momentarily.  Paracentesis  and  phlebot- 
omy were  performed  as  emergency  measures.  Dyspnea 
and  cyanosis  improved,  but  the  patient  developed 
typical  hepatic  coma  which  lasted  three  days.  During 
this  period  blood  ammonia  levels  were  211,  150,  and 
231  micrograms  per  cent.  In  an  effort  to  alleviate  the 
coma,  a total  of  69  grams  of  monosodium  glutamate 
was  given  intravenously  over  a three-day  period. 

By  the  27th  day  his  sensorium  had  cleared,  his 
weight  had  dropped  to  220  pounds,  and  he  was  able 
to  be  up  and  around.  Chest  x-ray  at  that  time  revealed 
that  the  transverse  diameter  of  the  cardiac  silhouette 
had  decreased  by  two  and  one-half  centimeters.  From 
that  time  on  the  patient  steadily  improved  and 
responded  well  to  diuretics.  Liver  biopsy  was  done 
on  the  52nd  day  and  demonstrated  diffuse  hepatic 
fibrosis  and  fatty  metamorphosis.  He  was  discharged 
on  the  53rd  day  on  a low  salt  diet  and  a maintenance 
dose  of  digitoxin.  At  the  time  of  discharge  he  had 
no  edema  and  only  a trace  of  ascites.  However,  his 
liver  was  still  enlarged  eight  centimeters  below  the 
right  costal  margin.  The  blood  ammonia  level  was 
159  micrograms  per  cent  at  this  time.  Seen  in  the 
outpatient  department  two  months  later,  the  patient 
weighed  200  pounds  and  had  no  edema  or  ascites. 

This  patient  illustrates  some  of  the  profound 
metabolic  changes  that  may  occur  in  a patient  with  a 
damaged  liver  who  develops  congestive  heart  failure. 
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These  changes,  reflected  in  mental  and  neurological 
abnormalities  and  elevation  of  the  blood  ammonia 
concentration,  were  successfully  handled  only  by 
vigorous  treatment  of  the  heart  failure  simultaneously 
with  efforts  to  relieve  portal  systemic  encephalopathy. 
Here  a combination  of  systemic  diseases — hyperten- 
sive cardiovascular  disease  and  Laennec’s  cirrhosis — 
found  in  the  same  patient  serves  to  illustrate  and 
bridge  the  discussion  from  the  first  two  cases  of 
primary  heart  disease  and  the  third  case  of  primary 
liver  disease. 

DISCUSSION 

In  view  of  the  autopsy  findings,  it  seems  obvious 
that  the  cause  of  death  in  the  first  case  was  severe 
congestive  heart  failure.  The  severe  degree  of  con- 
gestion of  the  liver  was  sufficient  to  result  in  a marked 
degree  of  jaundice  as  well  as  to  cause  abnormalities 
in  the  standard  liver  function  tests.  The  abnormally 
high  blood  ammonia  demonstrated  in  this  patient  can 
best  be  explained  by  the  severe  degree  of  hepatic 
damage.  It  is  postulated  that  some  of  the  high  am- 
monia containing  portal  vein  blood  was  shunted 
around  the  liver  and  directly  into  the  systemic  cir- 
culation as  a result  of  the  tremendously  increased 
intrahepatic  pressure. 

In  addition,  the  surviving  hepatic  cells  were  prob- 
ably unable  to  synthesize  urea  from  ammonia  because 
of  damage  to  them  as  a result  of  high  intravascular 
pressure  and  hypoxia  within  the  liver.  We  are  unable 
to  satisfactorily  explain  the  azotemia  in  the  patient. 
Possibly  it  may  have  been  the  result  of  renal  dys- 
function, secondary  to  severe  chronic  passive  conges- 
tion and  hypoxia. 

The  second  case  illustrates  a correlation  between 
congestive  heart  failure,  elevated  blood  ammonia 
level,  and  mental  aberrations.  Again  we  wish  to 
emphasize  that  an  elevated  blood  ammonia  level  is 
only  one  metabolic  abnormality  in  a complex  picture. 
Any  attempt  to  explain  the  mental  or  neurological 
picture  of  hepatic  coma  on  the  basis  of  an  elevated 
blood  ammonia  alone  is  a gross  oversimplification. 
Numerous  other  metabolic  abnormalities  are  un- 
doubtedly present. 

The  third  patient  showed  an  elevated  blood  am- 
monia level  associated  with  mental  and  neurological 
changes.  Two  factors  seem  to  be  instrumental  in  the 
production  of  this  picture.  It  is  postulated  that  this 
patient  already  had  a severely  damaged  liver  due 
to  cirrhosis.  When  he  developed  congestive  heart 
failure,  further  damage  was  inflicted  on  the  already 
malfunctioning  liver,  and  consequently  the  blood 
ammonia  concentration  increased  and  the  patient 
developed  typical  hepatic  coma.  Only  prompt  ener- 
getic treatment  of  the  congestive  failure  kept  this 
patient  from  dying  in  hepatic  coma.  Just  how  great 


a part  each  factor  played  in  the  production  of  hepatic 
coma  in  this  patient  can  only  be  surmised.  The  role 
of  monosodium  glutamate  in  this  patient’s  rapid 
recovery  is  unknown.  Theoretically,  sodium  glutamate 
is  supposed  to  lower  the  blood  ammonia  level  by 
combining  with  ammonia  to  form  glutamine  and 
thus  free  more  alpha  keto  glutarate  to  take  part  in 
the  Krebs  cycle  in  the  central  nervous  system. 

Since  it  has  been  shown  repeatedly  that  the  admin- 
istration of  Diamox,  ammonium  chloride,  and  cation 
exchange  resins  in  hepatic  disease  may  cause  an  eleva- 
tion of  the  blood  ammonia  level,  it  becomes  obvious 
that  these  therapeutic  agents  may  be  containdicated  in 
severe  chronic  passive  congestion  of  the  liver.  It 
seems  apparent  from  clinical  studies  that  an  elevation 
of  the  blood  ammonia  is  associated  with  definite 
neurological  and  mental  signs  and  symptoms. 

It  is  apparent  from  the  results  of  this  study  that 
a great  many  patients  with  congestive  heart  failure 
and  chronic  passive  congestion  of  the  liver  have  nor- 
mal blood  ammonia  levels.  Since  Diamox,  ammonium 
chloride,  and  cation  exchange  resins  have  been  used 
repeatedly  in  the  routine  treatment  of  congestive 
failure  without  detrimental  effects,  it  seems  reason- 
able to  assume  that  in  the  average  case  they  are 
relatively  innocuous.  However,  if  a patient  in  conges- 
tive failure  shows  a severe  degree  of  hepatic  con- 
gestion and/or  mental  or  neurological  aberrations,  the 
administration  of  any  of  these  agents  which  are 
known  to  be  able  to  precipitate  hepatic  coma  is  con- 
traindicated. In  brief,  it  is  to  be  emphasized  that  the 
indiscriminate  use  of  ammonium  chloride,  Diamox, 
and  cation  exchange  resins  in  congestive  heart  failure 
is  to  be  condemned.  While  the  use  of  these  agents  is 
beneficial  in  most  patients,  it  may  well  be  detrimental 
in  some. 

Additional  studies  of  blood  ammonia  levels  in 
patients  with  congestive  heart  failure  before  and 
after  the  administration  of  Diamox,  ammonium  chlo- 
ride, and  cation  exchange  resins  are  contemplated. 
The  use  of  the  ammonium  chloride  tolerance  test 
as  described  by  White  and  others24  in  patients  with 
liver  disease  would  be  of  interest  in  this  group  of 
patients.  The  role  of  antibiotics  in  lowering  an  abnor- 
mally high  blood  ammonia,  by  decreasing  the 
amount  of  amine  forming  bacterial  flora  in  the  intes- 
tinal tract,  needs  to  be  evaluated.  The  part  played  by 
electrolyte  imbalance  in  congestive  heart  failure  in 
relation  to  mental  and  neurological  changes  requires 
further  investigation. 

SUMMARY 

1.  Blood  ammonia  levels  were  determined  in  26 
patients  with  congestive  heart  failure  and  hepato- 
megaly. A total  of  29  determinations  were  performed, 
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of  which  25  were  normal,  two  borderline,  and  two 
markedly  elevated. 

2.  The  clinical  courses  of  three  patients  with  ele- 
vated blood  ammonia  levels  are  reported.  These 
patients  exhibited  mental  and  neurological  abnor- 
malities similar  to  those  found  in  patients  in  hepatic 
coma.  To  further  the  correlation,  one  case  report 
deals  with  a patient  who  had  Laennec’s  cirrhosis  and 
subsequently  developed  congestive  heart  failure  and 
hepatic  coma. 

3.  Possible  explanations  for  elevated  blood  am- 
monia levels  in  congestive  heart  failure  are  discussed. 

4.  The  potential  hazards  involved  in  the  use  of 
Diamox,  ammonium  chloride,  and  cation  exchange 
resins  in  patients  with  congestive  heart  failure  and 
hepatic  damage  are  emphasized. 

5.  The  need  for  additional  investigative  studies  in 
this  field  is  brought  out. 
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edge is  no  substitute  for  wisdom.  Far  and  away  the  most  important  thing  in  human  life 
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Dr.  Robinson:  Our  conference  committee  thought 
that  we  might  profitably  discuss  in  this  day  devoted 
chiefly  to  cancer  some  of  the  indications  for  biopsies 
in  various  parts  of  the  body  and  some  of  the  definite 
contraindications  wherein  a biopsy  might  cause  more 
harm  to  the  patient  than  had  the  biopsy  not  been 
done.  I am  sure  you  will  all  agree  that  the  first  stated 
objective  is  the  correct  one.  When  in  doubt,  a biopsy 
to  establish  what  is  wrong,  so  that  we  can  decide  what 
to  do,  should  be  our  chief  conclusion. 

The  first  question  to  come  up  before  our  panel  is 
whether  biopsies  can  make  some  difficulties  for  us. 
Because  of  the  experience  I have  had  with  some  of 
these,  I would  like  to  ask  the  opinion  of  some  of  the 
gentlemen  here  what  their  experience  has  been.  First, 
and  the  most  difficulty  I have  had  about  doing 
biopsies,  at  times,  relates  to  melanomas.  I would  like 
to  start  by  asking  Dr.  McDonald  if  he’d  say  a word 
of  what  he  thinks  about  biopsies  of  melanomas.  Can 
we  ever  get  in  trouble  by  biopsying,  let’s  say,  a lymph 
node  that  has  melanoma  in  it  and  that  might  make 
future  troubles  for  us? 

Dr.  McDonald:  I do  not  know  about  the  potential 
danger  of  biopsy  of  a lymph  node  containing  a mela- 
noma. However,  melanotic  lesions  of  the  skin  should 
not  be  treated  by  cautery  without  biopsy,  as  is  occa- 
sionally done.  Under  such  circumstances  it  is  not 
unusual  for  melanotic  lesions  to  be  thrown  away 
without  histologic  study,  only  to  have  a metastatic 
tumor  appear  subsequently  in  a lymph  node.  I believe 
that  biopsy  of  a melanotic  lesion  in  the  skin  usually 
should  include  excision  of  the  lesion.  Incisional 
biopsy  of  such  tumors  should  be  avoided  if  possible. 

Dr.  Robinson:  I think  that’s  a significant  point. 
Dr.  DeBoer,  how  wide  do  you  think  excisional  biopsy 
should  be  with  a suspected  melanoma?  What  has 
been  your  practice? 


Dr.  DeBoer:  That  follows  the  line  of  the  discussion 
this  morning.  I exposed  my  conservatism  then,  so  I’ll 
reaffirm  it  just  a bit.  The  pigmented  lesions  that  we 
see  in  children,  of  course,  are  the  things  that  we  have 
in  mind.  The  first  question  is,  "Is  this  a junctional  cell 
nevus  which  later  on  may  prove  to  be  malignant  or  at 
least  take  on  malignant  aspects?’’  We  excise  all  those; 
we  excise  very  conservatively  in  the  respect  that  we 
make  sure  that  we  have  a rim  of  normal  tissue  that 
you  can  see  with  the  naked  eye  and  not  have  the 
pathologist  only  hope  that  he  can  find  some  normal 
skin  microscopically — you  can  see  normal  skin  around 
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the  entire  border  of  the  pigmented  lesion.  Then,  the 
incision  is  carried  down  through  the  subcutaneous  fat, 
but  the  underlying  fascia  is  not  excised.  These  are 
the  usual  excisional  biopsies  that  we  do  on  all  the 
pigmented  lesions  in  children. 

Dr.  Robinson:  Does  the  age  of  the  child  make  any 
difference  in  your  consideration  of  these  nevi? 

Dr.  DeBoer:  We  used  to  feel  rather  sure  that  if 
we  got  the  child  before  puberty  we  didn’t  have  to 
worry.  We  have  changed  our  minds  recently.  We  like 
to  have  the  pigmented  lesions  excised  at  four,  five, 
and  six  years  rather  than  waiting  until  they  are  nine, 
ten,  and  eleven  years  because  of  the  variation  in  the 
physiology  of  puberty  in  various  children. 

Again,  if  it  were  a suspicious  looking  lesion  on 
the  palm  or  the  sole  of  the  foot,  which  we  know  are 
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not  particularly  fortunate  places  to  have  one,  and  if 
the  child  were  11  or  12  years  of  age,  yes,  I would 
excise  that  a little  bit  more  widely  than  I would  on  a 
two-year-old  baby  with  a pigmented  lesion  on  its 
abdomen,  for  example. 

Dr.  Robinson:  Now  we  bring  up  this  subject  be- 
cause we  have  seen  an  instance  or  two  wherein 
regional  nodes  have  become  enlarged.  We  have  no 
antecedent  history  of  the  removal  of  a mole  obtain- 
able; or,  if  we  have  a history  of  removal,  we  do  not 
know  whether  or  not  it  was  malignant.  Maybe  it’s 
been  thrown  away,  which  I urge  you  never  to  do. 
And  this  node  is  enlarged  in  the  neck  or  in  some 
other  regional  lymph  node  area  following  the  removal 
of  a nevus.  We  have  seen  where  a needle  has  been 
inserted  into  a node  to  try  to  get  a needle  biopsy  to 
determine  what  might  be  the  cause  of  the  lymph- 
adenopathy.  I'd  like  to  show  the  first  slide  on  mela- 
noma. Dr.  Boley  obtained  this  slide  for  us  from  his 
friend  down  at  Columbia,  Missouri,  Dr.  Richard 
Johnson. 

Dr.  Boley:  You  can  see  the  needle  track  in  the 
tissues.  It  goes  down  and  has  punctured  the  node. 
Under  higher  magnification  you  will  find  that  in  each 
one  of  these  fascial  planes  there  is  melanoma  growing 
out  in  either  direction  and  along  the  track  so  that,  if 
one  decides  to  do  this  sort  of  procedure,  he  has  to  be 
willing  to  proceed  farther  and  remove  those  needle 
tracks.  If  you  come  from  several  directions  toward 
the  node  in  doing  the  needle  biopsy,  you  will  sacri- 
fice as  much  skin  as  with  the  definitive  operation 
contemplated. 

Dr.  Robinson:  Thank  you,  Dr.  Boley.  Needle  biop- 
sies are  done  frequently  in  some  institutions.  Here’s 
one  instance  where  I think  one  can  say  that  there’s 
been  trouble  from  a needle  biopsy,  and  I would  like 
to  ask  these  gentlemen  how  they  feel  about  needle 
biopsies  for  informational  purposes  in  general.  Dr. 
McDonald,  do  you  employ  this  very  much  in  your 
institution  ? 

Dr.  McDonald:  The  surgeons  at  my  institution 
use  needle  biopsy  for  very  specific  indications.  They 
would  not  use  this  procedure  in  a situation  such  as 
the  one  just  described  because  they  believe  that  one 
should  be  able  to  excise  the  sinus  tract  whenever 
needle  biopsy  is  used  if  the  lesion  proves  to  be 
malignant,  because  implantation  along  sinus  tracts 
can  occur.  Needle  biopsy  is  of  greatest  value  in 
situations  such  as  that  of  the  patient  who  has  a lesion 
that  is  obviously  malignant  and  not  removable.  I 
think  it  may  be  used  best  in  a situation  when  such 
a procedure  might  save  the  patient  undergoing  anes- 
thesia and  an  operation,  with  a fairly  long  stay  in  the 
hospital.  Needle  biopsy  of  the  liver  is  of  particular 
diagnostic  value.  Thus,  I would  not  condemn  needle 
biopsy  as  of  no  value,  but  I certainly  agree  with  what 


Dr.  Boley  has  said  and  Dr.  Robinson  has  advised. 
Needle  biopsy  should  be  used  with  some  care. 

Another  factor  is  that  the  average  pathologist  may 
not  know  how  to  interpret  material  obtained  by 
needle  biopsy.  He  is  handicapped  if  he  is  not  experi- 
enced with  this  procedure.  Needle  biopsy  may  be 
done  by  several  methods.  One  way  is  to  macerate  the 
material  on  a slide  and  make  a smear;  this  is  the 
technic  used  at  Memorial  Hospital.  In  other  places, 
a bore  of  tissue  is  taken,  which  is  the  procedure  that 
my  associates  and  I have  used. 

Needle  biopsy  may  be  of  great  importance  in 
making  a diagnosis  of  deep-seated  pancreatic  lesions. 
With  the  abdomen  open,  one  may  do  a needle  biopsy 
of  the  pancreas  because  it  is  sometimes  impossible 
to  excise  tissue  containing  malignant  cells  in  carci- 
noma of  the  pancreas.  Approximately  15  per  cent  of 
gross  diagnoses  of  pancreatic  carcinoma  based  on 
firmness  of  the  involved  tissue  are  erroneous.  Thus, 
before  a radical  operation  is  done  on  the  head  of  the 
pancreas  for  carcinoma,  it  is  essential  to  have  a histo- 
logic diagnosis.  Needle  biopsy  from  deep  in  the 
pancreas  and  study  of  the  tissue  so  obtained  by  rapid 
frozen  section  will  answer  this  problem  and  be  of 
considerable  help  to  the  surgeon. 

Dr.  Robinson:  Dr.  Paine,  do  you  employ  needle 
biopsies  very  much  in  your  institution  or  does  your 
staff? 

Dr.  Paine:  In  my  institution  needle  biopsies  are 
almost  entirely  confined  to  the  medical  wards.  The 
internists  do  them  but  the  surgeons  rarely.  Dr. 
McDonald  has  touched  on  the  point  that  has  dis- 
turbed me  most  about  needle  biopsies,  or  rather  the 
thing  about  biopsies  that  has  bothered  me  most,  and 
that  has  to  do  with  the  business  of  pancreatic  lesions. 
I can  see  where  he  well  may  be  right  in  advocating 
the  use  of  needle  biopsies  in  the  head  of  the  pancreas. 
On  the  other  hand,  there’s  another  phase  to  this 
problem,  and  that  is  to  utilize  the  needle  biopsy  for 
its  best  value.  You’ve  got  to  have  the  cooperation  of 
the  pathology  department.  Now  Dr.  McDonald  is  a 
very  cooperative  pathologist.  He’s  almost  a surgeon, 
but  he  hasn’t  got  a knife.  You  can  find  many  pathol- 
ogists who  will  discourage  you  from  using  needle 
biopsies,  and  they  will  go  to  great  lengths  to  tell 
you  that  they’re  valueless.  Well,  who  am  I to  say  that 
they  aren’t  telling  me  the  absolute  truth?  We  have 
been  discouraged  somewhat  about  attempting  to  use 
needle  biopsies. 

Then  there’s  another  point  that  hasn’t  been  brought 
up  yet,  I think,  and  that  is  that  the  positive  evidence 
that  you  may  get  from  a needle  biopsy  is  very  valu- 
able, but  the  negative  evidence  doesn’t  mean  so  much. 
In  other  words,  can  we  always  be  positive  that  we’re 
getting  this  tissue  from  the  place  we  would  like  to 
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have  it?  What  do  you  think  about  that,  Dr.  McDon- 
ald ? 

Dr.  McDonald:  I agree  wholeheartedly,  Dr.  Paine, 
that  negative  results  of  biopsy  are  not  of  much 
diagnostic  value. 

Dr.  Robinson:  Don’t  you  think  there  needs  to  be 
some  education  amongst  you  pathologists  about  the 
proper  utilization  of  this  method? 

Dr.  McDonald:  I think  so.  As  already  indicated, 
some  pathologists  have  not  been  trained  in  the 
method.  It  is  probably  not  wise  to  force  a pathologist 
to  use  a technique  with  which  he  is  unfamiliar. 

Dr.  Robinson:  That,  then,  will  narrow  the  pos- 
sibilities of  utilizing  any  procedure  really  to  the 
capabilities  of  one’s  own  staff.  When  you  have  a 
pathology  department  that  refuses  to  make  a diagnosis 
on  a needle  biopsy,  I think  you'll  just  have  to  give 
it  up.  Dr.  Marshall,  you  have  use  for  needle  biopsy, 
don’t  you,  in  your  field  of  endeavor  at  times? 

Dr.  Marshall:  We  have  some  use  for  it.  While 
these  gentlemen  were  talking  there  came  to  my  mind 
a specific  example  about  the  lack  of  exclusive  value 
that  an  aspiration  biopsy  has.  Consider  the  circum- 
stance of  an  apparently  operable  prostatic  carcinoma. 
If  one  aspirates  a lump  in  the  prostate  and  demon- 
strates carcinoma,  he  operates  because  it’s  carcinoma 
(conditions  permitting,  of  course) . If  he  aspirates 
it  and  doesn’t  get  carcinoma,  he  operates  to  see  why 
he  didn’t  get  carcinoma. 

I think  that’s  an  entirely  different  matter,  however, 
from  the  patient  who  already  has  metastases  and  a big 
hard  prostate.  This  prostate  is  much  easier  to  aspir- 
ate successfully,  and  the  surgeon  can  have  perfectly 
concrete  evidence  of  carcinoma  of  the  prostate  before 
the  patient  is  deprived  of  his  orchids.  It  is  possible, 
however,  to  implant  carcinoma  along  the  aspiration 
line;  but  considering  the  diffuseness  of  the  disease 
already,  this  consideration  does  not  assume  much 
practical  significance. 

I would  like  to  add  one  other  thing,  if  I might, 
about  this  business  of  the  pathologist.  When  I first 
went  to  Memorial  Hospital,  I didn’t  think  the  pathol- 
ogist’s reports  from  aspiration  meant  much,  but  I 
changed  my  mind  drastically.  It  is  actually  quite 
valuable  as  long  as  you  know  that  a positive  report 
nearly  always  means  cancer,  but  a negative  report 
is  of  little  value  to  indicate  that  cancer  is  absent. 
Many  aspirations  are  done  at  Memorial,  so  their 
pathologists  not  only  have  much  interest  and  large 
experience,  but  also  constant  practice.  It  makes  a lot 
of  difference  who  the  pathologist  is. 

Dr.  Robinson:  That  brings  us  to  a point  which 
may  be  heresy  to  say  before  a pathologist.  But  I think 
they  will  agree  also  with  us  that  there  are  times 
wherein  may  be  they’ve  erred  a bit.  When  one  goes 
too  positively  on  the  histological  diagnosis  as  against 


his  clinical  judgment,  I’m  sure  he’s  going  to  cause 
some  havoc  at  times  if  the  clinical  judgment  is  good. 
If  it’s  bad,  of  course  most  anything  might  happen. 

I had  a patient  we  worried  about  quite  a lot.  He 
had  a large  golfball  size  mass  in  his  left  tonsil  and 
a big  mass  in  his  neck.  We  had  the  tonsil  removed, 
and  we  took  out  a node  in  the  neck,  thinking  this 
was  a lymphoma.  All  we  could  come  up  with  was 
hypertrophy  of  lymph  node,  and  that’s  all.  But  clini- 
cally it  was  lymphoma.  So  the  patient  was  treated, 
properly,  with  radiation  after  about  the  third  biopsy, 
which  still  looked  like  hypertrophied  lymph  node. 
The  lymphatic  tissue  completely  regressed.  At  least 
it  has  for  a couple  of  years,  and  what  comes  later  we 
don’t  know.  But  there  are  instances,  I am  sure,  where- 
in we  can  be  misled  by  the  biopsies.  Would  you 
agree  with  that,  Dr.  McDonald? 

Dr.  McDonald:  Yes,  I agree.  I should  like  to 
make  one  other  point  if  I may.  It  is  a well  known 
fact  that  an  inexperienced  resident  may  be  able  to 
obtain  positive  results  in  60  per  cent  of  carcinomas  of 
the  breast  by  means  of  needle  biopsy.  As  he  becomes 
better  and  more  adept  at  the  procedure,  it  is  possible 
to  obtain  positive  results  in  80  per  cent  of  such  cases. 
Perhaps  part  of  the  reason  for  a high  incidence  of 
negative  results  is  that  the  problem  of  aspiration 
biopsy  may  be  turned  over  to  the  greenest  man  on  the 
staff. 

Dr.  Marshall:  Sometimes  we  "ripe”  surgeons  are 
not  so  good  ourselves!  I’ve  tried  to  aspirate  many 
little  lumps  in  the  prostate  without  success ; and  then 
explore,  take  the  regular  biopsy,  and  find  out  that 
it  is  carcinoma.  That’s  one  reason  why  I don’t 
frequently  put  needles  in  the  prostate.  But  it’s  amaz- 
ing how  adept  some  persons  can  get  at  hitting  things 
with  a needle.  Simple  practice  makes  for  much  im- 
provement. And  it’s  amazing  that  they  get  into  so 
little  trouble. 

Somebody  mentioned  aspirating  the  liver  here  a 
minute  ago.  I saw  an  example  of  a liver  aspiration 
in  which  two  holes  were  also  made  in  the  gallbladder! 

Dr.  Robinson:  Dr.  McDonald  mentioned  a moment 
ago  about  carcinoma  of  the  breast,  and  herein  I think 
our  treatment  is  directed  definitely  according  to  what 
biopsy  findings  are  at  times.  Dr.  Fitts,  have  you  some 
thoughts  about  biopsy  of  the  breast  and  how  it  directs 
your  treatment? 

Dr.  Fitts:  We  almost  routinely  do  biopsy  of  the 
breast,  Dr.  Robinson,  and  in  our  hospital  at  the  Uni- 
versity of  Pennsylvania  almost  never  do  aspiration 
biopsies  of  breast  lumps.  When  I was  a resident,  a 
woman  was  presented  at  a tumor  conference  who 
had  an  extensive  lesion  in  the  breast  with  all  the 
classical  signs  of  cancer.  The  two  men  with  the  most 
experience  with  breast  cancer  at  our  hospital  said, 
It’s  ridiculous  to  biopsy  this  breast.  Go  right  ahead 


548 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


with  a radical  mastectomy.”  I went  ahead  with  radical 
mastectomy,  and  pathological  examination  showed 
only  extensive  chronic  cystic  mastitis  with  inflamma- 
tion. This  experience  has  stayed  with  me.  I feel  that, 
although  I’m  sure  I’m  right  in  most  instances  of  very 
definite  cancer,  I ought  to  make  a completely  definite 
diagnosis.  I believe  it  would  be  almost  impossible 
to  prove  clinically  that  a biopsy  of  a breast  lesion 
has  worsened  the  prognosis  to  any  extent.  We  are 
fortunate  in  most  breast  lesions  that  we  can  tell  the 
diagnosis  at  the  time  of  the  operation  and  go  ahead 
with  the  proper  operation.  In  my  experience,  in  all 
but  about  2 or  3 per  cent  of  breast  lesions,  a gross 
and  frozen  section  diagnosis  at  the  time  of  operation 
has  been  definite  and  correct  and  we  have  gone  ahead 
with  radical  mastectomy  if  cancer  were  present. 

On  the  other  hand,  if  there  is  reason  to  doubt 
that  the  lesion  is  malignant,  we  do  not  believe  that 
waiting  until  a paraffin  section  is  available,  36  hours 
or  two  days,  really  materially  alters  the  prognosis,  and 
we  think  it’s  valuable  to  wait.  In  our  experience  it’s 
been  especially  the  peripheral  papillary  type  of  lesion 
in  the  breast  that  has  been  hard  to  tell  by  a frozen 
section  examination. 

Dr.  Robinson:  What  precaution  do  you  take  in 
doing  a biopsy  of  the  breast  and  then  proceeding  with 
a mastectomy  not  to  seed  the  field? 

Dr.  Fitts:  There’s  no  question,  Dr.  Robinson.  It’s 
been  shown  many  times  that  the  instruments  used 
for  biopsy  may  transmit  viable  tumor  cells;  all  instru- 
ments used  for  biopsy  should  be  discarded  and  the 
wound  completely  draped  before  radical  mastectomy 
is  begun. 

Dr.  Paine:  Excuse  me.  Do  you  close  the  wound  or 
pack  it? 

Dr.  Fitts:  We  close  it,  but  I sew  a piece  of  gauze 
over  the  wound  so  that  no  blood  will  seep  out  of  the 
wound  following  biopsy.  In  small  lesions  we  almost 
routinely  do  an  excision  of  a breast  lesion.  In  large 
lesions  we  may  do  an  incision  biopsy. 

Dr.  Robinson:  Dr.  Paine,  it  seems  to  me  that  the 
thyroid  is  a site  which  lends  itself  at  times  to  con- 
siderable discussion  as  to  what  to  do  about  a nodule 
in  the  gland.  Certainly  you  have  to  explore  it.  We’re 
all  agreed  about  that.  What  is  your  procedure  in 
investigating  a nodule  in  the  thyroid,  and  how  do 
you  go  about  it? 

Dr.  Paine:  If  a patient  is  being  operated  upon,  we 
take  out  the  nodule,  and  I can't  conceive  of  our 
sticking  a needle  in  it  before  operating  on  it,  although 
that  might  be  the  proper  thing.  We  wouldn’t.  We 
would  remove  the  nodule  surgically  and  then  I think 
we’d  be  arguing  in  some  instances  for  the  next  two 
weeks  whether  it  was  cancer  or  not.  That’s  not  true 
in  every  case,  of  course.  But  I would  feel  that 
wherever  possible  a lesion  in  question  should  be 
excised  rather  than  incised  or  have  a needle  stuck 


in  it,  and  I would  try  to  follow  that  general  principle 
in  dealing  with  thyroid  nodules. 

Dr.  Marshall:  Dr.  Paine,  if  a nodule  in  the  thyroid 
involves  a good  part  of  the  lobe,  would  you  go  ahead 
with  a clean  thyroidectomy,  removal  of  the  isthmus, 
at  that  time  so  that,  let’s  say,  if  this  were  malignant, 
it  wouldn’t  need  a secondary  operation?  Or  would 
you  feel  that  you  need  more  if  this  were  malignant? 

Dr.  Paine:  I would  probably  trust  my  surgical 
judgment  and  in  some  instances  would  probably 
proceed  with  a hemithyroidectomy  and  hope  I'd  be 
borne  out  later  on  by  the  pathological  study.  I can 
conceive,  though,  of  instances  where  I might  do 
either.  I think  that’s  a very  difficult  field  in  which  to 
make  a dogmatic  statement. 

Dr.  Robinson:  Isn’t  it  true,  gentlemen,  and  I’d 
like  Dr.  McDonald  especially  to  answer  this,  that 
some  metastasizing  carcinomas  of  the  thyroid  look 
quite  histologically  benign?  In  bones  or  lungs  they 
look  just  as  benign  as  can  be.  Isn’t  that  right,  Dr. 
McDonald  ? 

Dr.  McDonald:  Yes,  that’s  right,  Dr.  Robinson. 
Dr.  Paine  has  brought  up  an  extremely  interesting 
question.  A pathologist  who  does  many  frozen  sec- 
tions becomes  adept  at  them,  but  a small  number  of 
thyroidal  cancers  still  exist,  particularly  the  solid  type 
of  thyroidal  cancer,  that  give  diagnostic  difficulties 
when  studied  by  means  of  fresh  frozen  sections. 
Occasionally  a final  opinion  cannot  be  given  without 
study  of  fixed  sections. 

Dr.  Robinson:  Isn't  it  better  to  take  out  those 
nodules  ? 

Dr.  McDonald:  I think  so. 

Dr.  Robinson:  In  toto? 

Dr.  McDonald:  Yes,  in  toto.  What’s  more,  most 
nodules  that  are  questionably  malignant  on  fresh 
frozen  section  are  found  to  be  carcinomas  in  the 
final  analysis.  Of  course  it  is  relatively  easy  to  diag- 
nose the  papillary  group  of  lesions  by  means  of  fresh 
frozen  sections.  I believe  that  rapid  frozen-section 
diagnosis  of  thyroidal  malignant  lesions  is  of  value  as 
a guide  to  further  surgical  procedures. 

Dr.  Robinson:  Then  the  positive  evidence  that  you 
can  get  at  the  table  is  very  valuable,  but  negative 
evidence  isn’t? 

Dr.  McDonald:  No,  it  is  not. 

Dr.  Robinson:  We  are  always  faced  with  that  in 
so  many  fields  of  surgery.  Now,  there  are  other 
instances  in  which  tissue  looks  histologically  benign, 
but  actually  it's  clinically  malignant  and  it  has  in- 
filtrative characteristics.  Is  this  not  true,  Dr.  McDon- 
ald? 

Dr.  McDonald:  Oh,  yes. 

Dr.  Robinson:  For  instance,  carcinoma  of  the 
mouth. 

Dr.  McDonald:  The  histologic  diagnosis  of  squa- 
mous cell  carcinoma  of  the  floor  of  the  mouth  may 
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be  extremely  difficult.  In  particular,  it  is  difficult  to 
differentiate  papillary  squamous  cell  carcinoma  of 
the  floor  of  the  mouth  from  benign  papillary  hyper- 
plasia. Most  of  these  lesions  are  malignant  clinically 
and  yet  they  look  benign  microscopically.  Another 
region  that  poses  problems  is  the  prostate.  Slowly 
growing,  gland-forming  cancers  of  the  prostate  raise 
difficult  diagnostic  problems  for  the  pathologist.  Tis- 
sue obtained  from  the  prostate  by  perineal  biopsy 
should  be  diagnosed  without  delay  because  it  is  best 
for  the  surgeon  to  proceed  with  definitive  surgical 
therapy  immediately  rather  than  to  reopen  the  opera- 
tive field  later. 

Dr.  Marshall:  Yes,  I think  that’s  true.  What  Dr. 
McDonald  said  has  a lot  to  do  with  the  reported 
cure  rates  in  carcinoma  of  the  prostate  too.  What 
some  people  call  carcinoma  of  the  prostate  is  not 
what  some  other  people  agree  to. 

Dr.  Robinson:  Well,  now,  to  change  the  field  of 
endeavor  a little  bit.  Dr.  DeBoer,  what  about  the 
large  tumors  in  the  flank  of  children?  Is  it  necessary 
to  biopsy  them  to  make  a diagnosis? 

Dr.  DeBoer:  I presume  you’re  referring  to  the 
Wilm’s  tumor  or  neuroblastoma  in  general.  No,  about 
the  only  time  we  are  concerned  about  the  diagnosis 
is  in  an  invasive  type  of  tumor  and  we’re  wondering 
whether  or  not  it  is  of  the  lower  grade  malignancy, 
such  as  was  intimated  in  the  neuroblastoma.  We  may 
ask  the  pathologist  to  further  identify  it.  Say,  for 
example,  the  tumor  is  invasive  into  the  chest  wall  or 
posterior  peritoneal  wall.  If  it’s  a sarcomatous  lesion, 
I think  it’s  hopeless  if  it’s  invaded  into  the  area  of 
the  inferior  vena  cava  and  the  aorta.  Whereas,  if  it’s 
a neuroblastoma,  we  feel  very  encouraged  in  spending 
another  hour  and  trying  to  get  practically  all  the 
tumor  out.  Even  though  all  of  the  tumor  is  not  re- 
moved, we  feel  we  get  considerably  better  results 
if  we  get  most  of  the  tumor  out  followed  by  x-rays. 
Whereas,  if  it’s  a sarcoma,  I think  it  would  be  rather 
ridiculous  to  risk  sacrificing  the  youngster’s  life  with 
a tumor  that  is  already  far  beyond  the  limits  of 
surgical  excision. 

Dr.  Robinson:  Then  you  proceed  with  exploration 
without  knowing  the  exact  site  in  this  instance? 

Dr.  DeBoer:  If  it’s  a tumor  that  we  find,  for 
example,  on  the  posterior  peritoneal  wall  that  has 
invaded,  and  we  feel  it’s  going  to  be  exceedingly 
difficult  to  remove,  we  may  very  well  take  a specimen 
of  the  tumor  and  send  it  over  to  the  pathologist.  If 
he  can  tell,  for  example,  that  it  is  a sarcoma,  I think 
we  would  be  less  energetic  in  trying  to  get  it  because 
it  has  already  invaded  so  far  that  surgical  excision 
would  probably  not  be  feasible.  In  the  more  benign 
type  of  tumors,  such  as  the  neuroblastomas,  we  would 
be  more  energetic  in  removing  them. 

Dr.  Robinson:  Let’s  change  the  subject  once 

more.  Here’s  one  that  strikes  me  right  in  the  middle 


of  my  solar  plexus  at  certain  times.  That  is  what  to 
do  about  the  parotid  tumor.  The  pathologist  may  not 
be  able  to  help  me,  and  I may  not  be  able  to  tell, 
and  I sweat  away  for  two  hours  to  avoid  having  some 
old  guy  going  around  afterward  with  his  face  all 
drooping  down  and  have  him  say,  "Well,  I’m  Dr. 
Robinson’s  patient.  Look  what  he  did  to  me.”  Yet, 
of  course,  if  it’s  carcinoma,  we  should  be  just  as 
radical  as  possible  because  these  are  very  malignant 
tumors  at  times,  and  they  could  do  away  with  the 
patient.  Certainly  there  is  a high  recurrence  rate. 
And  yet  we  know  that  if  we  break  the  capsule  of  the 
parotid  and  even  though  it’s  only  a mixed  tumor, 
there’s  a good  chance  that  we’ll  seed  some  area  that 
may  lie  dormant  for  two  or  three  years  and  then  come 
back.  Dr.  McDonald,  do  you  have  any  thoughts  on 
biopsy  of  parotids  in  the  management  of  a tumor? 

Dr.  McDonald:  The  best  way  to  handle  parotid 
tumors  is  to  take  material  for  biopsy  and  make  fresh 
frozen  sections  immediately.  It  is  possible  for  the 
pathologist  to  arrive  at  the  correct  diagnosis  in  almost 
every  instance.  Lor  instance,  it  is  relatively  easy  to 
recognize  cylindromas  if  one  has  seen  a few  of  them. 
Mixed  tumors,  of  course,  comprise  70  per  cent  of 
tumors  of  the  parotid  and  usually  can  be  recognized 
with  certainty.  All  one  is  interested  in  at  the  oper- 
ating table  is  whether  the  lesion  is  benign,  which 
usually  means  that  it  is  a mixed  tumor,  or  whether 
it  is  malignant.  The  particular  type  of  malignancy 
is  not  necessarily  important  at  that  time  because  treat- 
ment should  be  decided,  if  possible,  right  then  and 
there.  The  parotid  gland  is  one  of  the  regions  of  the 
body  in  which  the  employment  of  fresh  frozen  sec- 
tions is  of  greatest  value. 

Dr.  Robinson:  How  about  lymph  nodes  for  fresh 
frozen  sections? 

Dr.  McDonald:  The  accurate  histologic  diagnosis 
of  lymphoma  in  fresh  frozen  sections  is  extremely 
difficult.  However,  other  diseases  of  lymph  nodes  can 
be  recognized  with  relative  ease.  Lor  instance,  it  is 
easy  to  diagnose  Boeck’s  sarcoid  and  carcinoma  in 
fresh  frozen  sections  of  lymph  nodes. 

Dr.  Robinson:  Of  course  for  the  most  part  it 
doesn’t  affect  the  treatment  very  greatly  anyway,  does 
it?  But  some  of  these  others  do  affect  the  treatment. 
Now  we  run  into  instances  where  carcinoma  has  been 
incarcerated  in  scar  tissue,  or  irradiated  tissue,  for 
quite  a long  period  of  time,  maybe  in  cervical  nodes 
or  about  the  face,  and  we’re  rather  wary  here  of 
doing  a biopsy  at  times  because  we’ve  seen  instances 
in  which  the  tumor,  having  had  its  growth  and  energy 
held  back  for  a long  time,  gets  loose  and  goes  like 
wildfire.  Have  any  of  you  gentlemen  had  experience 
with  this  type  of  thing  in  the  neck? 

Dr.  DeBoer:  We  have.  Where  they’ve  been  heavily 
radiated,  they  will  just  get  loose  after  a biopsy  and 
go  wild.  We’re  afraid  to  do  them. 
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Dr.  Paine:  Don’t  you  think  they  do  it  without 
biopsying  sometimes? 

Dr.  Robinson:  Oh,  yes,  certainly  they  can. 

Dr.  Paine:  Are  you  sure  that  biopsy  causes  it? 

Dr.  Robinson:  No,  we’re  not  positive.  It  just  fol- 
lows and  certain  cause  and  effect  seem  to  be  present. 

Dr.  Robinson:  We  don't  want  to  prolong  this  too 
long.  There  may  be  questions  from  you  that  you’d 
like  to  propound  to  these  gentlemen.  I have  one  here 
before  me  written  out.  What  is  the  incidence  of 
ovarian  involvement  with  carcinoma  of  the  breast? 
Will  you  answer  that,  Dr.  Fitts? 

Dr.  Fitts:  In  an  autopsy  series  that  we’ve  just  gone 
over — a consecutive  series  of  patients  who  have  died 
of  metastases  from  carcinoma  of  the  breast — we  found 
the  ovaries  involved  in  almost  20  per  cent.  The  thing 
that  has  interested  us  in  a group  in  whom  we  have 
done  prophylactic  oophorectomies  is  that  we  found 
a number  of  ovaries  containing  metastases  not  sus- 
pected before  operation.  I think  we  found  actually 
about  10  or  15  per  cent.  In  some  the  metastasis  was 
not  recognized  until  the  ovary  was  sectioned. 

Dr.  Robinson:  Dr.  Fitts,  if  it’s  true  that  20  per 
cent  of  autopsy  cases  have  involvement  of  the  ovaries, 
then  isn’t  it  almost  a necessity  to  do  a bilateral 
oophorectomy  in  every  patient  with  carcinoma  of  the 
breast  ? 

Dr.  Fitts:  We  believe  it  is  if  distant  metastases 
are  present. 

Dr.  Robinson:  Do  you  know  of  any  other  series 
anywhere  near  that  high? 

Dr.  McDonald:  Were  the  ovaries  you  studied 
obtained  from  patients  who  had  generalized  metas- 
tasis ? 

Dr.  Fitts:  First,  we  went  over  all  the  patients  who 
had  autopsies  who  had  died  of  carcinoma  of  the 
breast.  I have  forgotten  the  exact  percentages  of 
metastases  to  the  ovaries,  but  I think  it  was  almost 
20  per  cent.  One  would  expect  a high  percentage 
because  these  patients  died  with  widely  disseminated 
disease.  These  were  autopsy  cases.  But  we  were 
interested  especially  in  four  or  five  patients  in  whom 
at  prophylactic  oophorectomy  (with  no  evidence  of 
distant  metastases),  we  found  small  foci  of  carcinoma 
in  the  ovaries  on  section.  This  finding  may  not  hold 
up  in  a larger  series. 

Dr.  Robinson:  Now  the  other  half  of  this  question, 
Dr.  Fitts,  is:  When  the  ovary  is  involved,  does  it 
affect  the  prognosis? 

Dr.  Fitts:  I can’t  answer  that.  We  wondered  about 
it.  People  talk  about  spontaneous  regression  of  tumors. 
We  wondered  if  possibly  some  of  the  reported  cases 
of  spontaneous  regression  of  breast  carcinoma  might 
not  be  due  to  destruction  of  the  ovary  by  metastases. 

Dr.  Robinson:  I remember  Danely  Slaughter  dis- 
cussed a patient  of  his  who  had  had  extensive  adrenal 


metastases  with  replacement  of  adrenal  tissue  by 
carcinoma  from  the  breast  and  who  was  in  a state  of 
remission  for  a long  period  of  time. 

Dr.  Fitts:  We  also  wondered  if  some  of  these 
spontaneous  cancer  remissions  might  not  be  due  to 
metastases  to  endocrine  glands. 

Dr.  Robinson:  Another  question.  Some  of  the 
surgical  literature  recommends  in  parotid  tumors  to 
split  the  gland  and  save  the  seventh  nerve.  In  view 
of  Dr.  McDonald’s  statement  about  cylindromas 
metastasizing  along  the  lymph  channels,  by  the  nerve, 
would  he  recommend  saving  the  seventh  nerve  in 
this  instance? 

Dr.  McDonald:  I believe  that  total  parotidectomy 
with  sacrifice  of  the  seventh  cranial  nerve  is  necessary 
to  cure  a cylindroma  of  the  parotid  gland. 

Dr.  Robinson:  And  hasn’t  it  also  been  your  experi- 
ence that  some  of  these  are  real  sleepers,  that  nothing 
happens  for  a while,  and  then  all  of  a sudden  some- 
thing does  happen  in  three  or  four  years? 

Dr.  McDonald:  Yes,  an  amazing  number  of  people 
who  have  been  treated  surgically  for  cylindroma  have 
remained  free  of  symptoms  for  five  years,  and  yet 
they  are  not  cured.  We  just  do  not  cure  them. 

Dr.  Robinson:  I recently  had  one  of  the  sub- 
maxillary gland  that  went  12  years,  and  then  had 
bad  troubles  with  generalized  metastases. 

The  next  question  asked  here:  Dr.  McDonald, 
there  is  a small  clinic  in  Ohio  which  has  reported 
a spread  of  cancer  up  the  inferior  mesenteric  vein 
when  cancer  of  the  rectum  or  sigmoid  is  manipulated. 
Could  this  happen  from  a rectal  biopsy  for  carcinoma? 

Dr.  McDonald:  That  small  clinic  isn’t  so  small; 
it  happens  to  be  the  Cleveland  Clinic.  Malignant  cells 
were  found  in  the  blood  in  some  cases  in  which 
venous  blood  was  centrifuged  and  subjected  to  cyto- 
logic studies.  Manipulation  presumably  forced  the 
malignant  cells  into  the  venous  channels. 

Dr.  Robinson:  The  next  question:  Would  you  ever 
biopsy  through  a lesion  on  an  extremity  which  was 
suspiciously  brown-black?  Who  would  like  to  answer 
that  ? 

Dr.  Fitts:  The  answer  to  that  is  "No,”  in  my 
opinion.  I think  it  should  be  excised  with  a wide 
margin  of  normal  skin. 

Dr.  Robinson:  Now  suppose  it  was  a large  lesion 
that  was  suspicious  and  one  had  a coverage  problem 
afterward.  I suppose  then  you'd  take  it  off  anyway 
and  cover  it  the  best  you  could,  cutting  it  widely 
around  the  side. 

Dr.  Fitts:  I think  so.  You  have  had  more  experi- 
ence with  this  problem  than  I. 

Dr.  Robinson:  Well,  that’s  the  way  we’d  manage 
it.  And  yet,  if  it's  going  to  affect  treatment  (and  I 
think  this  is  true  of  biopsy  in  general,  to  have  the 
prior  knowledge),  I wouldn’t  feel  remiss  to  take  a 
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small  section  at  the  edge  and  find  out  what  it  is. 
It  could  make  a great  difference  in  the  type  of  treat- 
ment thereafter. 

Dr.  Fitts:  The  lesion  suspicious  of  being  a malig- 
nant melanoma  would  worry  you  more  than  any  other 
type,  would  it  not? 

Dr.  Robinson:  Yes,  that’s  true.  The  other  part  of 
this  question  is:  How  would  you  biopsy  the  above 
case  with  a large  axillary  mass  and  with  a suspicious 
lesion  on  the  fifth  finger?  How  would  you  biopsy  this 
same  lesion  if  you  had  a large  mass  in  the  axilla,  the 
lesion  being  primary  on  the  finger? 

Dr.  Fitts:  I think  you’d  want  to  know  what  the 
primary  lesion  was.  I would  biopsy  the  finger  lesion. 
That’s  one  of  those  instances  where  you’d  want  posi- 
tive information. 


Dr.  Robinson:  There  is  one  other  question  which 
I think  Dr.  Marshall  could  answer  and  well  terminate 
our  discussion.  Do  you,  Dr.  Marshall,  do  punch  or 
transurethral  biopsies  of  the  prostate  for  nodular 
prostate? 

Dr.  Marshall:  It  all  depends  on  whether  I think  a 
man  is  curable  by  a radical  prostatectomy.  If  he  is 
curable  by  a radical  prostatectomy  and  operation  is 
feasible,  then  I suppose  the  thing  to  do  is  expose  the 
area  (I  prefer  the  perineal  approach),  take  out  the 
lump,  do  a frozen  section,  and  proceed.  If  he  is  not 
operable  that  way,  then  I would  probably  do  it  trans- 
urethra lly. 

Dr.  Robinson:  Thank  you  very  much.  And  we 
thank  the  members  of  our  panel  for  this  very  pleasant 
session. 


Cardiovascular  Laboratory 

Report  of  Activities  at  University  of  Kansas  Medical 
Center , May , 1 953 , to  May , 1 955. 

E.  GREY  DIMOND,  M.D.,  Kansas  City 


A report  from  this  unit  was  published  in  the 
Journal  of  the  Kansas  Medical  Society  in  No- 
vember, 1953.  In  that  report  the  activities  of  the  first 
two  years  of  operation  of  the  Cardiovascular  Labora- 
tory at  the  University  of  Kansas  Medical  Center  were 
described.  This  present  report  summarizes  the  second 
two  years,  from  May,  1953  to  May,  1955. 

This  review  is  divided  into  six  sections: 

I.  Personnel,  Residents,  Fellows,  and  Visiting 
Professors. 

II.  Clinics,  Consultations  and  Hospital  Services. 

III.  Publications,  Exhibits,  Postgraduate  Courses 
and  Research. 

IV.  Diagnostic  Procedures. 

V.  Surgical  Procedures. 

VI.  Grants. 

I.  PERSONNEL,  RESIDENTS,  FELLOWS,  VISITING 
PROFESSORS  AND  VISITORS 

A.  Personnel:  The  clinical  staff  of  the  laboratory 
has  continued  to  be  Dr.  T.  K.  Lin  and  Dr.  E.  Grey 
Dimond. 

Dr.  Kurt  R.  Reissmann  has  continued  his  work  as 
chief  of  the  Experimental  Medicine  Section. 

Dr.  Dimond  is  professor  and  chairman  of  the  Depart- 
ment of  Medicine  and  director  of  the  Cardiovascular  Lab- 
oratory. 


Two  additional  staff  physicians  have  joined  the 
group.  Dr.  Santiago  Grisolia  activated  the  Enzyme 
Chemistry  Unit  in  April,  1954,  and  Dr.  George  Cur- 
ran transferred  his  work  on  cholesterol  metabolism 
to  the  campus  in  August,  1954.  These  two  men,  each 
an  Established  Investigator  of  the  American  Heart 
Association,  have  been  major  additions.  They,  with 
Dr.  Kurt  Reissmann,  have  the  responsibility  for  the 
major  basic  research  activities  of  the  laboratory. 

Other  physicians,  while  not  members  of  the  cardio- 
vascular laboratories,  have  had  major  roles  in  cardio- 
vascular work  at  the  Medical  Center.  Dr.  Robert 
Jordan  of  the  Department  of  Medicine  has  directed 
the  peripheral  vascular  studies.  Dr.  Frank  Allbritten, 
Dr.  Creighton  Hardin,  and  Dr.  C.  Frederick  Kittle, 
of  the  Department  of  Surgery,  have  been  cardiovascu- 
lar surgeons.  Dr.  Antoni  M.  Diehl,  of  the  Department 
of  Pediatrics,  has  seen  a considerable  share  of  the 
pediatric  heart  work.  These  men  have,  in  addition, 
carried  on  their  own  investigative  programs. 


The  second  two  years  of  operation  of 
the  Cardiovascular  Laboratory  at  the  Uni- 
versity of  Kansas  Medical  Center  ended 
in  May  of  this  year.  This  report  summa- 
rizes activities  of  that  unit. 
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The  secretarial  staff,  responsible  for  the  administra- 
tion of  the  laboratory,  has  been  Miss  Kathryn  Calder- 
wood,  executive  secretary,  and  Mrs.  Eleanor  Lane. 

B.  Residents : Several  physicians  have  received  train- 
ing in  the  field  of  cardiovascular  diseases  during  this 
two-year  period.  The  residents  in  medicine  have 
continued  to  have  tenures  of  four  months  each  on 
the  cardiovascular  service.  In  this  period,  Doctors 
Gustave  Eisemann,  Chesterfield  G.  Gunn,  Frances 
Allen,  Arnold  Greenhouse,  Marcella  Krahenbuhl, 
Robert  Weber,  James  Crockett,  John  Christianson, 
Eugene  Hamilton,  Lilia  Rodriguez,  Thomas  Coleman, 
Francis  Lohrenz,  and  William  Larsen  have  had  this 
four-month  experience. 

C.  Fellows:  In  addition,  six  men  have  taken  fel- 
lowships in  the  laboratory  of  one  year  or  longer.  These 
men  and  their  source  of  support  are:  Dr.  Mario 
Anache,  Rio  de  Janeiro,  Brasil,  Agnes  Haskell  Fel- 
low; Dr.  James  Crockett,  Kansas  City,  Kansas, 
Trainee,  National  Heart  Institute ; Dr.  Fethi  Gonlubol, 
Smyrna,  Turkey,  Agnes  Haskell  Fellow;  Dr.  Sherman 
Steinzeig,  Kansas  City,  Trainee,  National  Heart  Insti- 
tute; Dr.  Chesterfield  Gunn,  Bethany,  Missouri,  Re- 
search Fellow,  American  College  of  Physicians. 

Dr.  Chaveng  Dechakaisaya,  Bangkok,  Thailand, 
fellow  sponsored  by  the  Department  of  Health,  Edu- 
cation and  Welfare,  U.  S.  Public  Health  Service,  spent 
three  months  in  the  laboratory. 

Three  men  receiving  training  in  enzyme  chemistry 
joined  Dr.  Grisolia.  They  are:  Dr.  Jacob  C.  Towne, 
New  York  City,  Trainee,  National  Heart  Institute; 
Dr.  Donald  P.  Wallach,  New  York  City,  Post  Doctor- 
ate Fellow,  National  Heart  Institute,  and  Victor  R. 
Rodwell,  London,  England,  U.  S.  Public  Health 
Funds. 

Dr.  Sita  Ram  Kapoor,  Ruckonw,  India,  has  been  in 
training  with  Dr.  Kurt  Reissmann  during  1954-1955. 
Dr.  Kapoor  was  sponsored  by  the  Rockefeller  Founda- 
tion. 

For  the  first  time  the  laboratory  has  offered  an 
elective  in  cardiovascular  diseases  to  medical  students. 
Doctors  L.  A.  O'Donnell,  R.  L.  Jewell,  R.  L.  Lins- 
cheid,  M.  S.  Liggett,  G.  L.  O’Connell,  D.  E.  Raab, 
H.  E.  Arst,  and  Sylvan  Busch  have  been  with  the  unit 
in  this  role. 

Dr.  Chesterfield  Gunn,  completing  a year  with 
the  unit,  joined  Dr.  Magoun’s  laboratory  in  Los 
Angeles  and  is  continuing  his  work  in  investigating 
cerebral  factors  in  hypertension.  Dr.  Mario  Anache 
completed  his  year,  has  returned  to  Rio  de  Janeiro, 
and  is  establishing  his  own  cardio-physiological  unit 
at  Hospital  dos  Servidores. 

D.  Visiting  Professor:  For  the  first  time  the  lab- 
oratory sponsored  a visiting  professor  in  cardiology. 
The  first  professor  was  Dr.  Mariano  Alimurung, 
associate  professor  of  medicine,  chief  of  Cardiovas- 
cular Section,  School  of  Medicine,  Santo  Tomas  Uni- 


versity Hospital,  Manila.  Dr.  Alimurung  joined  the 
laboratory  for  one  month,  February,  1955.  He  was 
a stimulating  visitor  and  bolstered  our  teaching  pro- 
gram at  every  level. 

II.  CLINICS,  CONSULTATIONS,  AND  HOSPITAL 
SERVICE 

A.  Clinics:  The  laboratory  has  maintained  out 
patient  clinics  in  general  cardiology  on  Monday  and 
Friday  mornings  and  Wednesday  and  Friday  after- 
noons. Pediatric  heart  clinic  is  held  on  Wednesday 
and  Saturday  morning.  A peripheral  vascular  disease 
clinic  is  held  on  Thursday  mornings.  Special  clinics 
for  research  purposes  are  maintained  on  Monday 
afternoon  for  hypertension  and  on  Tuesday  after- 
noon for  angina. 

B.  Consultations:  The  laboratory  also  offers  con- 
sultation service  to  hospital  patients.  The  total  number 
of  consultations  and  out  patients  seen  by  laboratory 
personnel  and  Dr.  Diehl  and  Dr.  Jordan  in  the  two- 
year  period  was  5,7 64.  Of  these,  560  were  in  periph- 
eral vascular  disease. 

C.  Flospital  Service:  During  this  24-month  period, 
new  bed  patient  facilities  became  available  with  the 
opening  of  the  chest  building.  The  laboratory  main- 
tains an  11 -bed  service  there.  The  nurse  in  charge  of 
this  area  has  been  Miss  Dorothy  Thomas.  The  dieti- 
tian has  been  Miss  Dolores  Flackmiller,  and  the  social 
service  worker  has  been  Miss  Mildred  Webb.  The 
residents  assigned  to  the  laboratory  rotate  at  two- 
month  intervals  through  this  bed  service.  Daily  teach- 
ing ward  rounds  are  maintained  by  the  laboratory. 
During  the  resident’s  second  two  months  on  the 
service,  he  is  assigned  to  the  out  patient  clinic  and 
has  responsibility  for  the  out  patient  cardiac  clinics 
and  the  daily  interpretation  of  electrocardiograms. 

Ill  PUBLICATIONS,  EXHIBITS,  POSTGRADUATE 
COURSES  AND  RESEARCH 

A.  Publications:  The  members  of  the  laboratory 
published  the  following  papers  between  May,  1953, 
and  May,  1955: 

Dimond,  E.  Grey;  Kittle,  C.  F.,  and  Lin  T.  K. : Car- 
diovascular laboratory,  university  of  Kansas  medical 
center:  report  of  activities  of  first  24  months.  May, 
1951-May,  1953,  Journal  of  the  Kansas  Medical  Society 
54:509-512  (Nov.)  1953. 

Dimond,  E.  Grey;  Santos,  E.  M.,  and  Lin,  T.  K. : 
Occurrence  of  auricular  fibrillation  in  immediate  post- 
operative period  following  mitral  valvulotomy.  Journal 
of  Laboratory  and  Clinical  Medicine  42:799  (Nov.) 
1953. 

Dimond,  E.  Grey;  Santos,  E.  M.;  Mundy,  William, 
and  Calderwood,  B.  J. : An  attempt  to  establish  the 
presence  of  a hypocholesterolemic  factor  in  the  renal 
blood  of  dogs.  Journal  of  Laboratory  and  Clinical  Med- 
icine 42:800  (Nov.)  1953. 

Dimond,  E.  Grey,  and  Gonlubol,  Fethi:  Death  fob 
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lowing  angiocardiography,  New  England  Journal  of 
Medicine  249:1029-31  (Dec.  17)  1953. 

Dimond,  E.  Grey,  and  Berry,  F.  M.:  Transmission 
of  electrocardiographic  signals  over  telephone  circuits, 
American  Heart  Journal  46:906  (Dec.)  1953. 

Dimond,  E.  Grey,  and  Jones,  T.  Reid:  Pulmonary 
artery  thrombosis  simulating  pulmonic  valve  stenosis 
with  patent  foramen  ovale,  American  Heart  Journal 
47:105  (Jan.)  1954. 

Dimond,  E.  Grey,  and  Santos,  E.  M.:  Complications 
following  mitral  commissurotomy  with  special  refer- 
ence to  auricular  fibrillation.  Journal  of  the  Kansas 
Medical  Society  55:120  (March)  1954. 

Dimond,  E.  Grey:  The  general  practitioner  and  the 
medical  school.  The  Journal  of  the  American  Medical 
Association  156:95,  1954. 

Dimond,  E.  Grey,  and  Andrews,  Martin  H.:  Clinical 
thermometers  and  urinometers,  determination  of  their 
accuracy,  The  Journal  of  the  American  Medical  As- 
sociation 156:125  (Sept.)  1954. 

Dimond,  E.  Grey:  How  to  conduct  a medical  pro- 
gram (Hostmanship),  GP  11:142  (May)  1955. 

Gonlubol,  Fethi,  and  Dimond,  E.  Grey:  Congenital 
pulmonary  arteriovenous  fistula.  Journal  of  the  Kansas 
Medical  Society  56:146  (Mar.)  1955. 

Grisolia,  Santiago,  and  Marshall,  Richard  O.:  Enzymic 
decomposition  of  the  active  intermediate  in  citrulline 
synthesis,  Biochim.  Et.  Bioph.  14:446,  1954. 

Grisolia,  Santiago,  and  Burris,  R.  H. : Preparation  of 
glutamate  and  carbamyl  glutamate  selectively  labeled 
with  deuterium.  The  Journal  of  Biological  Chemistry 
210:109  (Oct.)  1954. 

Grisolia,  Santiago,  and  Marshall,  Richard  O.:  Recent 
advances  in  citrulline  biosynthesis,  amino  acid  metab- 
olism, edited  by  William  D.  McElroy  and  Bentley  Glass, 
The  Johns  Hopkins  Press,  Baltimore,  258,  1955. 

Grisolia,  Santiago;  Burris,  R.  H.,  and  Cohen,  P.  P. : 
Fate  of  deutero-labeled  carbamyl  glutamate  in  citrulline 
biosynthesis,  The  Journal  of  Biological  Chemistry  210: 
761  (Oct.)  1954. 

Grisolia,  Santiago;  Wallach,  Donald  P.,  and  Grady, 
Harold  J. : Carbamyl  transfer  with  mammalian  and 
bacterial  enzymic  preparations,  Biochim.  Et.  Bioph. 
17:150,  1955. 

Grisolia,  Santiago;  Grady,  Harold  J.,  and  Wallach, 
Donald  P. : Biosynthetic  and  structural  relationships 
of  compound  X and  carbamyl  phosphate,  Biochim.  Et. 
Bioph.  17:277,  1955. 

Grisolia,  Santiago,  and  Wallach,  Donald  P. : Enzymic 
interconversion  of  hydrouracil  and  B-ureidopropionic 
acid,  Biochim.  Et.  Bioph.  18:449,  1955. 

Grisolia,  Santiago:  The  potentiating  effect  of  Digi toxin 
and  Quinidine  on  dinitrophenol  uncoupling  of  oxidative 
phosphorylation,  Biochim.  Et.  Bioph.  18:437,  1955. 

Grisolia,  Santiago:  Enzymatic  citrulline  synthesis 
methods  in  enzymology,  2:350,  1955. 

Hardin,  C.  A.;  Reissmann,  Kurt  R.,  and  Dimond,  E. 
Grey:  The  use  of  hypothermia  in  the  resection  and 
homologous  graft  replacement  of  the  thoracic  aorta. 
Annals  of  Surgery  140:720  (Nov.)  1954. 

Hoelscher,  B.,  and  Reissmann,  K.  R.:  The  combined 


effects  of  hypoxia  adrenalectomy  and  thymectomy  in 
parabiotic  rats.  Endocrinology  54:147,  1954. 

Kittle,  F. ; Reissmann,  K.  R.;  Dimond,  E.  G.,  and 
Schafer,  P.  W. : Torsion  ballistocardiography  in  cardio- 
vascular surgical  patients,  J.  Thoracic  Surg.  27:107, 

1954. 

Lin,  T.  K.,  and  Dimond,  E.  Grey:  Reliability  of  the 
grading  of  cardiac  murmurs.  General  Practice  8 (July) 
1953. 

Reissmann,  Kurt  R.,  and  Dimond,  E.  Grey:  Torsion 
ballistocardiography:  with  special  reference  to  patterns 
in  surgically  amenable  cardiovascular  diseases.  Circula- 
tion 8:585  (Oct.)  1953. 

Reissmann,  K.  R.,  and  Dimond,  E.  G.:  Is  intravenous 
oxygen  therapy  possible?  Anesthesia  and  analgesia  32: 
426,  1953. 

Reissmann,  K.  R.;  Boley,  J.;  Christianson,  J.  F.,  and 
Delp,  M.  H. : The  serum  iron  in  experimental  hepato- 
cellular necrosis,  J.  Lab.  Clinical  Med.  43:572,  1954. 

Reissmann,  K.  R.;  Coleman,  T.  J.;  Budai,  B.  S.,  and 
Moriarty,  L.  S.:  Acute  intestinal  iron  intoxication,  I. 
Iron  absorption,  serum  iron  and  autopsy  findings,  Blood 
10:35,  1955. 

Reissmann,  K.  R.,  and  Coleman,  T.  J.:  Acute  intes- 
tinal iron  absorption  II.  Metabolic  respiratory  and  cir- 
culatory effects  of  absorbed  iron  salts,  Blood  10:46, 

1955. 

Reissmann,  K.  R.;  Christianson,  J.;  Boley,  T.,  and 
Kittle,  C. : The  relationship  of  serum  iron  changes, 
hepatic  function  and  histological  findings  in  experi- 
mental hepatic  injuries  of  various  etiologies.  Surgery 
37:738,  1955. 

Reissmann,  K.  R.,  and  Kapoor,  S.:  Dynamics  of  the 
hypothermic  heart  muscle  (heart-lung  preparation), 
Am.  Journ.  Physiol.,  1955,  accepted  for  publication. 

Books:  Electrocardiography,  by  Dimond,  E.  Grey. 
Published  by  the  C.  V.  Mosby  Company,  1954. 

B.  Exhibits:  Three  exhibits  were  prepared.  One, 
on  the  autonomic  nervous  system,  was  shown  to  the 
Kansas  City  Southwest  Clinical  Society,  at  the  meeting 
of  the  American  Academy  of  General  Practice,  at  the 
Kansas  Medical  Society  meeting,  at  the  Chicago  Medi- 
cal Society  meeting,  and  at  the  International  Congress 
of  Cardiology.  A second  exhibit,  on  the  surgical 
treatment  of  aortic  insufficiency,  built  in  collaboration 
with  Dr.  Frederick  Kittle,  won  first  prize  at  the 
Kansas  City  Southwest  Clinical  Society  meeting.  A 
third  exhibit,  on  pulmonary  stenosis,  won  first  prize 
at  the  Kansas  Medical  Society  meeting. 

C.  Research:  Clinical  investigation,  especially  in 
the  field  of  hypertension  and  angina,  has  been  carried 
on.  Laboratory  work  has  been  in  the  area  of  iron 
metabolism  and  hypothermia  (Dr.  Reissmann),  ef- 
fect of  trace  metals  in  cholesterol  metabolism  (Dr. 
Curran),  effect  of  heparin  on  adenosine  triphosphate 
(Dr.  Dimond),  and  basic  enzyme  systems  of  the 
heart  (Dr.  Grisolia). 

D.  Postgraduate  Courses:  The  laboratory  has  had 
considerable  responsibility  for  postgraduate  medicine. 
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In  1954  two  courses  were  organized  and  presented. 
The  first  was  jointly  sponsored  by  the  Kansas  Heart 
Association  and  the  Kansas  City,  Missouri,  Heart 
Association  and  was  a one-day  program. 

The  second  1954  program  was  a four-day  course 
restricted  to  auscultation  and  physical  diagnosis.  The 
guest  speakers  were  Dr.  Gordan  S.  Myers  and  Dr. 
Edward  Wheeler,  Boston,  Dr.  J.  Willis  Hurst,  At- 
lanta, and  Dr.  Ernest  Craige,  Chapel  Hill,  North 
Carolina. 

In  1955  two  more  programs  were  organized  and 
presented.  A two-day  program  on  recent  advances  in 
heart  disease,  again  sponsored  by  the  Kansas  Heart 
Association  and  the  Kansas  City,  Missouri,  Heart 
Association,  was  presented  in  February.  The  guest 
speakers  were  Dr.  Louis  Katz,  Dr.  Henry  Russek,  and 
Herman  Hellerstein.  In  March  a four-day  program  in 
electrocardiography  was  presented. 

In  addition,  two  correspondence  courses  in  electro- 
cardiography are  maintained  by  the  laboratory.  In  this 
two-year  period,  277  physicians  enrolled  in  these 
correspondence  courses. 

IV.  DIAGNOSTIC  PROCEDURES 

A.  Electrocardiograms'.  During  this  two-year  period 
14,569  electrocardiograms  were  recorded,  mounted, 
and  interpreted.  In  the  previous  two-year  period 
(1951-1953),  13,546  had  been  done.  The  records 
have  been  12-lead  tracings,  obtained  on  direct  writing 
equipment.  A photostatic  copy  of  each  record  is 
placed  on  the  chart;  the  original  is  filed  in  the  cardio- 
vascular laboratory.  Each  record  is  cross  indexed, 
according  to  name  and  according  to  diagnosis.  The 
technician  responsible  for  this  area  has  been  Miss 
Margaret  Delich,  assisted  by  Inez  Claxton,  Ilah 
Plumb,  Mary  Baker,  and  Bernice  Bain. 

B.  Peripheral  Vascular  Studies'.  A weekly  clinic  in 
peripheral  vascular  disease  has  been  maintained.  The 
responsible  staff  man  has  been  Dr.  Robert  Jordon. 
The  residents  in  medicine  and  the  fellows  in  cardi 
ology  rotate  through  this  clinic.  Five  hundred  and 
sixty  patients  were  seen  in  this  clinic.  In  addition  to 
the  medical  staff,  an  attending  chiropodist  is  present, 
Dr.  Irvine  Waxman.  Detailed  peripheral  work-ups 
were  done  on  about  one-fifth  of  these  patients: 


Plethysmograms 

64 

Skin  Temperatures 

76 

Landis  Test 

44 

Oscillometric  Study 

42 

Cold  Pressure  Study 

5 

Posterior  Tibial  Block 

27 

Lumbar  Block 

35 

Stellate  Block 

5 

Intra-arterial  Priscoline 

17 

The  technician  responsible  for  this  work  is  Mrs. 
Lavina  Goering. 

C.  Cardiac  Catheterization'.  Cardiac  catheterization 


has  continued  to  be  a heavy  responsibility  of  the  unit. 
Dr.  T.  K.  Lin  has  been  responsible  for  this  area.  Dr. 
Mario  Anache  and  Dr.  Fethi  Gonlubol  have  assisted 
him  and  have  been  trained  in  the  technique.  The 
technicians  have  been  Herbertine  Clark,  Barbara  Cul- 
len, and  Donna  Sims.  In  this  two-year  period,  244 
patients  were  catheterized.  (In  the  previous  two-year 
period,  130  had  been  done).  The  first  death  since  the 
formation  of  the  team  occurred.  This  patient  was  two 
months  old.  As  the  catheter  entered  the  right  ventricle, 
ventricular  fibrillation  occurred.  Cardiac  massage  was 
immediately  begun  and  continued  for  two  hours. 
Autopsy  revealed  atrioventricular  communis  and  fibro- 
elastosis of  the  auricle. 

The  principal  temporary  complications  were:  chill- 
ing, 5 ; nausea,  3 ; vomiting,  1 ; fever,  2 ; venous 
spasm  (severe),  1 ; bundle  branch  block  (temporary), 
1;  complete  A-V  block  (temporary),  1;  ventricular 
tachycardia  (temporary),  9- 

D.  Angiocardiography.  Fifty-three  angiocardio- 
grams were  done.  These  were  done  by  Dr.  T.  K.  Lin 
and  Dr.  Antonio  Diehl  with  radiographic  help  from 
Dr.  Galen  Tice,  Dr.  Donald  Gerrmann,  and  Dr.  Karl 
Youngstrom  of  the  Department  of  Radiology.  One 
death  occurred  in  a three-week  old  male,  immediately 
after  the  injection  of  the  contrast  agent;  transposition 
of  the  great  vessels  was  present. 

E.  Aorto grams-.  Twenty-six  translumbar  aortograms 
were  done  by  the  laboratory.  These  were  done  by 
Dr.  T.  K.  Lin.  No  deaths  occurred.  Extravasation  of 
dye  along  the  aorta  occurred  in  two  without  complica- 
tions. 

I7.  Ballistocardiograms'.  The  shin-bar  apparatus  was 
used  and  280  ballistocardiograms  were  recorded  on 
251  patients. 

G.  Phonocardiograms : These  (120)  were  done  by 
Dr.  Sherman  Steinzeig,  Dr.  Fethi  Gonlubol,  and  Dr. 
Mario  Anache.  This  procedure  is  very  exacting  and 
time  consuming. 

V.  SURGICAL  PROCEDURES 

The  members  of  the  laboratory,  working  in  asso- 
ciation with  the  Department  of  Surgery  and  the 
Department  of  Pediatrics,  had  the  opportunity  of 
following  a considerable  number  of  cardiovascular 
surgical  procedures.  The  surgery  was  done  by  Dr. 
Frank  Allbritten,  Dr.  Creighton  Hardin,  and  Dr. 
Frederick  Kittle. 

A.  Patent  Ductus  Ligation.  Twenty-four  ligations 
were  done;  16  were  also  transected. 

B.  Coarctation  of  the  Aorta.  Eight  resections  were 
done,  with  a graft  necessary  in  one. 

C.  Blalock  Procedure  (Subclavian  artery  anasto- 
mosed to  pulmonary  artery).  Thirteen  attempts  were 
made.  These  patients  were  frequently  small  infants 
in  extremis  and  for  whom  surgery  was  a calculated 
gamble. 
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D.  Brock  Procedure  (Pulmonary  valvulotomy). 
Twenty-two  valvulotomies  were  done. 

E.  Pott’s  Procedure  (Aortic  pulmonary  artery  anas- 
tomosis) . 

F.  Mitral  Valvulotomy.  Seventy-five  valvulotomies 
were  done. 

G.  Tricuspid  Valvulotomy.  One. 

H.  Aortic  Plastic  Valve  (Hufnagel).  Six  plastic 
valves  have  been  inserted. 

I.  Aortic  Valvulotomy.  Five. 

J.  Pericardectomies  for  Constrictive  Pericarditis. 
Two  patients  were  operated  upon  with  good  results. 

K.  Talc  Installation  in  Pericardium.  Two. 

L.  Aneurysm  Repair.  This  work  has  been  done  by 
Dr.  Creighton  Hardin:  abdominal  aneurysm,  22; 
thoracic  aneurysm,  3;  femoral  aneurysm,  5;  popliteal 
aneurysm,  2 ; carotid  aneurysm,  5 ; repair  of  Feriche 
syndrome,  17. 

M.  Thoraco-Lumbar  Sympathectomy,  11.  Six  pa- 
tients, five  bilateral. 

N.  Exploratory  Cardiotomies,  11. 

The  majority  of  these  patients  had  rheumatic  val- 
vular disease  and  cardiotomy  was  done  because  the 
possibility  of  mitral  stenosis  was  suspected  but  atypi- 
cal clinical  findings  were  present. 

O.  Inferior  Vena  Cava  Ligation,  2. 

P.  Excision  Pericardial  Cyst,  1 . 

Q.  Auricular  Septal  Defect  Repair,  2. 

VI.  GRANTS 

The  medical  school  state  budget  funds  continue 
to  be  the  basic  major  support.  The  National  Heart 
Institute,  through  its  Undergraduate  Cardiovascular 
Teaching  Grants,  has  continued  to  be  the  principal 
outside  support.  This  yearly  grant  has  permitted  us  to 
add  personnel,  obtain  equipment,  and  develop  the 
laboratory  in  a manner  which  would  otherwise  be 
impossible. 

The  National  Heart  Institute  has  also  supported, 
as  trainees,  Dr.  James  Crockett,  Dr.  Sherman  Stein- 
zeig,  Dr.  Jacob  Towne,  Dr.  Donald  P.  Wallach,  and 
Victor  Rodwell. 

Income  from  the  Agnes  Haskell  Endowment  has 
been  utilized  for  the  support  of  the  first  Haskell 
fellow,  Dr.  Fethi  Gonlubol. 

The  Mcllvaine  Trust  awarded  the  laboratory  suffi- 
cient funds  to  permit  the  equipping  of  a four-room 


laboratory  suite  and  also  partial  support  of  the  direc- 
tor of  this  unit.  This  laboratory,  designated  the 
Frederick  Mcllvaine  Trust,  is  a gift  of  Lettie  B. 
Mcllvaine  in  memory  of  her  husband.  Research  in 
the  field  of  enzyme  metabolism,  as  it  relates  to  heart 
muscle,  is  carried  out  here  on  the  direction  of  Dr. 
Santiago  Grisolia. 

The  Mcllvaine  Trust  also  made  a substantial  grant 
to  Dr.  George  Curran’s  work  in  the  field  of  choles- 
terol metabolism. 

A grant  from  the  National  Heart  Institute,  made 
to  Dr.  Reissmann  and  Dr.  Tom  Hamilton,  Depart- 
ment of  Microbiology,  for  investigation  of  pulmonary 
hypertension,  was  received  in  1954  and  1955. 

The  American  Heart  Association  has  made  a major 
contribution  in  the  support  of  Dr.  Curran  and  Dr. 
Santiago  Grisolia  as  established  investigators. 

The  Kansas  Heart  Association  helped  in  the  main- 
tenance of  the  cardiac  catheterization  team  in  1954. 

Other  support  came  from  the  Peggy  Nygaard  Fund 
and  the  Jules  Friburg  Memorial  Fund. 

SUMMARY 

The  second  two  years  of  operation  of  the  University 
of  Kansas  Cardiovascular  Laboratory  ended  May, 
1955.  The  staff  now  consists  of  two  clinical  cardi- 
ologists and  three  basic  investigators.  One  more  man 
will  be  added  this  year  to  develop  the  peripheral 
vascular  section. 

In  the  first  four  years  since  the  opening  of  the 
laboratory,  28,1 15  electrocardiograms  have  been  taken, 
9,530  consultations  given,  374  cardiac  catheterizations 
done,  79  angiograms  made,  and  approximately  361 
major  cardiovascular  operations  performed  at  the 
University  of  Kansas  Medical  Center.  The  Cardio- 
vascular Laboratory,  the  Department  of  Surgery,  and 
the  Department  of  Pediatrics  have  participated  jointly 
in  this  work. 

SUMMARY  OF  CARDIOVASCULAR  ACTIVITIES, 
KUMC,  1951-1955 


1951-1953  1953-1955 


Consultations 

3,7  66 

5,764 

Electrocardiograms 

13,546 

14,569 

Cardiac  Catheterizations 

130 

244 

Angiocardiograms 

26 

53 

Operations 

130 

231 

No  one  treatment  is  successful  with  every  alcoholic  patient.  The  needs  of  alcoholics  vary  both 
in  the  psychic  and  physiological  realms.  It  is  recognized  that  a "total  push’’  is  the  best  and 
most  successful  method  of  bringing  the  largest  number  of  alcoholics  to  recovery.  One  physician  may 
minister  to  the  physical  needs  of  the  patient;  another  may  lead  him  to  an  integrated  emotional 
life  through  psychotherapy. 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

Have  you  had  your  vacation?  To  those  of  you  who 
have,  welcome  back.  To  those  of  you  who  have  not,  bon 
voyage. 

You  should  have  a vacation.  It  seems  to  me  that  each 
doctor  should  make  it  a must.  The  working  day  is  so 
long  mental  fatigue  comes  easily,  and  a chip  on  the 
shoulder  looms  larger  and  is  more  quickly  toppled  over. 
You  owe  it  to  yourself  and  your  patients  since  you  will 
return  in  a much  better  and  clearer  frame  of  mind. 

September  has  arrived  and  all  committees  will  be 
meeting  in  the  next  few  months.  Some  have  already 
done  so,  and  it  is  hoped  that  all  members  will  be  atten- 
tive and  forthgiving  with  advice  and  wisdom.  These 
committees  are  the  backbone  of  this  organization.  Their 
effectiveness  depends  upon  your  contributions. 

Fraternally, 


President 
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EDITORIAL  COMMENT 


What’s  Wrong  with  Medical 
Organizations  ? 

Editor’s  Note.  The  following  report,  prepared  by 
the  American  Medical  Association,  gives  a partial 
answer  to  the  question  above. 

A nationwide  survey  of  physicians,  commissioned 
by  the  AMA,  shows  that  medical  organizations  can 
profit  by  internal  inspections.  Difficulties  may  be 
minor,  but,  according  to  some  physicians,  medical 
organizations  aren't  hitting  on  all  cylinders. 

Medical  organizations  must  give  increased  atten- 
tion to  the  problem  of  boosting  meeting  attendance 
and  devote  more  efforts  to  drawing  all  members  into 
active  society  participation.  Individual  physicians  need 
more  information  about  actual  benefits  of  member- 
ship as  well  as  about  policies  and  projects  of  their 
medical  organizations.  Too  many  physicians  ap- 
parently don't  know  the  facts  about  their  own  or- 
ganizations. 

Survey  findings  brought  the  need  for  attention  to 
some  of  these  problems  into  sharper  focus.  For  ex- 
ample, only  half  of  the  physicians  in  this  country  re- 
port they  are  active  in  county  and  state  organizations. 
One  doctor  in  four  says  he  didn’t  vote  in  his  local 
society’s  last  election.  More  than  a third  say  they 
belong  only  to  medical  specialty  groups  not  associated 
with  the  AMA,  or  that  they  are  more  active  in 
these  other  organizations. 

Furthermore,  about  half  of  the  doctors  think  of 
county  and  state  societies  as  being  different  from  the 
AMA,  when  in  reality  these  organizations  compose 
the  national  association.  Additional  break-downs  in 
the  lines  of  communications  between  individual  mem- 
bers and  their  organizations  show  up  in  misunder- 
standings about  medical  policies  and  lack  of  knowl- 
edge about  organizational  activities  and  services.  A 
typical  misconception  has  to  do  with  dues;  only  half 
of  AMA  members  actually  know  what  national  dues 
are,  and  most  doctors  overestimate  rather  than  under- 
estimate dues. 

It’s  encouraging  to  find  that  90  per  cent  of  doc- 
tors in  private  practice  report  they  are  members  of 
the  AMA.  More  than  half  of  the  AMA  members 
surveyed  reported  they  belong  to  the  association  be- 
cause it’s  customary,  it’s  the  doctors’  organization,  or 
they  believe  in  its  policies.  Yet  15  per  cent  say 
membership  is  necessary  for  hospital  affiliation  or 
that  it’s  compulsory.  Informed  physicians  know  that 
hospitals,  not  medical  societies,  determine  rules  and 
regulations  for  securing  hospital  privileges.  And,  no 
physician  is  forced  to  associate  himself  with  any 


medical  organizations ; if  he  joins,  he  does  so  vol- 
untarily. 

Many  doctors  cite  AMA  services  or  activities  which 
they  like,  such  as  the  Journal,  meetings  and  con- 
ventions, information  and  exchange  of  ideas,  and 
legislative  action.  But  others  say  the  association  is 
not  representative,  criticize  it  for  being  remote  and 
uninterested  in  the  individual  physician,  and  com- 
plain about  its  conservatism.  Consequently,  about  a 
fifth  of  the  members  say  they  do  not  get  value  re- 
ceived for  their  AMA  dues. 

Although  survey  questions  asked  only  about  phy- 
sicians’ opinions  in  regard  to  AMA  services,  activities, 
and  policies,  similar  criticism  would  no  doubt  have 
been  given  had  doctors  been  asked  their  opinion 
about  their  state  associations.  All  along  the  organiza- 
tional line,  it's  apparent  that  a better  informational 
job  needs  to  be  done.  The  aid  of  state  and  county 
groups  is  needed  to  help  sell  physicians  on  the 
merits  of  cooperative  action  through  medical  organ- 
izations. For  when  a physician  criticizes  AMA,  he  is 
actually  criticizing  his  local  society  and  his  state  as- 
sociation, too.  When  his  society  joins  in  the  com- 
plaining, the  breech  within  the  ranks  widens. 

In  the  minds  of  some  medical  men  a mythical 
"giant”  has  been  built  up  in  AMA.  Newspapers  have 
contributed  to  this  illusory  creation.  AMA  is  an  in- 
fluential organization,  and  since  it  comprises  the 
greatest  percentage  of  physicians  in  this  country,  it 
rightly  claims  title  of  official  spokesman  for  the 
profession.  Yet  over  the  years  critics  of  organized 
medicine  have  chiseled  a psychological  rift  by  saying, 
"You  individual  MDs  are  ok  and  you’re  doing  a 
good  job--but  AMA  off  in  Chicago  or  Washington 
is  the  villain!"  In  reality,  the  individual  physician  is 
AMA.  Repetition  of  this  idea  has  made  it  harder — 
or  less  desirable — for  an  individual  physician  to  iden- 
tify himself  with  the  AMA. 

This  insidious  dissociation  process  may  be  a con- 
tributing factor  to  the  splintering  off  into  smaller 
specialty  groups  which  has  been  becoming  more 
widespread  in  the  past  few  years.  Unaffiliated  or- 
ganizations are  less  controversial ; with  one  or  two 
exceptions  they  have  received  far  less  attention  in 
the  public  press.  When  physicians  who  said  they 
were  more  active  in  these  specialty  groups  were 
asked  why,  they  gave  these  replies:  my  specialty; 
local,  closer;  more  interesting;  smaller,  more  social; 
more  worthwhile;  easier  to  get  to  meetings.  One 
clue  for  alert  societies  aiming  at  greater  member 
participation  was  given  in  the  response  by  some 
doctors  that  "there’s  nothing  to  do  in  the  AMA." 

Although  the  scientific  programs  of  specialty 
groups  will  always  hold  appeal  for  numbers  of 
physicians,  the  danger  lies  in  the  tendency  of  such 
organizations  to  begin  speaking  out  separately  on 
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non-scientific  matters  affecting  medicine.  When  many 
organizations  begin  professing  to  speak  for  med- 
icine, the  public  becomes  confused  and  the  over-all 
impression  is  given  that  the  members  of  the  medical 
profession  can’t  agree  among  themselves.  Nobody 
denies  the  right  of  members  to  criticize  their  own 
organizations  or  to  disagree  with  their  actions;  yet 
there  are  times  when  it  is  vital  for  medicine  to 
present  a united  front.  Those  who  believe  in  democ- 
racy accept  the  premise  that  the  opinions  of  the 
majority  should  prevail — until  the  minority  can 
change  the  opinions  of  that  majority. 

The  links  in  the  chain  of  medical  organization 
are  the  county  and  state  associations.  When  poor 
attendance  weakens  their  effectiveness,  the  collective 
strength  of  the  entire  profession  is  diminished.  Ac- 
cording to  the  survey,  50  per  cent  of  the  doctors  at- 
tend most  meetings  of  their  local  or  county  society. 
Yet  6 per  cent  say  they  attend  no  meetings,  16  per 
cent  very  few,  9 per  cent  some,  and  9 per  cent  half. 
The  problem  of  meeting  attendance  appears  to  be 
greatest  in  the  East,  where  only  38  per  cent  of  the 
doctors  say  they  attend  most  meetings.  Western  states 
evidently  chalk  up  the  greatest  attendance  since  61 
per  cent  of  the  doctors  say  they  turn  out  for  meet- 
ings. Central  and  Southern  states  fall  midway  be- 
tween, with  54  per  cent  in  the  Midwest  and  56  per 
cent  in  the  South  attending  most  meetings.  One  or 
two  other  interesting  sidelights  were  revealed  in  the 
study.  For  example,  internists  least  often  say  they  at- 
tend county  meetings.  Only  35  per  cent  of  the  in- 
ternists say  they  attend  most  meetings  as  contrasted 
with  an  average  of  50  per  cent  of  all  other  types 
of  doctors.  Internists  also  least  often  say  they  voted 
in  the  society’s  last  election  of  officers. 

Doctors  in  the  East  least  often  believe  they  get 
their  money’s  worth  in  return  for  dues  (32  per  cent 
as  against  an  average  of  23  per  cent.)  Here  again  in- 
ternists reflect  a less  favorable  attitude  toward  med- 
ical organizations  than  other  doctors.  Twenty-six 
per  cent  of  the  internists  feel  full  value  is  not  re- 
ceived in  return  for  dues,  while  general  practitioners 
least  often  express  dissatisfaction  on  this  count 
(21  per  cent) . 

Another  revealing  discovery  is  that  doctors  rate  the 
American  Dental  Association  higher  in  terms  of 
favorable  impressions  than  they  do  their  own  medical 
organizations.  About  three  out  of  four  doctors  say 
their  impressions  of  both  the  AMA  and  the  ADA 
are  all  good  or  more  good  than  bad.  Yet,  one  doctor 
in  12  says  he  has  negative  impressions  of  AMA  while 
only  one  in  50  is  critical  of  the  dental  association. 
Doctors  rank  the  American  Bar  Association  in  third 
place. 

Time  after  time  in  the  study  the  individual  phy- 
sician proved  to  be  far  more  critical  of  his  colleagues 


and  of  medical  organizations  than  the  public.  For 
example,  24  per  cent  of  the  doctors  say  the  public 
looks  upon  AMA  as  a doctors’  union  and  medical 
trust.  Yet,  this  survey  shows  only  37  per  cent  of  the 
public  has  this  opinion.  During  the  past  few  years, 
the  medical  profession  has  worked  hard  to  regain 
the  confidence  and  good  will  of  the  public.  Now  it’s 
obvious  that  some  concentrated  internal  public  rela- 
tions efforts  are  necessary  in  order  to  rekindle  phy- 
sicians’ enthusiasm  and  interest  in  medical  organiza- 
tions. Larger  numbers  of  physicians  ought  to  be  pull- 
ing their  own  weight  in  their  societies,  rather  than 
dragging  their  heels  and  allowing  a few  men  to 
serve  as  standard  bearers.  Medical  organizations  must 
concentrate  on  doing  a better  job  of  informing  their 
members  about  their  activities,  policies,  and  services. 

Physicians,  in  an  effort  to  revamp  their  service  pro- 
grams for  the  public  and  to  stave  off  a government 
medical  program,  have  taken  it  on  the  chin  from 
many  critics.  Most  have  accepted  just  criticisms  hum- 
bly and  moved  ahead  to  correct  sources  of  dissatisfac- 
tion. Perhaps  it’s  time  now  to  stop  being  on  the  de- 
fensive— to  help  physicians  regain  a sense  of  pride  in 
the  medical  organizations  to  which  they  belong.  An 
organization  whose  aims  are  "to  promote  the  science 
and  art  of  medicine  and  the  betterment  of  public 
health"  need  not  apologize  for  its  efforts  to  advance 
these  noble  objectives. 


The  Chaplain  and  Medicine 

The  chaplain  in  the  hospital  has  an  assignment 
that  is  unique:  to  be  clerical  and  (help  be)  medical. 
He  has  access  to  the  critically  ill  list,  emergency  room 
calls,  the  surgical  department — in  fact,  he  is  today 
to  be  found  anywhere  in  the  hospital  on  call  for  his 
particular  services  to  patients  or  to  their  visiting  rel- 
atives and  friends.  His  assignment  is  to  help  people 
of  all  races,  colors,  and  creeds,  regardless  of  his 
particular  religious  denomination.  In  this  way  the 
doctor  is  most  often  helped  to  shoulder  the  burden 
brought  to  him  in  the  care  of  the  seriously  ill. 

Friendliness  is  one  of  the  virtues  of  the  chaplain. 
Frequently  there  are  gravely  ill  patients  who  have  no 
relatives  or  friends  to  be  contacted.  These  patients 
are  lonely  and  depressed  mentally,  conditions  that  do 
not  help  recovery.  A friendly  hospital  visit  bv  the 
chaplain  and  his  help  in  reaching  acquaintances  do 
much  to  give  the  patient  a "lift"  and  may  speed 
his  getting  well. 

The  role  of  the  chaplain  as  a minister  would  seem 
to  be  his  "mission"  in  his  relationship  to  the  patient 
and  the  doctor.  Here,  as  the  minister,  he  attempts 
to  soothe  the  patient  by  showing  him  that  regaining 
his  spiritual  strength  will  help  in  the  recovery  of  his 


SEPTEMBER,  1956 


559 


physical  strength.  He  may  even  resort  to  the  dogma 
"There  was  never  an  atheist  in  a foxhole,”  knowing 
full  well  that  patients  become  pensive  while  ill  and 
take  inventory  of  themselves.  Even  though  they  never 
professed  religious  inclinations,  they  may  feel  they 
should  go  along  with  the  idea  since  '"There  might  be 
a lot  to  gain  and  nothing  to  lose.” 

Then,  of  course,  there  is  the  facetious  side  to  the 
chaplain’s  talk  to  the  seriously  ill  (who  will  not  take 
to  the  idea  of  religion)  : the  talk  will  sometimes  take 
the  patient’s  mind  off  his  ailment  and  thus  give  him 
physical  relief. 

The  chaplain  acts  further  as  a liaison  officer  be- 
tween the  patient  and  the  doctor  (and  the  family). 
On  many  occasions  the  doctor  asks  the  chaplain  to 
talk  to  the  family  or  friends,  or  even  the  patient,  on 
various  pertinent  subjects  regarding  the  illness.  Quite 
often  the  procedure  is  reversed,  and  the  patient  or 
the  chaplain  confers  with  the  doctor. 

The  question  arises  as  to  how  a chaplain  should 
approach  a patient.  There  are  many  methods,  depend- 
ing on  the  kind  of  patient  and  the  kind  of  illness. 
If  the  patient  is  surgical,  a chat  with  the  relatives 
during  and  immediately  after  the  operation  would  be 
in  order.  Making  an  appearance  to  say  a cheerful 
"hello"  to  the  patient  for  the  first  two  or  three  days 
is  probably  all  right.  However,  it  would  be  wise  to 
wait  about  three  days  before  making  a visitation,  bar- 
ring an  emergency,  because  of  the  following:  the 
patient  may  become  frightened  or  worried  at  the 
presence  of  the  chaplain,  or  he  may  not  be  receptive 
to  the  chaplain’s  presence  because  of  fatigue,  sleepi- 
ness, or  too  many  visitors  in  the  room,  or  he  may 
even  go  so  far  as  to  think  the  chaplain  is  a meddler. 
On  the  other  hand,  if  the  patient  is  a medical  case, 
this  condition  has  existed  for  at  least  a short  while 
prior  to  hospitalization  and  the  call  can  be  made 
promptly. 

The  visit  should  be  brief  in  most  cases.  There  will 
be  times,  however,  when  the  patient  will  probably 
ask  that  the  chaplain  remain  and  chat  with  him ; 
should  this  occur,  moderacy  should  be  the  rule.  Very 
little  concerning  the  patient’s  illness  should  be  said; 
rather,  the  talk  should  be  about  more  pleasant  ideas, 
such  as  nice  things  about  the  patient’s  relatives,  etc. 
Occasional  flattery  of  these  individuals  does  no  harm. 
I have  seen  persons  with  cancerous  conditions  com- 
pletely forget  about  their  ailments  as  their  eyes  light 
up  with  pleasant  reminiscences  during  such  talks. 

Most  important  of  the  "don’ts”  for  chaplains  is: 
do  not  offer  medical  advice  to  the  patient  or  attempt 
to  pass  judgment  on  the  medical  care  being  given 
him  by  his  doctors,  nurses,  and  other  hospital  per- 
sonnel. Should  he  see  the  conversation  drifting  in 
this  direction,  he  should  immediately  steer  clear  and 
switch  to  other  topics,  always  being  sure,  however, 


to  avoid  argumentative  subjects,  as  politics,  stock 
market,  etc. 

The  doctor  feels  more  secure  if  the  chaplain  sup- 
ports him  should  the  condition  of  the  patient  worsen. 
Also,  the  doctor  is  appreciative  if  the  chaplain  come 
to  his  defense  should  certain  wild,  unfounded  mali- 
cious rumors  and  accusations  be  thrown  at  him  by 
well-meaning  (?)  but  emotionally  upset  relatives  in 
the  case  of  unfavorable  progress  of  the  patient. 

Close  cooperation  of  the  chaplain  with  the  doctor 
on  the  case  is  a necessity.  The  chaplain  is  seen  to  be 
the  "man-between”  in  the  making  of  contacts  of 
distantly  located  relatives  and  friends;  he  is  the  man 
to  help  raise  the  mood  and  spiritual  level  of  the 
patient  in  order  to  create  a better  attitude  which  is 
conducive  to  greater  and  faster  recovery. 

It  must  be  reiterated  that  he  is  the  friend  of  the 
doctor. — William  W.  Abrams,  M.D.,  Kansas  City. 


Society  Studies  Indigent  Care  Program 

The  Riley  County  Medical  Society  is  currently 
studying  statistics  to  determine  the  percentage  of 
payment  to  physicians  for  caring  for  indigent  pa- 
tients under  the  present  program  of  the  Depart- 
ment of  Social  Welfare.  The  society  is  dissatisfied 
with  the  allowance  of  $2.00  per  family  per  month, 
feeling  that  the  amount  is  inadequate  and  unrealistic 
for  covering  medical  and  surgical  fees  for  office  and 
house  calls  and  hospital  care. 

The  society  has  set  up  a minimal  fee  schedule  for 
indigent  care  based  on  the  minimal  Blue  Shield 
schedule  for  medical  and  surgical  fees  for  hospital- 
ized patients  and  a comparable  schedule  for  office 
and  home  care.  Allowances  are  also  made  for  lab- 
oratory and  x-ray  procedures  in  the  office.  Physicians 
render  statements  monthly  to  their  society’s  Com- 
mittee for  Indigent  Care. 

The  committee  scrutinizes  all  statements  and  is- 
sues checks  to  individual  physicians,  pro  rating  the 
amount  available  from  the  $2.00  per  family  allow- 
ance against  the  total  charges.  The  sum  received  by 
the  physician  represents  payment  in  full  for  services 
rendered. 

The  study  so  far  indicates  that  physicians  are  col- 
lecting from  one-fourth  to  one-third  of  the  amounts 
billed  each  month. 


At  the  close  of  the  first  quarter  of  1956,  according 
to  the  Treasury  Department,  one  person  of  every  four 
in  the  nation  owned  one  or  more  savings  bonds. 


Hospitals  during  1955  received  more  than  $885 
million  for  the  care  of  eight  million  Blue  Cross  mem- 
bers. 


' 


Tetracycline  Lederle 

in  the  treatment  of 

respiratory  infections 

January  and  his  associates1  have  written  on  the 
use  of  tetracycline  (Achromycin)  to  treat  1 18 
patients  having  various  infections,  most  of  them 
respiratory,  including  acute  pharyngitis  and 
tonsillitis,  otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis,  bron- 
chiectasis, bronchial  pneumonia,  and  lobar 
pneumonia.  Response  was  judged  good  or 
satisfactory  in  more  than  84%  of  the  total  cases. 

Each  month  there  are  more  and  more  reports 
like  this  in  the  literature,  documenting  the 
great  worth  and  versatility  of  Achromycin. 
This  antibiotic  is  unsurpassed  in  range  of  effec- 
tiveness. It  provides  rapid  penetration,  prompt 
control.  Side  effects,  if  any,  are  usually  negligi  ble. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you.  For  your 
convenience  and  the  patient’s  comfort,  Lederle 
offers  a full  line  of  dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Attacks  the  infection — defends  the  patient — 
hastens  normal  recovery.  For  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspension, 
125  mg.  per  5 cc.  teaspoonful. 

For  more  rapid  and  complete  absorption. 
H Offered  only  by  Lederle  ! 

'filled  sealed  capsules 

January,  H.  L.  et  al:  Clinical  experience  with  tetracycline. 
Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


• REQ.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  8 X 10  VIEW  CAMERA — WIDE  ANGLE  LENS, 
F.32,  l/lO  SEC.,  FLOODS  AND  SPOTS,  ROYAL  PAN  FILM. 


562 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


Publication  of  Alan  Beck's  description  of  a 
girl  in  the  August  issue  of  the  Journal  de- 
mands printing  also  bis  classic,  "What  Is  a 
Boy,”  which  follows. — O.  R.  C. 

Between  the  innocence  of  babyhood  and  the 
dignity  of  manhood  we  find  a delightful 
creature  called  a boy.  Boys  come  in  assorted 
sizes,  weights  and  colors,  but  all  boys  have 
the  same  creed:  To  enjoy  every  second  of 
every  minute  of  every  hour  of  every  day  and 
to  protest  with  noise  (their  only  weapon) 
when  their  last  minute  is  finished  and  the 
adult  males  pack  them  off  to  bed  at  night. 

Boys  are  found  everywhere — on  top  of, 
underneath,  inside  of,  climbing  on,  swing- 
ing from,  running  around  or  jumping  to. 
Mothers  love  them,  little  girls  hate  them, 
older  sisters  and  brothers  tolerate  them,  adults 
ignore  them,  and  Heaven  protects  them.  A 
boy  is  Truth  with  dirt  on  its  face,  Beauty 
with  a cut  on  its  finger,  Wisdom  with  bubble 
gum  in  its  hair,  and  the  Hope  of  the  future 
with  a frog  in  its  pocket. 

When  you  are  busy,  a boy  is  an  inconsider- 
ate, bothersome,  intruding  jangle  of  noise. 
When  you  want  him  to  make  a good  impres- 
sion, his  brain  turns  to  jelly  or  else  he  be- 
comes a savage,  sadistic,  jungle  creature  bent 
on  destroying  the  world  and  himself  with  it. 

A boy  is  a composite — he  has  the  appetite 
of  a horse,  the  digestion  of  a sword  swallower, 
the  energy  of  a pocket-sized  atomic  bomb, 
the  curiosity  of  a cat,  the  lungs  of  a dictator, 


the  imagination  of  a Paul  Bunyan,  the  shy- 
ness of  a violet,  the  audacity  of  a steel  trap, 
the  enthusiasm  of  a firecracker,  and  when  he 
makes  something  he  has  five  thumbs  on  each 
hand. 

He  likes  ice  cream,  knives,  saws,  Christmas, 
comic  books,  the  boy  across  the  street,  woods, 
water  (in  its  natural  habitat),  large  animals, 
Dad,  trains,  Saturday  mornings  and  fire  en- 
gines. He  is  not  much  for  Sunday  School, 
company,  schools,  books  without  pictures, 
music  lessons,  neckties,  barbers,  girls,  over- 
coats, adults  or  bedtime. 

Nobody  else  is  so  early  to  rise,  or  so  late 
to  supper.  Nobody  else  gets  so  much  fun  out 
of  trees,  dogs  and  breezes.  Nobody  else  can 
cram  into  one  pocket  a rusty  knife,  a half- 
eaten  apple,  three  feet  of  string,  an  empty 
Bull  Durham  sack,  two  gumdrops,  six  cents, 
a slingshot,  a chunk  of  unknown  substance 
and  a genuine  super-sonic  code  ring  with  a 
secret  compartment. 

A boy  is  a magical  creature — you  can  lock 
him  out  of  your  workshop,  but  you  can't  lock 
him  out  of  your  heart.  You  can  get  him  out  of 
your  study,  but  you  can’t  get  him  out  of  your 
mind.  Might  as  well  give  up — he  is  your 
captor,  your  jailer,  your  boss  and  your  master 
— a freckle-faced,  pint-sized,  cat-chasing  bun- 
dle of  noise.  But  when  you  come  home  at 
night  with  only  the  shattered  pieces  of  your 
hopes  and  dreams,  he  can  mend  them  like 
new  with  the  two  magic  words — "Hi,  Dad!" 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

In  terms  of  actual  health  bills  passed  and  sums 
of  money  appropriated,  the  84th  Congress  which 
ended  just  a few  weeks  in  advance  of  party  presi- 
dential conventions  undoubtedly  set  some  records. 
Measures  ranged  from  the  far-reaching  program  of 
disability  cash  payments  to  a bill  for  the  commission- 
ing of  male  nurses  in  the  armed  services. 

In  between  are  a wide  variety  of  measures  which, 
in  the  opinion  of  Secretary  Folsom,  secretary  of 
Health,  Education,  and  Welfare,  gives  "promise 
of  immediate  and  substantial  progress  on  a wide 
front  in  the  improvement  of  the  nation’s  health." 

Both  Mr.  Folsom  and  the  President  deplored  the 
fact  that  Congress  had  not  acted  on  their  plan  for 
federal  aid  to  medical  schools,  but  Congress  decided 
this  was  one  of  the  subjects  that  needed  more  study 
before  taking  any  further  action.  In  addition  Mr. 
Folsom  expressed  disappointment  that  nothing  had 
been  done  on  authority  for  pooling  arrangements 
among  small  health  insurance  companies  and  the 
long-dormant  plan  for  a health  reinsurance  fund. 

On  medical  research  funds,  the  administration  this 
session  asked  for  the  largest  amount  of  money  ever 
requested  in  one  year.  The  appropriation  finally  voted 
was  even  larger,  some  $170  million.  On  top  of  this, 
Congress  in  its  final  hours  appropriated  nearly  $80 
million  to  carry  out  new  legislation  just  passed. 

Here  are  the  highlights  of  major  health  bills  ap- 
proved by  the  84th  Congress: 

Social  Security  Amendments — Changes  in  the  21- 
year-old  social  security  law  now  include:  (1)  Old 
Age  and  Survivors  Insurance  payments  to  disabled 
workers  at  age  50,  paid  from  a "separate"  fund, 
(2)  extension  of  social  security  to  some  250,000 
dentists,  lawyers,  osteopaths,  and  other  self-employed 
persons,  (3)  lowering  of  retirement  age  for  social 
security  purposes  for  women  from  65  to  62,  (4)  ear- 
marked payments  for  medical  care  of  public  assistance 
recipients,  and  (5)  increase  of  payroll  deductions  by 
one-half  of  1 per  cent  and  three-eighths  of  1 per 
cent  for  the  self-employed. 

Laboratory  Research  Facilities — The  Hill-Bridges 
bill  for  $90  million  in  construction  grants  over  three 
years  to  public  and  non-profit  institutions  to  erect 
research  facilities  started  out  in  the  Senate  as  a bill 
to  aid  research  in  crippling  and  killing  diseases  but 
wound  up  for  research  in  all  "sciences  related  to 
health." 


Health  Amendments  Act — The  so-called  little  om- 
nibus health  bill  provides  for  federal  grants  for  train- 
ing of  public  health  specialists,  professional  nurses 
qualified  for  teaching  and  administrative  jobs,  and  for 
practical  nurses — plus  a two-year  extension  beyond 
next  July  1 of  the  10-year-old  Hill-Burton  hospital 
program,  and  special  projects  grants  for  mental  health 
studies  and  demonstrations. 

Medical  Care  for  Military  Dependents — A long- 
sought  goal  of  the  Defense  Department  was  enact- 
ment of  a permanent  program  of  medical  care  for 
dependents  of  armed  services  personnel  either  in  mili- 
tary hospitals  and  clinics  or  through  private  sources. 
It  is  scheduled  to  begin  early  in  December. 

National  Library  of  Medicine — Another  proposal 
long  in  the  making  was  the  reestablishment  of  the 
Armed  Forces  Medical  Library  as  the  National  Li- 
brary of  Medicine.  For  administrative  purposes,  Con- 
gress put  it  under  the  Department  of  HEW,  but  left 
up  to  the  17-man  board  of  regents  the  selection  of 
site — in  all  likelihood  in  the  Washington  area. 

Sickness  Survey — Special  and  continuing  surveys 
on  the  extent  of  illness  and  disability  in  the  U.  S., 
along  with  medical  care  being  offered,  have  been 
authorized — the  first  detailed  study  of  it  kind  in  over 
20  years.  The  work  will  be  done  by  the  Public  Health 
Service. 

Water  Pollution  Control — The  PHS  is  authorized 
to  make  grants  to  states  and  communities  to  help  in 
construction  of  sewage  disposal  plants,  at  the  rate 
of  $50  million  a year  for  10  years. 

Some  other  measures  signed  into  law  by  the  Presi- 
dent were:  establishment  of  a mental  health  program 
for  Alaska,  budget  increases  for  additional  staff  for 
the  Food  and  Drug  Administration  along  with  a new 
headquarters  building  for  modern  laboratories,  pro- 
vision of  medical  care  for  employees  and  dependents 
of  the  State  Department  abroad  in  U.  S.  military 
facilities,  a $400,000  fund  to  finance  the  holding  of 
the  World  Health  Assembly  in  this  country  in  1958 
(which  is  the  10th  anniversary  of  the  founding  of 
the  World  Health  Organization),  and  the  commis- 
sioning in  the  armed  services  of  osteopaths. 


The  new  surgeon  general  of  the  PHS  is  Dr.  Leroy 
E.  Burney,  a career  officer  in  the  commissioned  corps 
and  for  10  years  commissioner  of  health  for  the  state 
of  Indiana.  Until  his  nomination  by  the  President  he 
was  deputy  chief  of  the  PHS  Bureau  of  State  Services. 
Dr.  Burney  received  his  medical  degree  from  Indiana 
University. 

The  federal  government  withdrew  from  the  alloca- 
tion of  the  Salk  poliomyelitis  vaccine  just  15  months 
after  the  first  release  of  the  vaccine,  but  federal  grants 
to  states  to  help  finance  inoculation  programs  con- 
tinue. 


Clinicopathological  Conference 

Recurrent  Pulmonary  Infiltration , Eosinophilia , and 

Terminal  TSeurologic  Signs 


CASE  PRESENTATION 

The  case  for  consideration  today  is  that  of  a 44-year 
old  white  woman  who  was  first  admitted  to  this  hos- 
pital on  January  23,  1949,  and  who  expired  here  on 
January  29,  1955,  during  her  sixth  admission. 

On  her  first  admission  she  complained  of  a pro- 
ductive cough  of  two  and  one-half  years  duration. 
She  had  previously  been  in  good  health  with  the  ex- 
ception of  recurrent  upper  respiratory  symptoms  which 
she  attributed  to  hay  fever  and  sinusitis.  The  cough 
was  present  in  some  degree  at  all  times,  but  it  was 
most  severe  and  most  productive  in  the  morning  and 
at  night.  The  sputum  was  described  as  being  greenish- 
yellow  and  of  a stringy  consistency.  She  estimated 
that  she  expectorated  about  one-half  cup  of  sputum 
each  day. 

During  the  two  years  preceding  her  admission  she 
had  had  recurrent  bouts  of  fever  which  were  attrib- 
uted to  respiratory  infections,  and  she  had  had  a 
gradual  loss  of  strength  and  a 20-pound  weight  loss. 
Numerous  skin  tests  had  been  performed,  and  she 
was  placed  on  an  elimination  diet  because  she  was 
allergic  to  many  foods.  She  continued  to  be  ill  and 
required  frequent  parenteral  medication  for  the  relief 
of  paroxysms  of  coughing  and  dyspnea. 

Six  months  before  admission  she  had  had  severe 
pneumonia,  associated  with  occasional  blood-tinged 
sputum,  which  improved  only  slowly  on  treatment 
with  penicillin  and  sulfadiazine.  Two  months  prior 
to  admission  she  suffered  a relapse  and  was  hospital- 
ized elsewhere,  but  she  did  not  do  well  and  was  trans- 
ferred to  this  hospital  for  evaluation. 

Both  of  the  patient’s  parents  were  living  and  well. 
One  brother  died  at  the  age  of  six  months ; we  do 
not  know  the  cause  of  his  death.  The  patient  had  two 
living  sisters,  one  of  whom  had  occasional  urticaria. 
Her  husband  was  living  and  well.  They  had  no  chil- 
dren. 

In  1928  she  had  a tonsillectomy,  and  in  1933  a 
submucous  resection  was  done.  An  appendectomy  was 
performed  in  1940,  and  an  ovarian  cyst  was  also  re- 
moved at  that  time. 

She  was  a native  of  the  midwest  and  had  lived  here 
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all  of  her  life  with  the  exception  of  a few  months 
residence  in  California  in  1945.  She  did  not  use 
alcohol  or  tobacco  and  took  no  home  remedies  for 
her  symptoms.  She  had  occasional  mild  frontal  head- 
aches. There  was  progressive  exertional  dyspnea  and 
some  degree  of  orthopnea,  but  no  ankle  edema  had 
been  experienced.  She  had  not  had  nocturia,  frequency, 
or  hematuria,  and  did  not  complain  of  gastrointestinal 
symptoms.  The  menstrual  history  was  normal. 

The  patient's  first  admission  to  this  hospital  was 
January  23,  1949,  to  March  12,  1949,  at  which  time 
it  was  noted  that  she  was  somewhat  emaciated  and 
appeared  to  be  chronically  ill.  She  was  in  acute  respi- 
ratory distress.  The  blood  pressure  was  100/60,  and 
the  pulse  was  120  and  rhythmical.  The  head  and  neck 
were  normal  except  that  the  nasal  mucosa  was  in- 
jected, and  there  was  a profuse  serous  discharge.  She 
had  a slight  kyphosis,  and  coarse  and  fine  moist  rales 
were  heard  over  both  lung  fields.  The  breath  sounds 
were  decreased  over  the  left  chest.  The  heart  was  nor- 
mal in  size,  the  tones  were  good,  and  no  murmurs 
were  heard.  There  was  thought  to  be  minimal  club- 
bing of  the  fingers. 

The  urinalysis  on  this  admission  was  normal,  and 
the  red  cell  count  was  4,500,000.  The  white  count 
was  20,000  on  admission  with  57  per  cent  neutrophils, 
18  per  cent  lymphocytes,  17  per  cent  eosinophiles, 
and  7 per  cent  monocytes.  Serologic  tests  for  syphilis 
were  non-reactive.  The  non-protein  nitrogen  was  30 
mg.  per  cent,  the  creatinine  was  1.2  mg.  per  cent, 
the  blood  sugar  was  80  mg.  per  cent,  and  the  carbon 
dioxide  was  62  volumes  per  cent.  The  sedimentation 
rate  was  19  mm.  in  one  hour.  Skin  tests  for  tuberculin, 
blastomycin,  and  coccidioidin  were  negative,  but  the 
histoplasmin  test  was  positive.  The  complement  fixa- 
tion test  for  histoplasmosis  was  negative.  The  sputum 
was  cultured  on  several  occasions,  but  it  was  never 
found  to  contain  acid-fast  bacilli. 

The  patient  was  treated  with  potassium  iodide, 
aminophyllin,  penicillin,  khellin,  and  postural  drain- 
age. She  had  a low  grade  fever  during  the  first  few 
days  of  her  hospitalization  but  then  became  afebrile. 
She  was  considerably  improved  at  the  time  of  her 
discharge. 

At  her  second  admission  (May  12,  1949,  to  May 
15,  1949)  she  was  found  to  have  gained  14  pounds 
and  had  no  symptoms  except  that  she  tired  easily. 

On  April  23,  1950,  the  patient  was  admitted  for 
the  third  time  in  order  that  her  condition  might  be 
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evaluated  further,  and  she  was  dismissed  on  April 
28,  1950.  She  had  had  occasional  upper  respiratory 
infections  and  a productive  cough,  but  she  had 
gained  22  pounds  and  seemed  to  feel  well.  Sputum 
cultures  and  guinea  pig  inoculations  were  again  nega- 
tive for  acid-fast  bacilli.  The  radiologist  described  a 
"shifting  type  of  pneumonitis.’’ 

She  was  admitted  a fourth  time,  October  21,  1952, 
to  November  7,  1952,  because  of  increasing  symp- 
toms and  productive  cough.  She  complained  of  short- 
ness of  breath  and  weight  loss  in  spite  of  treatment 
at  home  with  antibiotics,  antihistaminics,  and  pos- 
tural drainage.  The  physical  examination  at  this  time 
was  essentially  the  same  as  it  was  on  her  first  admis- 
sion. 

The  urinalysis  was  within  normal  limits.  The  red 
count  was  4,250,000  with  12.6  gm.  of  hemoglobin, 
and  the  white  count  was  13,150  with  65  per  cent 
neutrophiles,  13  per  cent  lymphocytes,  19  per  cent 
eosinophiles,  and  3 per  cent  monocytes.  Skin  tests 
were  repeated  and  found  to  be  negative  except  for  an 
equivocal  histoplasmin  reaction.  Oxygen  and  carbon 
dioxide  studies  on  arterial  blood  revealed  an  oxygen 
capacity  of  15.6  volumes  per  cent  and  carbon  dioxide 
capacity  of  44.5  volumes  per  cent  before  exercise;  an 
oxygen  capacity  of  13.9  per  cent  with  a carbon  di- 
oxide capacity  of  43.8  per  cent  during  exercise;  and 
an  oxygen  capacity  of  15.4  volumes  per  cent  and  a 
carbon  dioxide  capacity  of  45.1  volumes  per  cent 
after  exercise.  Bacteriologic  examination  of  the  sputum 
again  failed  to  reveal  acid-fast  bacilli,  but  Histoplasma 
capsulatum  was  reported  in  some  of  the  sputum  cul- 
tures. A pneumococcus  was  also  found  on  routine 
sputum  cultures.  The  complement  fixation  test  for 
histoplasmosis  was  positive  at  this  time. 

Her  treatment  was  continued  as  before  with  the 
addition  of  corticotropin  and  cortisone.  She  improved 
satisfactorily  and  was  discharged  on  cortisone,  anti- 
biotics, and  bronchodilators.  Her  vital  capacity  at  the 
time  of  discharge  was  1700  cc. 

On  August  2,  1953,  the  patient  was  readmitted  for 
evaluation  and  was  dismissed  on  August  6,  1953. 
Sputum  cultures  were  negative  for  Histoplasma  cap- 
sulatum, but  the  patient  had  a positive  skin  test  and 
complement  fixation  test  for  histoplasmosis.  She  was 
discharged  without  any  change  in  therapeutic  regi- 
men. After  her  dismissal  she  continued  to  do  well 
and  had  no  symptoms  referable  to  her  respiratory 
system,  but  in  October,  1954,  she  began  to  complain 
of  numbness  and  paresthesias  of  the  left  side  of  the 
face.  She  was  seen  by  her  family  physician  who  told 
her  that  she  had  Bell’s  palsy.  She  was  subsequently 
seen  here  as  an  outpatient,  but  no  facial  paralysis  or 
weakness  was  noted. 

Two  months  prior  to  her  last  admission  the  patient 
was  in  an  automobile  accident  and  received  a blow  to 
the  right  maxillary  and  frontal  area.  Following  this 


she  complained  of  frequent  mild  headaches,  and  it 
was  thought  that  there  was  some  change  in  her  per- 
sonality. On  January  11,  1955,  she  developed  a severe 
frontal  and  right  temporal  headache  and  had  an  epi- 
sode of  vomiting.  One  week  after  this  (and  two  days 
before  her  sixth  admission  to  this  hospital),  her 
speech  became  slow  and  slurred,  and  she  became 
lethargic.  She  was  hospitalized  elsewhere,  but  be- 
cause of  increasing  lethargy  and  right  hemiparesis, 
she  was  transferred  to  this  hospital. 

The  patient's  final  admission  to  the  University  of 
Kansas  Medical  Center  was  on  January  20,  1955,  at 
which  time  she  was  in  a good  state  of  nutrition  but 
was  extremely  lethargic.  She  was  well  oriented  and 
cooperative  when  kept  awake.  Her  temperature  was 
99-6  degrees,  and  her  respiratory  rate  was  28  per 
minute.  The  pulse  rate  was  68,  and  the  blood  pressure 
was  120/65.  No  abnormalities  were  noted  in  the 
skin.  Her  speech  was  slurred.  Ocular  movements 
were  normal,  but  the  pupils  were  dilated  and  reacted 
only  slightly  to  light.  There  was  definite  papilledema 
on  the  right  and  a suggestion  of  it  on  the  left.  Her 
tongue  did  not  deviate  on  protrusion.  Her  neck  was 
stiff.  There  was  a right  hemiparesis  with  Babinski’s 
sign  on  the  right.  A few  coarse  rales  were  heard  in 
both  lung  fields,  but  there  were  no  expiratory  wheezes. 
She  did  not  seem  to  be  in  respiratory  distress.  The 
remainder  of  the  physical  examination  was  negative. 

The  red  cell  count  was  4,400,000  with  12.4  gm. 
per  cent  of  hemoglobin.  The  white  count  was  9,500 
with  65  per  cent  neutrophils,  9 per  cent  eosinophils, 
24  per  cent  lymphocytes,  and  2 per  cent  monocytes. 
The  urinalysis  did  not  reveal  any  abnormalities.  The 
blood  non-protein  nitrogen  was  42  mg.  per  cent, 
creatinine  was  1.5  mg.  per  cent,  blood  sugar  was  95 
mg.  per  cent,  serum  cholesterol  was  332  mg.  per 
cent,  blood  urea  nitrogen  1.7  mg.  per  cent,  and  serum 
electrolytes  were  within  normal  limits. 

A lumbar  puncture  was  done  on  January  21.  The 
initial  pressure  was  290  mm.  of  water,  the  spinal 
fluid  had  a ground  glass  appearance  and  contained 
953  white  cells  (42  per  cent  of  these  were  neutrophils, 
58  per  cent  lymphocytes) . The  colloidal  gold  reac- 
tion was  5555210000.  The  Wassermann  reaction  was 
negative.  Chemical  analysis  of  the  spinal  fluid  re- 
vealed 24.4  mg.  per  cent  of  sugar,  750  mg.  per  cent  of 
sodium  chloride,  and  113  mg.  per  cent  total  protein. 

On  the  day  following  admission  the  patient  became 
progressively  more  stuporous,  and  a left  carotid  arteri- 
ogram was  done.  The  following  day  she  developed 
decerebrate  rigidity  and  was  totally  unable  to  com- 
municate, but  her  vital  signs  remained  good.  On  Janu- 
ary 23  a ventriculogram  was  done.  By  January  27  she 
was  comatose  and  had  fecal  incontinence.  At  this 
time  Babinski’s  sign  was  present  bilaterally.  She  was 
breathing  deeply  and  regularly.  The  temperature  was 
septic  in  type,  varying  between  99  and  1 02  degrees. 
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The  patient  remained  in  a comatose  state,  and  on 
January  29  she  suddenly  hiccoughed  several  times 
and  stopped  breathing. 

Question:  On  the  patient’s  first  admission  she  had 
an  eosinophilia ; were  her  subsequent  eosinophil 
counts  elevated? 

Dr.  Robert  W.  Brown  (resident  in  medicine)  : She 
consistently  had  eosinophilia.  There  were  a few  of 
the  differential  counts  which  showed  only  one  or  two, 
but  the  average  was  around  15  or  16  per  cent. 

Terry  Denison  (fourth  year  medical  student)  :* 
Were  there  any  neurological  signs  other  than  hemi- 
paresis  at  the  time  of  her  last  admission? 

Dr.  Brown:  Babinski’s  sign  was  present. 

Mr.  Denison:  Was  there  a loss  of  pain  perception? 

Dr.  Brown:  No,  I do  not  believe  so. 

Dr.  Mahlon  Delp  (moderator)  : No  specific  loss 
of  pain  sense  was  noted.  This  patient  was  obtunded 
a good  bit  of  the  time,  and  one  could  not  really  tell 
whether  she  was  responsive  or  not. 

Question:  What  was  the  nature  of  the  sputum?  Did 
it  separate  out  on  standing,  and  did  it  have  a foul 
odor? 

Dr.  Brown:  I do  not  believe  the  odor  was  described. 
The  sputum  was  said  to  be  greenish-yellow  with  a 
lot  of  water  and  mucus  in  it. 

Michael  McNalley  (fourth  year  medical  student)  : 
Were  subsequent  cultures  and  skin  tests  done? 

Dr.  Brown:  She  was  skin  tested  on  every  admis- 
sion. The  histoplasmin  was  recorded  as  being  equiv- 
ocal on  one  admission ; otherwise  it  was  considered 
to  be  positive. 

Question:  Was  her  serum  globulin  normal? 

Dr.  Brown:  Yes. 

Dr.  Delp:  I think  we  should  mention  that  there 
is  one  positive  culture  for  acid-fast  bacilli  reported 
in  this  chart,  and  I do  not  believe  it  is  on  the  protocol. 

Question:  Was  that  positive  tubercle  bacilli  or 
positive  acid-fast  organisms? 

Dr.  Delp:  Positive  acid-fast. 

Dr.  Charles  E.  Brackett  (neurosurgeon)  : Was  the 
spinal  fluid  cultured? 

Dr.  Delp:  The  three  cultures  of  the  spinal  fluid 
during  her  last  admission  were  negative. 

Ernie  Chaney  (fourth  year  medical  student)  : Is 
anything  known  about  the  nature  of  the  automobile 
accident?  Was  she  driving,  and  were  there  other  cars 
involved  ? 

Dr.  Delp:  Other  cars  were  involved.  It  is  difficult 
to  get  an  accurate  story  about  what  actually  happened. 

I was  interested  in  whether  or  not  the  patient  was 
really  injured.  She  apparently  suffered  a considerable 
blow  from  the  accident,  but  I am  not  certain  whether 


* Though  a medical  student  in  February,  1956,  when  this 
conference  occurred,  he,  like  the  others  referred  to  as  stu- 
dents, received  the  M.D.  degree  in  June,  1956. 


she  was  groggy.  Some  say  she  was  unconscious  for  a 
matter  of  a few  minutes,  but  the  patient  told  me  that 
she  was  not.  I do  know  that  on  the  following  day 
she  was  up  and  around  the  house  and  going  about 
her  normal  activities. 

Dr.  H.  E.  Smith  (internist)  : Was  she  taking  cor- 
tisone right  up  to  the  time  of  her  last  admission? 

Dr.  Delp:  Yes. 

Dr.  Smith:  Was  a blood  sugar  done  at  the  same 
time  that  the  spinal  fluid  was  done  on  January  21  ? 

Dr.  Brown:  The  blood  sugar  was  done  on  Janu- 
ary 21,  1955,  and  the  spinal  fluid  was  dated  January 
23,  1955. 

Question:  The  patient  apparently  had  no  fractures 
at  the  time  ? 

Dr.  Brown:  No. 

Francis  O'Kane  (fourth  year  medical  student)  : 
Did  she  have  chest  pain  ? 

Dr.  Delp:  I am  sure  that  she  had  at  least  a dozen 
episodes  of  pleural  pain. 

Question:  Did  she  have  expiratory  wheezing,  and 
if  she  did  was  it  throughout  the  whole  chest? 

Dr.  Brown:  Wheezing  was  described  as  being 
present  throughout  the  whole  chest.  She  had  some 
rales  throughout  both  lung  bases  and  some  dullness 
in  the  right  third  interspace. 

Dr.  Delp:  She  had  obvious  bronchospasm  on  nu- 
merous occasions  when  she  was  examined. 

Dr.  Brackett:  Did  she  ever  have  any  lymphadenop- 
athy  ? 

Dr.  Delp:  No. 

Mr.  O’Kane:  Was  there  pain  with  her  neck  stiff- 
ness ? 

Dr.  Brown:  No,  there  was  not. 

Dr.  Delp:  Will  you  show  the  electrocardiograms, 
Mr.  Ney? 

Eugene  Ney  (fourth  year  medical  student)  : The 
electrocardiogram  taken  on  May  13,  1949,  is  within 
normal  limits.  The  rate  is  approximately  100,  and 
there  is  a normal  sinus  rhythm.  The  PR  interval  is 
0.12  seconds,  the  QRS  interval  is  0.08  seconds,  and 
the  QT  interval  is  0.32  seconds. 

The  second  electrocardiogram  was  taken  on  April 
26,  1950,  at  the  time  of  the  patient’s  third  admission. 
The  rate  at  this  time  is  75  with  a normal  sinus  rhythm. 
The  PR  interval  is  0.12  seconds,  the  QT  interval  is 
.32  seconds.  This  tracing  is  within  normal  limits. 

The  third  electrocardiogram  was  taken  on  October 
22,  1952,  at  the  time  of  the  patient’s  fourth  admis- 
sion. The  rate  is  100.  There  is  a normal  sinus  rhythm. 

Electrocardiograms  were  taken  during  the  patient’s 
fourth  and  fifth  admissions,  and  these  were  also  nor- 
mal tracings. 

Dr.  Delp:  Will  you  interpret  the  x-rays,  Mr.  Pen- 
fold? 

Richard  Penfold  (fourth  year  medical  student)  : 
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Figuer  1.  Chest  x-ray,  first  admission. 


This  is  the  chest  x-ray  taken  on  the  patient’s  first  ad- 
mission (Figure  1).  The  bony  structure  is  normal. 
I cannot  see  the  trachea  very  well  to  tell  whether  it 
is  deviated,  but  I believe  it  is  not.  The  costophrenic 
angles  are  clear.  The  outline  of  the  heart  is  within 
normal  limits.  This  is  not  a direct  PA  view,  so  there 
is  a little  distortion.  There  is  some  soft  tissue  infiltra- 


Figure  2.  Chest  x-ray,  second  admission. 


tion  in  the  right  upper  lung  fields.  There  are  in- 
creased bronchial  markings  throughout,  and  there  is 
some  haziness  indicating  a pleural  reaction. 

The  chest  film  taken  on  the  second  admission,  at 
which  time  the  patient  had  gained  weight  and  was 
asymptomatic,  shows  clearing  of  the  soft  infiltrations 
that  were  present  before.  The  costophrenic  angles 
are  clear.  There  is  peaking  of  the  diaphragms  which 
indicates  fibrous  pleural  adhesions.  The  contour  of 
the  chest  throughout  is  a little  bit  square,  which  is 
consistent  with  some  emphysema  (Figure  2). 

A bronchogram  was  taken  on  the  third  admission, 
when  the  patient  had  few  respiratory  symptoms.  The 
soft  tissue  infiltrations  are  gone,  but  I think  that 
there  is  saccular  dilatation  of  bronchi  and  bronchioles 
indicating  bronchiectasis  (Figure  3). 


Figure  3.  Bronchogram,  third  admission. 

A Waters  view  of  the  skull  was  taken  on  the  pa- 
tient’s third  admission.  We  observe  in  the  left  maxil- 
lary region  some  haziness  as  compared  to  the  orbits. 
The  bony  outline  is  even.  This  finding  is  consistent 
with  left  maxillary  sinusitis. 

On  the  fourth  admission  the  x-ray  of  the  chest 
shows  an  increase  in  the  soft  tissue  infiltration  most 
marked  in  the  right  upper  lobe.  There  are  large 
opaque  lesions  here  for  the  first  time,  and  it  is  at  this 
time  that  the  patient  had  a positive  culture  for  histo- 
plasmosis, so  I postulate  that  these  lesions  could  be 
consistent  with  aggravation  of  a primary  histoplasmo- 
sis. The  costophrenic  angles  are  clear.  There  is  some 
haziness  of  the  pleural  surfaces  indicating  a pleural 
reaction  with  effusion. 
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The  chest  film  made  on  the  patient’s  fifth  admission 
does  not  demonstrate  the  previous  lesions,  but  there 
is  a suspicious  lesion  which  looks  like  cavitation.  The 
heart  shadow  is  normal. 

The  final  chest  film,  taken  four  days  before  her 
death,  again  shows  a soft  tissue  infiltrate  in  the  chest 
with  pleural  reaction.  The  costophrenic  angles  are 
clear. 

Dr.  Delp:  Do  you  have  any  disagreement  with  this 
interpretation,  Dr.  Tice? 

Dr.  Galen  Tice  (radiologist)  : We  did  not  see  a 
cavity;  otherwise  his  interpretation  is  all  right. 

Dr.  Delp:  This  patient  also  had  some  arteriograms 
and  ventriculograms.  Would  you  tell  us  what  those 
showed,  Dr.  Tice? 

Dr.  Tice:  The  arteriograms  were  reported  as  nor- 
mal. I reported  the  ventriculograms  as  essentially  nor- 
mal. Filling  was  poor,  which  made  them  difficult  to 
interpret,  but  they  were  passed  as  normal. 

Dr.  Delp:  Dr.  Tice,  would  you  care  to  comment  on 
how  many  different  suggestions  you  made  over  a pe- 
riod of  eight  years  about  what  might  be  in  this  chest  ? 

Dr.  Tice:  Over  eight  years  we  made  27  examina- 
tions of  various  parts  of  the  body.  The  first  interpreta- 
tion was  pneumonia,  but  we  could  not  rule  out  tuber- 
culosis. As  we  saw  the  films  at  different  times  the 
lesion  in  the  upper  right  chest  persisted,  and  it  looked 
something  like  a tuberculous  scar.  Loeffler’s  syndrome 
was  suggested  at  one  time,  because  of  the  high  eosino- 
phil count  and  the  shifting  pneumonia.  Bronchiectasis 
was  verified  by  the  bronchograms.  At  one  time  the 
films  suggested  a nodular  shadow,  and  the  possibility 
of  metastases  or  even  primary  tumor  was  raised.  I 
think  that  she  had  pneumonia  that  kept  recurring,  and 
that  perhaps  she  had  a tuberculous  lesion  in  the  upper 
right  chest. 

Dr.  Delp:  Mr.  Neumann,  will  you  give  your  dif- 
ferential diagnosis? 

DIFFERENTIAL  DIAGNOSIS 

James  Neumann  (fourth  year  medical  student)  : 
Today  we  are  concerned  with  a 44-year  old  white 
woman  who  came  to  this  hospital  about  six  years  be- 
fore her  death  with  a history  of  chronic  productive 
cough,  weakness,  periodic  dyspnea,  and  weight  loss. 
She  apparently  did  reasonably  well  with  medical  man- 
agement until  about  two  and  one-half  years  prior  to 
death,  when  she  was  hospitalized  with  an  exacerba- 
tion of  her  presenting  symptoms. 

Histoplasma  were  present  in  the  sputum  on  that 
admission,  and  a complement  fixation  test  for  histo- 
plasmosis was  positive.  The  patient  again  did  well 
until  four  months  before  her  death,  when  numbness 
and  paresthesis  of  the  left  side  of  her  face  developed. 
Two  months  before  her  final  admission  she  had  suf- 
fered a head  injury  in  an  automobile  accident.  During 


the  week  prior  to  this  admission  she  developed  a 
severe  headache,  vomited,  was  lethargic,  and  devel- 
oped a right  hemiparesis.  She  continued  to  do  poorly 
and  expired  on  the  tenth  hospital  day. 

Initially  the  differential  diagnosis  is  concerned  with 
chronic  productive  cough.  Heart  failure  in  a 38-year 
old  female  without  valvular  disease,  diabetes,  or  hy- 
pertension is  unusual,  and  no  clinical  signs  of  failure 
were  present.  Bronchogenic  carcinoma  is  not  likely 
to  progress  so  slowly.  Pneumoconiosis  may  be  ruled 
out  by  the  absence  of  a history  of  exposure.  Patients 
with  pulmonary  sarcoidosis  exhibit  few  constitutional 
symptoms,  and  fever  is  unusual.  This  patient  had  re- 
current febrile  episodes.  Fifty  per  cent  of  sarcoid  pa- 
tients have  cutaneous  nodules  on  the  face,  arms,  or 
back.  A slight  anemia  is  usually  present.  I rule  out 
sarcoidosis  primarily  on  the  basis  of  the  severity  of 
this  patient’s  symptoms. 

Pulmonary  mycotic  infections  must  be  considered. 
Blastomycosis  could  have  produced  this  patient’s  symp- 
toms, but  it  is  usually  associated  with  the  formation 
of  sinuses  from  the  bones  or  abdomen.  Ninety-two 
per  cent  of  the  patients  with  disseminated  blastomyco- 
sis die  within  two  years.  I rule  out  blastomycosis  be- 
cause of  the  negative  skin  tests,  the  absence  of  char- 
acteristic lesions,  and  the  chronicity  of  the  disease. 

Coccidioidomycosis  produces  a primary  pulmonary 
infection  which  usually  heals  in  a few  weeks.  If  dis- 
semination occurs  it  usually  does  so  within  six  weeks 
after  the  primary  infection,  and  there  usually  are  sub- 
cutaneous lesions.  I rule  this  out  on  the  basis  of  a 
negative  skin  test  and  the  four-year  interval  since 
she  was  in  an  endemic  area. 

Actinomycosis  occurs  most  frequently  in  the  male. 
Lesions  extend  through  the  pleura  and  through  the 
thoracic  wall.  I rule  this  out  simply  on  lack  of  clini- 
cal evidence. 

Patients  with  cryptococcosis  may  have  isolated  ab- 
scesses or  subcutaneous  masses.  The  majority  of  pa- 
tients with  cryptococcosis  of  the  lungs  have  coexist- 
ing cerebral  lesions.  Therefore,  at  the  time  this  pa- 
tient was  first  seen,  I would  rule  out  cryptococcosis 
on  the  absence  of  cerebral  symptoms. 

I believe  that  this  patient  had  a subclinical  or  clini- 
cal histoplasmosis  at  some  time  before  her  first  admis- 
sion to  account  for  the  positive  skin  test,  but  I do  not 
believe  that  she  suffered  primarily  with  histoplasmosis 
because  of  the  long  duration  of  symptoms.  The  clini- 
cal course  in  cases  of  histoplasmosis  is  usually  one  and 
one-half  to  three  months,  and  during  the  active  phase 
the  complement  fixation  is  usually  positive. 

I rule  out  tuberculosis  because  of  repeated  failures 
to  demonstrate  the  organism,  the  negative  skin  tests, 
and  the  patient’s  subsequent  clinical  improvement 
without  anti-tuberculosis  therapy.  Lung  abscess  could 
not  be  ruled  out  in  this  patient  until  we  saw  the  x-ray, 
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but  I believe  that  if  one  had  been  present  for  approxi- 
mately two  and  one-half  years  it  would  not  respond  to 
medical  management,  and  she  would  have  been  op- 
erated upon  during  the  first  admission. 

I think  that  she  had  asthma  and  bronchiectasis. 
There  is  a history  of  allergy  and  shots  for  the  relief 
of  dyspnea  and  coughing;  also  an  elevated  eosinophil 
count  strongly  suggests  asthma.  Bronchiectasis  may 
accompany  asthma  and  is  particularly  likely  to  occur 
in  those  asthmatics  who  exhibit  Loeffier’s  syndrome. 
Her  early  morning  sputum  is  characteristic  of  bron- 
chiectasis, and  we  have  x-ray  evidence  of  bronchiecta- 
sis. 

I believe  that  she  developed  histoplasmosis  prior 
to  her  fourth  admission,  and  that  she  ran  a typical 
clinical  course  with  remissions.  I do  not  believe  that 
dissemination  occurred  at  that  time. 

I cannot  explain  the  numbness  and  paresthesis  of 
the  left  face  which  occurred  four  months  before  her 
death.  She  could  have  had  Bell’s  palsy  with  complete 
remission.  Her  terminal  episode  was  characterized  by 
general  and  focal  cerebral  signs.  She  must  have  had 
a lesion  in  the  left  frontal  lobe  involving  the  motor 
area.  The  history  of  head  trauma  two  months  previ- 
ously would  suggest  a subdural  hematoma,  but  the 
cerebrospinal  fluid  is  not  compatible  with  a subdural 
hematoma. 

A brain  tumor,  particularly  a glioblastoma,  is  com- 
patible with  this  clinical  course,  but  the  cerebrospinal 
fluid  is  not  typical  of  a brain  tumor.  I cannot  rule  out 
brain  tumor  on  the  basis  of  cerebrospinal  fluid  alone. 

A brain  abscess  could  produce  this  clinical  picture 
and  is  compatible  with  the  cerebrospinal  fluid  find- 
ings. The  marked  bradycardia  which  she  had  is  more 
consistent  with  a brain  abscess  than  with  a brain 
tumor.  In  the  absence  of  osteomyelitis  of  the  skull, 
mastoiditis,  or  a depressed  skull  fracture,  a hematog- 
enous source  is  perhaps  the  most  likely  one  for  the 
formation  of  an  abscess.  Bronchiectasis  could  have 
provided  the  focus.  A hematogenous  abscess  more 
frequently  occurs  on  the  left  than  on  the  right  and  is 
nearly  always  above  the  tentorium,  usually  occurring 
in  the  area  supplied  by  the  middle  cerebral  artery.  I, 
therefore,  believe  that  this  woman  had  a brain  abscess 
in  the  left  frontal  lobe,  and  that  her  death  resulted 
from  brain  stem  compression. 

CLINICAL  DISCUSSION 

Dr.  Delp:  Mr.  Nason,  I would  like  to  know  what 
you  think  this  patient’s  initial  illness  was.  Apparently 
she  had  been  getting  along  quite  well  when  she  de- 
veloped an  acute  illness  which  had  become  chronic 
by  the  time  she  arrived  here.  What  do  you  think  was 
the  matter  with  her?  What  happened? 

Herbert  Nason  (fourth  year  medical  student)  : I 
believe  that  she  had  chronic  bronchitis  which  started 
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in  1947.  At  that  time  she  could  have  had  a primary 
exposure  to  histoplasmosis,  or  developed  an  acute 
pneumonia  which  aggravated  the  damage  which  had 
already  been  done  to  the  bronchi  by  an  allergic  bron- 
chitis or  a true  bronchial  asthma.  This  precipitated  a 
full-blown  bronchiectasis. 

Dr.  Delp:  I think  we  have  inadvertently  withheld 
some  information  that  has  to  do  with  some  skull  films. 
Someone  suggested  a petrousitis  in  this  patient.  Do 
you  recall  these  films,  Dr.  Brackett? 

Dr.  Brackett:  I thought  that  there  was  some  rarefac- 
tion in  the  petrous  pyramids. 

Dr.  Delp:  Mr.  Neumann,  does  this  make  you  want 
to  revise  your  diagnosis  in  any  manner? 

Mr.  Neumann:  I have  revised  it  too  many  times. 

Dr.  Delp:  Mr.  McNally,  what  do  you  think? 

Mr.  McNally:  I believe  that  she  had  a brain  ab- 
scess. 

Dr.  Delp:  Bacterial? 

Mr.  McNally:  I cannot  say  what  caused  it. 

Dr.  Delp:  Do  you  think  she  had  a tuberculous  ab- 
scess ? 

Mr.  McNally:  She  could  have  had  a tuberculoma, 
and  she  could  have  had  an  abscess  caused  by  nocar- 
diosis. 

Dr.  Delp:  Mr.  Charles,  do  you  have  any  ideas 
about  this?  What  is  your  diagnosis? 

Jess  Charles  (fourth  year  medical  student)  : I could 
not  say  whether  she  had  a tumor  or  an  abscess,  al- 
though it  is  one  of  the  two.  I could  not  find  any  good 
explanation  for  the  occurrence  of  an  abscess. 

Dr.  Delp:  Do  you  think  there  is  any  direct  rela- 
tionship between  the  illness  this  woman  developed  in 
1947  and  her  death  in  January  1955? 

Mr.  Charles:  Bronchiectasis  could  be  the  focus  for 
hematogenous  dissemination  of  a brain  abscess.  I do 
not  believe  that  histoplasmosis  had  much  to  do  with 
her  death. 

Dr.  Delp:  Mr.  O’Kane,  what  are  your  thoughts 
about  the  matter? 

Mr.  O’Kane:  I am  tempted  to  stay  with  tumor. 

Dr.  Delp:  Tell  us  what  kind  of  tumor. 

Mr.  O’Kane:  It  would  have  to  be  a rapidly  de- 
veloping one  such  as  a medulloblastoma. 

Dr.  Delp:  Mr.  Odim,  what  do  you  think  was  the 
final  diagnosis? 

Usim  Odim  (fourth  year  medical  student)  : It  does 
not  seem  to  me  that  there  is  a disagreement.  I think 
meningitis  was  present,  not  that  it  was  the  main  diag- 
nosis, but  I am  not  able  to  account  for  the  stiffness  of 
the  neck  otherwise. 

Dr.  Delp:  Accepting  the  idea  of  meningitis  now, 
what  about  the  etiology,  etiological  agents,  patho- 
genesis ? 

Mr.  Odim:  You  put  me  in  some  difficulty  there, 
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because  somewhere  in  the  protocol  there  was  some 
mention  of  culturing  pneumococci. 

Dr.  Delp:  Mr.  Ney,  this  patient  had  neurological 
symptoms  and,  as  a matter  of  fact,  I think  she  had 
neurological  signs  in  October  prior  to  her  death  in 
January.  Do  you  see  any  connection  between  the  two? 

Mr.  Ney:  That  would  seem  to  indicate  that  she  had 
a neoplasm  rather  than  a brain  abscess.  However,  I 
will  go  along  with  brain  abscess  because  5 per  cent 
of  those  having  bronchiectasis  develop  brain  abscesses, 
and  glioblastoma  does  not  occur  that  often. 

Dr.  Delp:  Mr.  Penfold,  this  patient  received  anti- 
biotics from  1947  until  1955,  and  she  received  corti- 
sone for  the  last  two  years  of  her  life.  The  dosage 
varied  from  50  mg.  to  300  mg.  in  a month,  probably 
not  more  than  that,  and  she  would  sometimes  go  two 
or  three  months  without  taking  any  cortisone  at  all. 
What  influence  do  you  think  these  medications  might 
have  had  on  her  terminal  illness? 

Mr.  Penfold:  Her  terminal  illness  was,  in  my 
opinion,  due  to  a brain  abscess.  The  fact  that  she  was 
on  antibiotics  and  cortisone  would  increase  the  viru- 
lence of  the  organisms  and  also  depress  her  immunity 
and  inflammatory  reaction.  If  she  had  a hematogenis 
abscess  from  the  lung,  it  could  have  been  a slow 
smoldering  type  of  abscess  seeded  a long  time  before 
her  death. 

Dr.  Delp:  How  long? 

Mr.  Penfold:  A brain  abscess  can  go  on  for  years. 

Dr.  Delp:  Eight  years? 

Mr.  Penfold:  Yes. 

Dr.  Delp:  Dr.  Williamson,  may  we  have  your 
comments  ? 

Dr.  William  P.  Williamson  (neurosurgeon)  : We 
saw  the  patient  when  she  was  acutely  ill  with  papil- 
ledema, right  hemiparesis,  and  a stiff  neck.  She  had 
chronic  pulmonary  pathology  and,  of  course,  we  were 
concerned  whether  she  had  tuberculous  meningitis, 
fungus  meningitis,  or  a brain  abscess.  We  needed  spi- 
nal fluid  badly,  but  one  hesitates  to  do  a spinal  punc- 
ture if  there  is  increased  cerebral  pressure,  particular- 
ly if  there  is  an  abscess.  So  the  first  definitive  test  to 
make  it  safe  to  do  a spinal  puncture  was  done,  name- 
ly, an  arteriogram  to  see  whether  there  was  a shift  of 
her  anterior  cerebral  arteries  indicative  of  a cerebral 
mass  or  whether  she  had  evidence  of  hydrocephalus 
caused  by  a cerebellar  mass.  A negative  arteriogram 
ruled  out  an  abscess  or  tumor  of  any  size. 

A spinal  tap  was  then  done,  and  it  confirmed 
chronic  meningitis  of  an  unknown  type  on  the  basis 
of  increased  cells,  lowered  sugar,  and  increased  pro- 
tein. With  no  evidence  then  of  intercranial  mass,  the 
neurosurgeons  tended  to  relax  until  the  laboratory 
and  medicine  departments  could  determine  the  etiol- 
ogy of  the  chronic  meningitis.  The  patient  did  not 
relax,  however,  but  became  worse,  and  it  was  obvious 


that  she  was  going  to  die  from  something  before  the 
laboratory  could  give  us  a diagnosis.  We  still  could 
not  definitely  rule  out  cerebellar  abscess,  and  for  this 
reason  debated  whether  we  should  do  a ventriculo- 
gram. The  decision  was  finally  made  to  do  this  test, 
and  it  was  negative,  leaving  us  with  a third  normal 
test. 

Dr.  Delp:  Dr.  Proud,  I brought  up  the  matter  of 
the  seemingly  damaged  petrous  pyramid.  I think  you 
saw  those  films,  and  we  discussed  this  with  you.  Do 
you  have  any  thoughts  about  it  at  the  moment? 

Dr.  G.  O.  Proud  (otorhinolaryngologist)  : It  has 
been  some  time  since  I have  seen  the  films,  but  I 
thought  at  the  time  that  they  were  equivocal. 

Dr.  Delp:  Dr.  Brackett,  do  you  have  any  other 
thoughts  about  this  patient  now? 

Dr.  Brackett:  We  had  evidence  of  a chronic  menin- 
gitis and  a history  of  chronic  pulmonary  infection.  In 
reviewing  her  x-rays  I thought  that  she  did  have 
rarefaction  of  the  left  petrous  apex  and,  with  negative 
cultures,  I thought  that  she  might  have  an  extradural 
granuloma  involving  the  fifth  nerve  in  Meckel’s  cavity 
and  partial  compression  of  the  left  corticospinal  tract. 

Dr.  Delp:  You  felt  that  there  was  significance  to 
this  complaint  that  the  patient  had  had  for  four 
months  before  her  death. 

Dr.  Brackett:  Yes,  sir. 

Dr.  Delp:  Dr.  Frenkel,  will  you  please  present  the 
pathologist's  report. 

PATHOLOGY  REPORT 

Dr.  Jacob  K.  Frenkel  (pathologist)  : The  culture 
for  Histoplasma  was  probably  erroneously  reported 
to  be  positive.  Dr.  Weber  took  six  cultures  later,  and 
all  were  negative.  It  is  worth  pointing  out  that  her 
histoplasmin  skin  test  had  been  positive  ever  since 
1949,  and  that  in  1949  her  complement  fixation  titer 
had  been  1:50.  A culture  for  tubercle  bacilli  was  re- 
ported positive  in  October  1952,  with  a moderate 
growth  of  acid-fast  bacilli.  However,  three  subse- 
quent cultures  were  negative.  The  patient’s  tuberculin 
reaction  was  always  negative.  No  Ghon  lesion  was 
found  at  autopsy. 

The  patient’s  primary  disease  was  an  allergic  one. 
At  autopsy  we  found  chronic  inflammation  of  the 
left  maxillary  sinus  with  ulcerations.  There  was  ede- 
ma, a little  hemorrhage,  numerous  polymorphonuclear 
neutrophils,  but  no  eosinophils  at  this  time,  as  the 
patient  had  been  taking  cortisone. 

On  examination  of  the  lungs  we  saw  extensive 
bronchitis,  some  hypertrophy  of  the  peribronchial 
musculature,  patches  of  inflammation,  and  some  em- 
physema. Many  of  the  bronchi  were  outlined  by 
thick,  eosinophilic  basement  membranes,  indicative  of 
long-standing  inflammation. 

In  the  calvarium  we  found  edema  of  the  seventh 
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Figure  4.  Gross  photograph  of  granuloma  from  the  pet- 
rous ridge. 

nerve  with  loss  of  myelin  and  inflammation,  but  there 
was  no  evidence  here  to  show  what  caused  this  proc- 
ess. 

The  patient  had  ventriculograms,  and  there  was  a 
certain  amount  of  hemorrhage  along  the  needle  tracts. 

A small  tumor  (2.5  x 2.0  x 1.5  cm.)  was  found 
anterior  to  the  petrous  ridge  on  the  left  side,  as  Dr. 
Brackett  had  expected.  It  was  glistening  and  was  both 
intradural  and  extradural  (Figure  4) . This  tumor 
was  made  of  chronic  inflammatory  cells,  with  giant 
cells  and  fibroblastic  proliferation,  a typical  granu- 
loma. Ovoid  bodies  and  septate  tubes  were  found 
which  resembled  fungi  and  stained  appropriately  with 
the  periodic-acid-Schiff  stain  (Figure  5).  Fungi  and 
granulomatous  inflammation  were  also  present  in  the 
fifth  nerve. 

All  of  the  vessels  around  the  base  of  the  brain  were 


Figure  5.  Granuloma  from  the  petrous  ridge,  showing 
fungus  spherules  and  hyphae  (arrows),  accompanied  by 
microabscesses,  fibroblastic  and  giant  cell  reaction,  and  by 
numerous  plasma  cells  and  lymphocytes.  PASH,  x 500. 


involved  to  marked  or  moderate  degrees  (Figure  6)  . 
There  was  arteritis  leading  to  thrombosis  and  to  en- 
cephalomalacia  of  parts  of  the  pons,  resulting  in 
death.  Much  inflammatory  reaction  was  present  in 
the  subarachnoid  space,  together  with  fungal  hyphae 
(Figure  6) . These  hyphae  were  septate,  differentiat- 
ing this  fungus  from  Mucor  which  can  give  rise  to 
similar  lesions.1'  2 

Careful  examination  by  Dr.  Masahiro  Chiga,  who 
performed  this  autopsy,  revealed  three  small  nodules 
in  the  lungs.  In  one  of  these  nodules,  which  was  sur- 
rounded by  a connective  tissue  capsule,  he  found  a 
giant  cell  which  contained  fungi  morphologically 
identical  to  those  found  in  the  brain  (Figure  7)  . Both 
spherules  and  hyphae  were  seen. 

Our  concept  of  this  process  is  that  the  fungus  was 
inhaled,  that  at  one  time  or  another  it  became  blood- 
borne  and  was  carried  to  the  meninges,  and  that  a 


Figure  6.  Meningitis  and  vasculitis  with  thrombosis  of 
artery  at  base  of  pons.  PASH,  x 40. 

granuloma  developed  there.  It  slowly  enlarged  and 
gave  rise  to  basilar  meningitis. 

What  are  some  of  the  factors  that  may  predispose 
a patient  to  develop  such  lesions  ? We  know  that  this 
patient  took  cortisone  for  a considerable  period  of 
time.  I mention  this  merely  as  a possibility. 

Dr.  Alvar  Werder  has  done  some  work  on  blasto- 
mycosis in  mice  which  is  illustrative  of  the  degree  of 
resistance-depression  brought  about  by  cortisone.4  He 
started  out  with  two  groups  of  16  mice.  After  one 
month  without  treatment,  13  were  still  alive.  After 
cortisone  treatment  for  15  days,  only  four  of  the 
other  group  of  mice  were  alive,  and  at  30  days  all 
had  died.  Cortisone  is  also  known  to  reduce  resistance 
of  the  host  to  other  fungus  infections. 

A further  possibility  to  be  considered  is  the  use  of 
antibiotics.  It  has  recently  been  shown1  that  antibiotics 
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may  predispose  the  host  to  fungal  infections,  not  only 
by  the  mechanism  of  reducing  bacterial  infection  and 
producing  a more  favorable  environment  for  fungi, 
but  also  by  their  direct  growth-stimulating  effect. 
Hence,  both  host  and  microbial  factors  may  be  in- 
volved in  making  individuals  more  susceptible  to 
fungal  and  other  infections,  particularly  when  the 
doses  are  large  and  the  course  of  treatment  is  long. 

It  should  be  mentioned  that  attempts  to  grow  the 
fungus  were  temporarily  successful,  but  that  no 
growth  occurred  on  subculture.  Hence  we  were  un- 
able to  make  a more  exact  etiologic  diagnosis. 

Dr.  Delp:  Dr.  FitzPatrick,  do  you  have  any  com- 
ments about  this  case? 

Dr.  Martin  FitzPatrick  (internist)  : Was  there 
bronchiectasis  in  the  left  lung? 

Dr.  Frenkel:  There  was  moderate  bronchiectasis 
but  only  slight  emphysema. 

Dr.  FitzPatrick:  I think  it  is  a fascinating  case  of 
a 44-year  old  woman  who  had  bronchopulmonary 
allergy,  complicated  by  infection,  and  ultimate  death 
from  the  granuloma  and  meningitis.  The  vascular 
lesions  which  Dr.  Frenkel  showed  are  remarkable. 
We  have  seen  similar  lesions  in  patients  with  tuber- 
culous meningitis.  Recently,  with  chemotherapy,  pa- 
tients are  not  dying  in  the  first  few  weeks;  they  may 
live  for  months  and  thus  have  time  to  develop  end- 
arteritic  and  obliterative  lesions  and  actually  get 
degenerative  changes  in  the  brain. 

Dr.  Delp:  Dr.  Weber? 

Dr.  Robert  W.  Weber  (internist)  : I saw  this  pa- 
tient many  times  before  her  death.  In  1952  she  defi- 
nitely had  chronic  pulmonary  insufficiency  and  severe 
bronchial  spasm  which  did  not  respond  to  medical 
therapy.  She  had  severe  bronchial  spasm  and  was  put 
on  the  only  drug  that  would  relieve  it,  cortisone.  She 
took  penicillin,  broad  spectrum  antibiotics,  and  aerosol 


Figure  7.  Pulmonary  nodule  with  giant  cell  (arrow)  con- 
taining fungus.  PASH,  x 40. 


penicillin  intermittently.  Most  of  these  could  have 
been  factors  in  her  death.  The  physicians  took  a cal- 
culated risk  when  these  medications  were  prescribed. 
When  they  were  started  the  patient  had  been  an 
invalid,  then  for  two  and  a half  years  she  was  active 
and  was  able  to  continue  her  work.  This  is  one  of  the 
complications  that  we  see  with  increasing  frequency; 
with  prolonged  use  of  corticoids  and  antibiotics,  these 
complications  are  going  to  occur. 

PATHOLOGICAL  ANATOMICAL  DIAGNOSIS 

Chronic  nonspecific  sinusitis  of  ethmoid,  sphenoid, 
and  maxillary  sinuses  (history  of  sinusitis  for  a long 
time  before  death) . 

Bronchiectasis  involving  all  lobes  of  both  lungs, 
moderate  (history  of  asthma  and  recurrent  respiratory 
infection  during  eight  years  before  death) . 

Emphysema  of  both  lungs,  slight. 

Fibrous  adhesions  of  both  lungs  to  the  parietal 
pleura,  moderate. 

Hypertrophy  and  dilatation  of  the  heart,  weight 
300  grams. 

Old  fibrocalcified  mycotic  granulomas  in  the  left 
lung,  with  fungi  described  below. 

Partially  calcified  hilar  lymph  nodes. 

Chronic  active  mycotic  infection  involving  the 
meninges,  the  vessels  of  the  brain  stem  and  base  of 
the  brain,  the  fifth  and  seventh  cranial  nerve,  with 
the  formation  of  a circumscribed  granuloma  (2.5  x 
2 x 1.5  cm.)  anterior  to  the  left  petrous  ridge,  con- 
taining both  hyphae  and  spores  of  an  unidentified 
fungus  (morphologically  atypical  of  the  well-known 
pathogens,  culture  unsuccessful).  (History  of  numb- 
ness of  the  left  side  of  face  three  months  before 
death,  headache,  lethargy,  right-sided  weakness,  coma, 
and  pleocytosis  and  increased  protein  content  of  spinal 
fluid  during  two  weeks  before  death.) 

Encephalomalacia  involving  the  pons,  moderate, 
secondary  to  mycotic  vasculitis. 

Edema  of  the  brain,  weight  1500  grams. 

Recent  surgical  incisions  in  the  head,  burr  holes  in 
the  parietal  bones,  and  needle  tracts  in  both  frontal 
lobes  (history  of  ventriculography  seven  days  before 
death ) . 

Acute  passive  congestion  of  the  lungs,  liver,  kidney, 
spleen,  and  gastrointestinal  tract,  slight. 

Atelectasis  of  the  lower  lobe  of  the  left  lung,  slight. 

Depletion  of  the  lipid  of  the  adrenal  cortices,  slight 
(history  of  cortisone  administration  for  one  week  be- 
fore death) . 

Puncture  wounds  and  ecchymoses  in  both  gluteal 
regions  and  antecubital  fossae  (history  of  injections 
and  venoclyses  during  nine  days  before  death) . 

Vacuolation  of  the  basophilic  cells  of  the  pituitary 
gland,  slight. 

Cholelithiasis,  a pigment  stone. 

Healed  pararectal  linear  wound  in  the  right  lower 
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quadrant  of  the  abdomen  and  absence  of  the  appendix 
(history  of  appendectomy  16  years  before  death). 

Arteriosclerosis  of  the  aorta,  and  coronary,  cere- 
bral, and  pulmonary  arteries,  slight. 

SUMMARY 

Dr.  Delp:  Through  the  control  of  bacterial  infec- 
tion and  bronchospasm  by  the  use  of  steroids  and 
antibiotics,  a pulmonary  invalid  of  many  years  was 
rehabilitated.  However,  effective  as  this  regimen  was 
in  design,  the  total  plan  failed  in  permitting  and  even 
fostering  the  over-growth  of  a fungus  infection, 
against  which  there  was  insufficient  defense.  Much 
is  yet  to  be  learned  of  the  laws  of  nature  which  con- 
trol infections. 
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Clinical  Conference  in  Kansas  City 

Fifteen  nationally  known  speakers  will  participate 
in  the  34th  annual  conference  of  the  Kansas  City 
Southwest  Clinical  Society,  September  24-27.  A list 
of  participants  will  be  found  in  an  advertisement  on 
Page  595  of  this  issue.  The  program  will  include 
lectures,  panel  discussions,  a clinicopathological  con- 
ference, color  television,  and  daily  luncheon  quiz 
periods. 

Entertainment  on  Tuesday  evening  will  be  present- 
ed in  the  Pla-Mor  and  will  include  a social  hour,  a 
buffet  supper,  a pop  concert  by  50  members  of  the 
Kansas  City  Philharmonic  Orchestra,  and  two  hours 
of  dancing  to  a 12-piece  band. 

The  complete  program  for  the  conference  is  being 
published  in  the  September  issue  of  the  Kansas 
City  Medical  Journal. 


Medical  Assistants  to  Meet 

Medical  assistants  of  the  nation  will  gather  in 
Milwaukee  on  October  26  for  a three-day  meeting 
designed  to  effect  organization  of  the  American  As- 
sociation of  Medical  Assistants.  The  first  meeting  of 
the  group  was  held  last  fall  in  Kansas  City,  at  the 


invitation  of  the  Kansas  Medical  Assistants’  Society 
and  with  representatives  of  the  Kansas  Medical 
Society  in  attendance. 

Most  of  this  year’s  session  will  be  devoted  to  busi- 
ness meetings  for  the  entire  group,  with  Sunday  set 
aside  for  directors’  and  committee  meetings.  A Mil- 
waukee brewery  will  provide  entertainment  and  a 
buffet  supper  on  Friday  evening.  A luncheon  session 
on  Saturday  will  include  a program  with  the  Rev. 
Joseph  Holleran,  director  of  the  Family  Living  Pro- 
gram of  Marquette  University,  as  speaker.  At  the 
banquet  Saturday  evening,  following  a social  hour, 
Dr.  J.  E.  Manning,  Saginaw,  Michigan,  will  speak  on 
"Progress  of  Research  on  Medical  Assistants’  Groups” 
and  "The  Medical  Assistant  of  Today.” 

Two  Kansans  hold  positions  of  responsibility  in 
the  temporary  organization.  Miss  Maxine  Williams 
as  chairman  and  Mrs.  Carmen  Kline  as  treasurer. 
With  a secretary  and  one  representative  from  each 
of  1 3 states,  they  form  the  present  governing  body. 

A number  of  Kansas  medical  assistants  will  attend 
the  Milwaukee  meeting.  Registration  blanks  may  be 
secured  from  Miss  Maxine  Williams,  807  Huron 
Building,  Kansas  City,  Kansas. 


A.A.G.P.  Building  in  Kansas  City 

More  than  400  physicians  were  present  at  the 
formal  dedication  of  the  new  American  Academy 
of  General  Practice  headquarters  building  in  Kansas 
City  on  September  1.  The  four-story  building  at  the 
corner  of  Volker  and  Brookside  Boulevards  will 
house  the  Academy  staff  and  the  editorial  and  busi- 
ness offices  of  GP  magazine.  The  organization,  found- 
ed in  1947,  now  has  21,000  members  and  a staff  of 
64. 


Oklahoma  City  Clinical  Society  Conference 

The  26th  annual  conference  of  the  Oklahoma 
City  Clinical  Society  will  be  held  this  year  from 
October  22  through  October  25.  A large  enrollment 
is  expected,  and  Oklahoma  City  is  becoming  increas- 
ingly popular  as  a convention  city,  now  being  rated 
third  in  the  nation. 

Sixteen  speakers  will  present  the  program.  In  ad- 
dition to  general  assemblies,  there  will  be  specialty 
lectures,  a new  feature  this  year,  and  daily  luncheon 
question  and  answer  sessions  and  a clinical  pathologic 
conference.  Entertainment  will  include  dinner  meet- 
ings, a dinner  dance,  and  specialty  group  affairs. 

All  physicians  who  are  members  of  their  county 
medical  societies  are  invited  to  attend.  The  Amer- 
ican Academy  of  General  Practice  approves  the  con- 
ference for  credit  under  Category  1. 


• In  the  acute  alcoholic 


• In  the  acute  psychotic 
• In  the  drug  addict 

A potent  new  agent  in  chemopsychotherapeutics,  SPARINE 
has  demonstrated  a marked  ability  to  calm  and  relax 
acutely  agitated  patients.1,2  Without  inducing  disabling 
lethargy  or  dulling  perception,  SPARINE  . . is  effective 
in  . . . maintaining  these  subjects  in  a quiescent  detached 
state.  . . ,"1 

Given  intravenously,  SPARINE  rapidly  brings  patients 
under  control.  Given  orally  or  intramuscularly,  it  pro- 
motes patient  accessibility,  fosters  psychotherapeutic  con- 
tact, and  facilitates  over-all  management.  Parenteral 
administration  of  SPARINE  is  not  painful  and  does  not 
cause  tissue  necrosis  at  the  site  of  injection. 

For  intravenous,  intramuscular,  or  oral  administration 

I.  Fazekas,  J.F.,  et  al.:  J.A.M.A.  161  46  (May  51  1956.  2.  Mitchell,  E.H.: 

J. A.M.A.  161:44  (May  5)  1956. 

NEW  Potent  Ataractic  Drug 


Hydrochloride 

Promazine  Hydrochloride 

10-(y-dimethylamino-n-propyl)-phenofhiazine  hydrochloride 


® 

Philadelphia  1,  Pa. 


^Trademark 


578 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


PHYSICIANS’  ACTIVITIES 


Dr.  Dean  Miller,  who  recently  completed  a 
residency  at  Research  Hospital,  Kansas  City,  Mis- 
souri, is  now  practicing  in  Topeka  in  association 
with  Dr.  Guy  Finney,  Dr.  Homer  L.  Hiebert,  and 
Dr.  Willis  L.  Beller.  Dr.  Miller,  who  is  a diplomate 
of  the  American  Board  of  Radiology  and  Nuclear 
Medicine,  was  graduated  from  the  University  of 
Kansas  School  of  Medicine  in  1948. 


The  Nelson  Clinic,  Manhattan,  announces  that 
Dr.  W.  Graham  Calkins  is  now  a member  of  its 
staff.  Dr.  Calkins  is  a graduate  of  the  University  of 
Michigan  School  of  Medicine.  After  spending  two 
years  in  the  Navy,  he  went  to  the  University  of 
Kansas  Medical  Center  for  a residency  in  internal 
medicine. 


Dr.  Roger  F.  Eakins,  who  has  been  practicing  in 
Goodland,  moved  to  Colorado  last  month  to  begin 
practice  in  Denver. 


A feature  story  in  the  Bonner  Springs  Chieftain 
recently  was  devoted  to  Dr.  Karl  M.  Rottluff,  who 
was  honored  by  the  Rotary  Club  for  20  years  of  per- 
fect attendance. 


Dr.  George  E.  Burket,  Jr.,  has  returned  to  his 
practice  in  Kingman  after  having  spent  a year  in 
Boston  as  a surgical  resident  at  the  Massachusetts 
General  Hospital. 


Dr.  J.  Gordon  Claypool,  who  will  complete  a re- 
search fellowship  at  the  University  of  Kansas  Med- 
ical Center  in  December,  recently  became  a diplomate 
of  the  American  Board  of  Internal  Medicine.  He 
formerly  practiced  in  Howard. 


A feature  story  in  the  Wichita  Eagle  on  July  20 
paid  tribute  to  Dr.  Martin  Hagan,  who  has  com- 
pleted 50  years  of  practice.  Three  of  his  sons  are 
also  Wichita  physicians,  Dr.  Condon  T.  Hagan, 
Dr.  Daniel  J.  Hagan,  and  Dr.  Francis  J.  Hagan. 


Dr.  A.  E.  Bair,  who  has  recently  been  on  the 
staff  of  the  Veterans  Administration  Hospital  in 
Wichita,  has  returned  to  Independence  and  is  re- 
suming his  practice  there. 


The  Mission  Clinic  announces  that  Dr.  Richard 
D.  Blim  is  now  a member  of  its  staff.  Dr.  Blim,  a 
graduate  of  the  University  of  Kansas  School  of  Med- 
icine, recently  completed  a residency  in  pediatrics 
at  the  Medical  Center. 


Dr.  Herbert  W.  Jury,  Claflin,  who  has  been  in 
practice  53  years,  was  the  subject  of  a feature  story  in 
the  Claflin  Clarion  on  July  10. 


Dr.  Conrad  M.  Barnes,  Seneca,  and  Dr.  John 
A.  Grove,  Newton,  are  members  of  the  executive 
committee  of  the  newly  organized  Kansas  Citizens 
Safety  Council. 


DEATH  NOTICES 

Walter  Etna  McKinley,  M.D. 

Dr.  W.  E.  McKinley,  88,  an  honorary  mem- 
ber of  the  Miami  County  Medical  Society, 
died  at  his  home  in  Gardner  on  July  19-  A 
graduate  of  the  College  of  Physicians  and  Sur- 
geons, Keokuk,  Iowa,  in  1887,  he  came  to 
Kansas  in  1920  and  practiced  in  Grant  City 
and  Jewell  until  1942,  then  joined  the  staff  of 
the  Osawatomie  State  Hospital.  He  retired  to 
Gardner  two  years  ago.  He  was  a member  of 
the  American  Psychiatric  Association. 


John  Merritt  McGrew,  M.D. 

Dr.  J.  M.  McGrew,  56,  Wellington,  died  at 
a Wichita  Hospital  on  July  25.  He  was  an 
active  member  of  the  Tri-County  Medical  Soci- 
ety and  was  serving  as  its  president  at  the  time 
of  his  death.  He  was  a graduate  of  the  Univer- 
sity of  Kansas  School  of  Medicine,  class  of 
1927,  and  specialized  in  the  practice  of  obstet- 
rics and  gynecology. 


Donald  L.  Williams,  M.D. 

Dr.  D.  L.  Williams,  32,  Garden  City  phy- 
sician and  Finney  County  health  officer,  died  at 
a Greensburg  hospital  on  July  25  of  injuries 
suffered  in  a car  accident  early  that  morning. 
A graduate  of  the  University  of  Kansas  School 
of  Medicine,  Dr.  Williams  had  practiced  in 
Garden  City  since  1953  and  was  an  active 
member  of  the  Finney  County  Medical  Society. 
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For  an  after-school  drink  fhaf  won't- "ruin"  appetites... 


A/ot/>/nq  does  ft 

Me  Seven  l/p/ 


Young  thirsts  are  big 
thirsts — and  nothing  really 
seems  to  satisfy  ’em  like 
sparkling  7-Up.  And 
almost  the  best  part  of  it 
is  that  youngsters  can  en- 
joy 7-Up  in  mid-afternoon. 
It  gives  them  needed 
energy  . . . tides  them  over 
. . . but  doesn’t  take  the 
edge  off  their  dinner 
appetites. 
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Chosen  as  "Man  of  the  Week"  in  Emporia  on 
July  21  was  Dr.  C.  H.  Munger,  Lyon  County  health 
officer  for  24  years. 


Dr.  Floyd  E.  Muck,  who  has  practiced  at  the 
Hertzler  Clinic  in  Halstead  since  returning  from 
service  as  a medical  missionary  in  the  Belgian  Con- 
go, has  moved  to  Caney  and  is  now  in  practice  there. 


Dr.  James  E.  Hodgson,  Downs,  is  serving  as 
health  officer  for  Osborne  County  while  Dr.  James 
E.  Henshall,  Osborne,  is  away  for  two  months  tour- 
ing Europe. 


An  isotope  laboratory  was  set  up  at  Riley  County 
Hospital,  Manhattan,  recently  by  Dr.  Roger  Wal- 
lace. The  laboratory  has  been  certified  for  radio- 
iodine uptake  diagnostic  studies  and  therapy. 


Dr.  Thomas  P.  Butcher,  Emporia,  announces  that 
Dr.  Richard  P.  Schellinger  is  now  associated  with 
him  in  surgical  practice.  Dr.  Schellinger,  a graduate 
of  the  University  of  Nebraska  School  of  Medicine, 
had  a two-year  surgical  residency  in  St.  Luke’s  Hos- 
pital, Denver,  spent  a year  in  Alaska  as  an  Air 
Force  surgeon,  completed  his  surgical  residency  in 
Wichita,  and  then  spent  two  years  there  as  as- 
sistant chief  of  surgery  at  the  Veterans  Administra- 
tion Hospital. 


Feature  stories  about  Dr.  Joseph  A.  Poppen  were 
published  in  a number  of  Kansas  newspapers  last 
month  on  the  occasion  of  his  50th  anniversary  in 
the  practice  of  medicine.  His  home  community,  Burr 
Oak,  honored  him  with  a celebration  on  July  31. 


Dr.  E.  Grey  Dimond,  professor  of  medicine  and 
chairman  of  the  department  at  the  University  of 
Kansas  Medical  Center,  has  been  granted  sabbatical 
leave  from  July  1 to  January  1 to  travel  abroad  on  a 
Paul  Dudley  White  Traveling  Scholarship.  For  a 10- 
week  period  he  will  be  a Fulbright  visiting  profes- 
sor of  cardiology  at  the  University  of  Utrecht, 
Netherlands. 

Dr.  William  F.  Splichal,  who  has  practiced  in 
Belleville  since  1931,  recently  opened  an  office  in 
Manhattan  for  general  practice. 


"Parsonian  of  the  Week"  was  the  title  conferred 

on  Dr.  Charles  F.  Henderson  recently.  A story 


about  him  was  published  in  the  Parsons  Sun,  and  his 
photograph  was  displayed  in  an  honor  spot  in  the 
lobby  of  the  Parsonian  Hotel. 


Dr.  A.  N.  Lemoine,  Jr.,  professor  of  ophthalmol- 
ogy at  the  University  of  Kansas  Medical  Center,  lec- 
tured on  applied  anatomy  of  the  eye  and  orbit  at 
the  Lancaster  Course  in  Ophthalmology  at  Water- 
ville,  Maine,  in  July. 


Dr.  William  Rottersman,  formerly  of  the  Men- 
ninger  Foundation,  Topeka,  has  entered  private  prac- 
tice in  Atlanta,  Georgia. 


A surgical  practice  has  been  begun  in  Kansas 
City  by  Dr.  William  E.  Burger,  a 1951  graduate 
of  Creighton  University  School  of  Medicine  who  re- 
cently completed  a four-year  residency  at  the  Uni- 
versity of  Kansas  Medical  Center. 

Dr.  John  W.  Turner,  Garden  City,  has  been 
named  health  officer  of  Finney  County. 


Dr.  Henry  W.  Lane,  director  of  the  city-county 
health  department  in  Kansas  City,  left  that  posi- 
tion on  September  1 to  become  health  officer  in 
charge  of  the  West  Seattle-King  County,  Washing- 
ton, district. 


Having  completed  a three-year  surgical  residency 
at  St.  Joseph’s  Hospital,  Kansas  City,  Dr.  William 
Zimmerman  has  now  begun  private  practice  in  Fort 
Scott.  He  is  a graduate  of  Creighton  University 
School  of  Medicine  and  a veteran  of  four  and  a half 
years  in  the  Army. 


Dr.  Tom  R.  Hamilton,  professor  and  chairman  of 
microbiology  at  the  University  of  Kansas  Medical 
Center,  has  been  elected  to  membership  in  the  Amer- 
ican Rheumatism  Association.  He  also  received  a 
scholarship  from  Massachusetts  Institute  of  Tech- 
nology to  cover  partial  cost  of  a course  in  Modern 
Research  Methods  in  Biology  and  Medicine  at  Cam- 
bridge this  summer. 


Dr.  John  R.  Shumway,  who  has  been  in  practice 
for  more  than  50  years,  mostly  in  Pleasanton,  has  an- 
nounced his  retirement.  Dr.  Bill  Justus,  a graduate 
of  the  University  of  Kansas  School  of  Medicine  who 
interned  in  Houston,  Texas,  is  taking  over  Dr.  Shum- 
way’s  practice. 


and  nine  years 


Treating  Alcohol  and  Drug  Addiction 


In  1897  Benjamin  Burroughs 
Ralph,  M.D.,  developed  methods  of 
treating  alcohol  and  narcotic  addic- 
tion that,  by  the  standards  of  the 
time,  were  conspicuous  for  success. 

Tweny-five  years  ago  expe- 
rience had  bettered  the  methods. 
Today  with  the  advantages  of  collat- 


eral medicine,  treatment  is  marked- 
ly further  improved. 

The  Ralph  Clinic  provides  per- 
sonalized care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy 
and  massage  speed  physical  and 
emotional  re-education.  Cooperation 
with  referring  physicians.  Write  or 
phone. 


RALPH  CLINIC 

Formerly  The  Ralph  Sanitarium 

Ralph  Emerson  Duncan,  M.D.,  Medical  Director. 

529  HIGHLAND  AVENUE  • KANSAS  CITY  6,  MISSOURI 
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Hypophosphatemic  Rickets 

Description  and  Case  Reports  of  Renal 
Tubular  Form  of  This  Deficiency  Disease 

R.  E.  PETERSON,  M.D.,  Boston 


Infantile  rickets  is  a deficiency  disease  due  to  a 
lack  of  vitamin  D and  is  characterized  by  a disturb- 
ance of  the  calcium  and  phosphorus  equilibrium  in 
the  blood.  Effects  of  the  disease  are  seen  in  the 
skeleton.  The  incidence  has  fallen  considerably  in  the 
past  20  years  because  of  the  use  of  cod  liver  oil 
and  other  sources  of  vitamin  D.  It  is  one  of  the 
outstanding  accomplishments  of  preventive  pediatrics 
that  florid  rickets  is  now  almost  a curiosity  and  mild 
rickets  comparatively  rare.22 

It  has  long  been  known  that  some  cases  of  infantile 
rickets  do  not  respond  to  the  usual  doses  of  vitamin 
D,  and  that  rickets  can  develop  in  children  receiving 
the  usual  prophylactic  doses  of  vitamin  D.  It  was  not 
until  1937  that  Albright  described  a severe  vitamin- 
resistant  type  of  rickets.  It  was  pointed  out  that  this 
disease  differs  from  infantile  rickets  only  by  its  sever- 
ity, its  failure  to  respond  to  the  usual  treatment,  and 
its  response  to  massive  doses  of  vitamin  D. 

The  disease  is  characterized  by  short  stature  and  the 
usual  physical,  pathological,  and  roentgenological 
findings  of  florid  rickets.  Blood  studies  show  de- 
creased inorganic  phosphorus,  normal  or  low  serum 
calcium,  and  a variable  alkaline  phosphatase.  Along 
with  these  findings,  there  is  no  evidence  of  kidney, 
liver,  or  gastrointestinal  disease.  Neither  is  there 
evidence  of  any  other  renal  disease.1 

While  the  above  condition  has  been  established 
as  a clinical  entity  and  is  usually  called  vitamin  D 
resistant  rickets,  the  term  may  be  misleading.  The 
fact  that  large  doses  of  vitamin  D are  required  to 
arrest  the  disease  does  not  necessarily  imply  that  the 
actual  metabolic  defect  is  a resistance  to  this  vitamin. 
The  purpose  of  this  paper  will  be  to  discuss  the 
pathologic  changes  in  rickets  and  the  role  of  calcium, 
phosphorus,  and  parathormone  in  bone  metabolism. 
The  clinical  picture  will  be  presented  along  with 
illustrative  cases.  The  mechanism  of  the  disease  will 
be  discussed,  and  the  term  hypophosphatemic  renal 
tubular  rickets  is  advanced  as  more  descriptive  of  the 
metabolic  defect  than  the  term  ordinarily  used. 

This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected 
for  publication  by  the  Editorial  Board  from  a group  judged 
to  be  the  best  by  the  faculty  at  the  school.  Dr.  Peterson  is 
now  serving  his  internship  at  Boston  City  Hospital. 


PATHOLOGY  OF  RICKETS 

The  pathologic  changes  of  rickets  are  most  prom- 
inent in  those  regions  where  the  bone  is  growing 
rapidly.  The  region  of  the  metaphysis  is  enlarged 
and  easily  fractured.  The  junction  between  cartilage 
and  bone  is  irregular,  and  there  are  numerous  vas- 
cularized foci  extending  into  the  cartilage  from  the 
primitive  marrow.  The  zone  of  calcified  cartilage  is 
entirely  absent.  In  the  absence  of  calcification,  osteoid 
is  laid  down  in  increased  quantities,  resulting  in  poor 
quality  bone  which  soon  becomes  deformed. 

Growth  in  length  of  the  long  bones  is  retarded 
since  this  type  of  growth  takes  place  at  the  epiphyses. 
Osteoblasts  brought  in  by  capillaries  normally  build 
new  bone  over  a calcified  matrix.  But  in  this  disease 
capillary  penetration  is  arrested  by  the  excessive 
amount  of  osteoid,  and  the  proliferating  cartilage 
cells  are  not  destroyed.  This  results  in  the  irregular, 
shortened,  expanded  "intermediate  zone’’  which  is 
characteristic  of  rickets.  Shortening  of  the  bone  and 
thickening  of  the  epiphyseal  area  result.19 

The  histologic  changes  include  increased  width 
of  the  epiphyseal  cartilage,  failure  of  epiphyseal 
cartilage  to  be  reabsorbed,  compression  of  chron- 
docytes,  formation  of  osteoid  tissue,  and  irregular 
capillary  invasion  of  cartilage.  The  defect  in  rickets 
is  seen  to  be  the  lack  of  provisional  calcification  and 
the  absence  of  this  necessary  zone  for  bone  formation. 
This  is  traceable  to  a deficiency  of  calcium  and  phos- 
phate in  the  area.21 

CALCIUM  METABOLISM 

Calcium,  one  of  the  two  major  inorganic  constit- 
uents of  bone,  exists  in  nature  in  both  organic  and 
inorganic  form.  It  is  absorbed  in  the  upper  small 
bowel.  Absorption  is  aided  by  gastric  acid  which 
helps  maintain  the  proper  hydrogen  ion  concentration 
for  calcium  salt  solubility.4  This  calcium-phosphorus 
ratio  of  the  ingested  food  is  more  important  than  the 
absolute  amount  of  either  element  as  long  as  there 
is  not  a deficiency.  Excess  phosphorus  will  interfere 
with  calcium  absorption  by  forming  relatively  in- 
soluble calcium  phosphate.  Conversely,  on  a low 
phosphorus  diet,  excess  calcium  interferes  with  ade- 
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With  little  chance  of  error  in  Formula  Preparation 

BAKER’S  MODIFIED  MILK* 


Designed  for  all  infant  feeding  from 
birth  to  the  end  of  the  first  year. 
Baker’s  Modified  Milk  is  a time-saver 
for  busy  physicians  and  busy  hospitals. 

Baker’s  Modified  Milk  is  furnished 
gratis  to  all  hospitals  for  your  use. 

*Made  exclusively  from  Grade  A milk  (U.  S. 
Public  Health  Service  Milk  Code)  which  has  been 
modified  by  replacement  of  the  milk  fat  with 
vegetable  and  animal  fats  and  by  the  addition 
of  carbohydrates,  vitamins  and  iron. 


THE  BAKER  LABORATORIES,  INC. 
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MAIN  OFFICE:  CLEVELAND  3,  OHIO 
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quate  phosphorus  utilization.  This  leads  to  the  pro- 
duction of  low-phosphorus  rickets,  which  will  be 
discussed  later.25 

Vitamin  D causes  increased  calcium  retention  in 
rachitic  infants,  resulting  in  decreased  fecal  excretion 
and  a negligible  increase  in  urine.  In  normal  adults, 
large  doses  of  the  vitamin  initially  decrease  the 
proportion  of  calcium  in  the  urine,  but  the  action  is 
reversed  in  a few  days  and  the  main  effect  is  to 
increase  significantly  the  proportion  of  urinary  cal- 
cium without  altering  the  total  excretion.  It  is,  there- 
fore, clear  that  this  vitamin  promotes  the  absorption 
of  calcium  across  the  intestinal  wall.3 

In  protein-free  fluids  such  as  cerebrospinal  fluid, 
calcium  is  mostly  in  the  ionized  form.  In  serum, 
calcium  combines  with  protein  and  represents  an 
equilibrium  between  protein,  total  calcium,  and  cal- 
cium ions ; this  equilibrium  may  be  expressed  by  a 
mass  law  equation.11 

Observations  on  purified  serum  proteins  and  on  the 
response  of  frog  heart  muscle  to  solutions  of  known 
protein-containing  fluids  indicate  that  protein  is  the 
only  significant  calcium-binding  substance  in  human 
serum.18  Studies  on  radioactive  calcium  suggest  that 
there  is  a labile  calcium  fraction  in  bone  amounting 
to  approximately  15  per  cent  of  the  total  bone  cal- 
cium. This  is  at  equilibrium  with  serum  calcium  and 
declines  as  calcium  is  excreted  in  the  urine  and  the 
serum  level  falls.  Ion  exchange  is  probably  the  im- 
portant factor  in  this  phenomenon.  The  labile  calcium 
fraction  may  represent  exchangeable  calcium  on  the 
surface  of  the  bone  crystals.24 

A survey  of  available  data  has  appeared  to  sub- 
stantiate the  view  that  parathormone  exerts  its  effects 
on  calcium  metabolism  by  a direct  action  on  the  bones. 
Selye  has  shown  that  the  hormone  acts  by  stimulating 
the  formation  and  activity  of  the  osteoclasts  of  bone 
with  the  result  that  calcium  and  phosphorus  are  mobi- 
lized in  increased  quantities  from  the  skeletal  struc- 
ture.0 

It  is  likewise  evident  that  parathormone  does  not 
interfere  with  calcium  reabsorption  by  the  renal 
tubules.  Indeed  there  is  greater  reabsorption  of  cal- 
cium in  the  hyperparathyroid  state  than  under  normal 
conditions.  This  increased  reabsorption  of  calcium 
must  result  from  the  mass  action  phenomenon  that 
the  renal  tubules  are  presented  with  greatly  increased 
quantities  of  calcium  in  the  glomerular  filtrate.13 

PHOSPHORUS  METABOLISM 

Phosphorus,  which  is  a non-metal,  does  not  occur 
free  in  nature  but  is  found  in  the  form  of  complex 
mineral  compounds  and  in  foods  as  organic  phos- 
phates. The  complex  organic  phosphorus-containing 
compounds  which  are  ingested  must  be  broken  down 


enzymatically  by  the  pancreatic  juices  and  succus 
entericus  in  order  to  be  absorbed  in  the  form  of 
soluble  inorganic  phosphate  in  the  small  intestine. 
It  is  then  transported  across  the  cell  membrane  in 
combination  with  calcium. 

Phosphorus  absorption  is  also  dependent  upon 
vitamin  D.  It  is  probable  that  phosphate  can  be  ab- 
sorbed as  an  anion  with  sodium,  but  ordinarily  it 
is  combined  in  some  form  of  a complex  with  cal- 
cium. Vitamin  D promotes  the  absorption  of  this 
complex.14  Other  factors  of  phosphorus  absorption  are 
also  related  to  calcium.  A large  excess  of  calcium  will 
interfere  with  the  absorption  of  both  elements.  This 
occurs  because  the  excess  calcium  will  combine  with 
most  of  the  phosphorus  and  be  discharged  in  the 
stool  while  some  of  the  surplus  calcium  will  be  ab- 
sorbed in  the  form  of  carbonates,  chlorides,  and 
hydroxides.  Conversely,  if  inadequate  calcium  intake 
occurs,  there  is  a relative  excess  of  phosphorus  in 
the  gastrointestinal  tract  which  will  result  in  excess 
output  of  both  in  the  stool. 

An  adequate  level  of  phosphorus  along  with  cal- 
cium and  alkaline  phosphatase  is  necessary  for  the 
calcification  of  osteoid  and  the  formation  of  bone. 
Yendt  and  his  group  studying  in  vitro  calcification 
of  rachitic  rat  cartilage  found  that  the  product  of 
the  serum  calcium  and  phosphorus  levels  must  be 
above  a certain  figure  in  order  to  effect  calcification. 
Below  this  level,  rachitic  changes  would  persist.27 

Regulation  of  phosphorus  level  is  then  important 
in  bone  formation. 

Phosphorus  is  excreted  in  the  urine  principally  as 
monosodium  and  disodium  phosphates.  It  is  filtered 
through  the  glomeruli  in  direct  proportion  to  the 
serum  level.  It  is  then  reabsorbed  in  the  proximal 
renal  tubules.  The  role  of  parathormone  in  the  regu- 
lation of  serum  phosphorus  level  is  controversial  and 
deserves  consideration  at  this  point. 

Albright  has  proposed  the  theory  that  parathor- 
mone, by  increasing  the  urinary  loss  of  phosphate, 
leads  to  hypophosphatemia.  Following  this  reduction 
in  phosphate  level,  the  serum  becomes  unsaturajed 
with  respect  to  calcium  phosphate,  and  calcium  then 
enters  the  serum  from  the  gastrointestinal  tract  and 
the  skeleton  in  increased  amounts.  Hypercalcemia 
and  hyperphosphaturia  result.  Ellsworth  maintains 
that  the  hyperphosphaturia  which  follows  parathor- 
mone is  caused  by  a lowering  of  the  renal  threshold 
for  phosphorus.  These  investigators  have  presented 
clinical  and  experimental  evidence  in  favor  of  this 
view.13 

Later,  Collip  et  ah,  to  determine  the  site  of  the 
action  of  parathormone,  carried  out  experiments  on 
rats.  They  injected  nephrectomized  rats  with  para- 
thormone and  later  sacrificed  them.  The  lower  ends 
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Meat . . . 

and  Its  Place  in  the  Diet  in 
Congestive  Cardiac  Failure 

Meat  has  an  appropriate  place  in  the  moderate- 
protein,  low-sodium,  acid-ash  diet  advocated  in  the  dietary  manage- 
ment of  patients  with  congestive  cardiac  failure.1  When  extreme 
sodium  restriction  is  necessary,  the  meat  allowance  is  regulated 
accordingly. 

Lean  meat  allows  maintenance  of  a positive  nitrogen  balance 
without  excessive  protein  intake,  because  its  amino  acids  match  the 
quantity  and  proportions  needed  for  tissue  synthesis  and  repair.2’3 
In  the  fresh  state  as  purchased  it  supplies  only  small  amounts  of 
sodium  ranging  from  approximately  50  to  100  mg.  per  100  grams. 
Due  to  its  acid-ash  composition  (equivalent  to  4 to  38  ml.  of  normal 
acid  per  100  grams  of  meat)  it  may  facilitate  diuresis.1 

In  addition  to  these  important  features,  meat  contributes  valu- 
able nutritional  factors  by  virtue  of  its  generous  supply  of  high 
quality  protein,  B vitamins,  and  essential  minerals-  iron,  phos- 
phorus, potassium,  and  magnesium. 

Easy  digestibility,  a prime  requisite  of  foods  eaten  by  the  patient 
with  congestive  cardiac  failure,  is  another  outstanding  quality  of 
meat. 


1.  Odel,  H.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  G.,  and 
Goodhart,  R.  S.:  Modern  Nutrition  in  Health  and  Disease,  Dietotherapy, 

Philadelphia,  Lea  & Febiger,  1955,  p.  709. 

2.  Berg,  C.  P.:  Gtilization  of  Protein,  J.  Agr.  & Food  Chem.  3: 575  (July)  1955. 

3.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis  of  Medical  Practice, 
ed.  6,  Baltimore,  Williams  & Wilkins,  1955,  p.  638. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 
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of  the  femurs  all  showed  signs  of  osteoclastic  bone 
reabsorption.  From  this  they  concluded  that  the  action 
of  parathormone  on  the  bones  is  independent  of 
any  direct  influence  it  may  have  on  the  renal  threshold 
for  phosphates.6 

Fay  studied  phosphate-creatinine  clearance  ratios 
over  a wide  range  of  plasma  phosphate  concentration 
in  normal,  parathyroidectomized,  and  parathormone- 
treated  dogs.  He  reported  no  significant  differences  in 
the  three  groups  and  concluded  that  there  is  no 
apparent  alteration  in  the  clearance  of  phosphate  by 
the  kidney  after  parathyroidectomy  or  administration 
of  parathormone.10 

Jahan  and  Pitts  studied  renal  tubular  reabsorption 
of  phosphate  under  controlled  conditions  of  para- 
thyroid activity  and  demonstrated  that  parathormone 
causes  no  appreciable  depression  of  serum  phosphate 
level  and  does  not  interfere  significantly  with  the 
capacity  of  the  renal  tubules  to  reabsorb  phosphate. 
Their  experimental  methods  have  been  questioned, 
but  their  conclusions  are  that  the  action  of  parathor- 
mone on  the  metabolism  of  calcium  is  independent 
of  any  direct  influence  it  may  have  on  the  renal  thres- 
hold for  phosphate.13 

CLINICAL  PICTURE 

The  children  who  present  themselves  with  refrac- 
tory rickets  will  be  of  short  stature  because  of 
retarded  epiphyseal  growth.  The  epiphyses  will  be 
enlarged  and  prominent,  and  there  will  be  bowing  of 
the  long  bones,  particularly  in  the  lower  extremity. 
Often  a family  history  of  rickets  can  be  elicited. 
Laboratory  findings  will  consistently  be  a normal 
serum  calcium  and  a low  serum  phosphorus.  Roent- 
genographically,  in  addition  to  the  deformities  noted 
above,  there  will  be  widening  of  the  epiphyseal  lines 
with  fuzziness  at  the  metaphyseal  end  of  the  epiphys- 
eal plate.  The  pathologic  picture  is  identical  with 
that  previously  described  for  infantile  rickets. 

Pederson  and  McCarrol  reported  on  25  such  pa- 
tients who  have  been  treated  in  St.  Louis.  All  had 
a history  of  rickets  beginning  in  infancy  and  each 
had  been  treated  with  vitamin  D,  but  in  spite  of  this, 
florid  rickets  appeared  with  the  presence  of  severe 
deformity  in  the  lower  extremities.  Sixteen  of  the 
25  patients  fell  into  10  family  groups,  and  all  were 
of  below  average  stature.  In  each  instance  the  pres- 
ence and  persistence  of  deformities  had  necessitated 
one  or  more  osteotomies  in  the  lower  extremities. 
The  serum  calcium  was  normal  or  below  average  in 
all  cases.  The  serum  phosphorus  was  below  normal 
in  all  but  two  cases.  The  alkaline  phosphatase  varied 
from  normal  to  elevated.  The  Sulkowitch  test  was 
negative  to  a bare  trace,  as  opposed  to  a one  to  two 
plus  for  normal.  Other  laboratory  tests  were  normal. 


There  was  no  evidence  of  acidosis,  disturbed  carbo- 
hydrate metabolism,  or  liver  disease.  The  rickets 
responded  only  after  massive  doses  of  vitamin  D, 
the  amount  varying  with  each  case.  Once  healing  had 
begun,  the  dose  could  be  reduced,  but  a maintenance 
dose  was  necessary. 

It  was  felt  that  this  disease  is  more  common  than 
previously  reported  and  actually  represents  a common 
form  of  dwarfism.  The  diagnosis  can  be  made  by 
urine  analysis  and  blood  chemistry  studies  including 
serum  calcium  and  phosphorus.23 

Myerson  presented  a case  similar  to  the  preceding 
which  showed  a low-phosphorus  refractory  type  of 
rickets  which  was  resistant  to  vitamin  D therapy.  He 
attributed  it  to  faulty  renal  tubular  absorption  of 
phosphate  and  classified  it  as  a variant  to  the  Fanconi 
syndrome.20 

McCune  described  refractory  rickets  of  the  low- 
phosphorus  type  in  identical  twins.17  Later  he  de- 
scribed 30  cases  in  which  rickets  appeared  at  the 
end  of  the  first  year  of  life  and  persisted  despite 
standard  vitamin  D therapy.  These  patients  showed 
a normal  serum  calcium  and  a low  serum  phosphorus. 
The  clinical  picture  was  similar  to  that  previously 
described.16 

CASE  REPORTS 

The  following  patients,  treated  at  Children’s  Mercy 
Hospital  in  Kansas  City,  Missouri,  are  presented  as 
examples  of  those  suffering  hypophosphatemic  renal 
tubular  rickets: 

Case  40917,  R.  A.  R.  This  19-month-old  Mexican 
male  was  admitted  to  Children’s  Mercy  Hospital  on 
September  10,  1951.  He  had  marked  "bow  legs” 
which  had  been  present  from  birth  and  which  had 
become  more  bowed  while  he  was  receiving  the  usual 
dosage  of  cod  liver  oil.  His  older  sister  had  had  bow 
legs  as  an  infant,  but  they  had  since  straightened 
on  cod  liver  oil  therapy. 

Physical  examination  revealed  a well  developed, 
well  nourished  Mexican  male  appearing  in  good 
general  health,  but  somewhat  thin.  The  only  abnor- 
mality noted  was  a marked  bilateral  genu  varum  with 
lateral  ligament  instability. 

X-ray  films  revealed  increased  density  in  the  region 
of  the  epiphyseal  plate  on  both  distal  femurs  and 
the  proximal  tibiae.  There  was  a slight  increase  in 
density  about  the  margins  of  the  secondary  centers 
of  ossification  in  the  epiphyses  at  the  proximal  tibiae. 

Laboratory  studies:  hemoglobin  8.5  g.,  red  blood 
count  3,770,000,  white  blood  count  12,300,  normal 
differential,  urinalysis  normal,  non-protein  nitrogen 
48.5  mg.  per  cent,  thymol  turbidity  negative,  fasting 
blood  sugar  110  mg.  per  cent,  globulin  2.2  g.,  albu- 
min 5.5  g. 
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Date 

Calcium 

Phosphorus  Alkaline 
Phosphatase 

Sulkowitch 

9-11-51 

10.7mg.% 

3.1mg.% 

9.2  Bod.  U. 

reduced 

9-28-51 

10.2 

2.8 

2.2 

10-  9-51 

9.5 

3.6 

3.2 

normal 

10-26-51 

9.4 

3.4 

3.3 

si.  in- 
creased 

11-12-51 

12.8 

2.5 

increased 

11-27-51 

13.9 

2.1 

normal 

12-14-51 

16.2 

1.65 

2.35 

normal 

Hospital  course:  The  patient  was  placed  in  a spica 
cast  and  treated  with  3,000  units  of  vitamin  D daily 
for  45  days  without  improvement.  He  was  then  given 

200.000  units  of  vitamin  D for  15  days,  when  the 
dosage  was  reduced  to  100,000  units  daily  for  the 
same  period  of  time.  At  the  end  of  the  month  of 
therapy,  his  serum  calcium  and  phosphorus  levels 
were  not  improved,  as  often  happens,  but  he  was 
clinically  improved.  His  legs  were  straighter  and  the 
lateral  ligaments  were  tight.  His  cast  was  removed 
and  he  was  discharged  on  a maintenance  dose  of 

12.000  units  of  vitamin  D daily. 

Six  months  later  it  was  noted  that  the  genu  varum 
was  still  marked.  Corrective  wedges  were  placed  in 
his  shoes  at  this  time.  One  year  later  it  was  noted  that 
the  legs  were  straightening  nicely.  There  has  been 
no  recurrence  of  active  rickets  up  to  the  present. 

Case  50502,  N.  J.  S.  This  three-year-old  white 
female  was  admitted  to  Children’s  Mercy  Hospital 
on  November  17,  1954  and  again  on  July  22,  1955. 
She  had  had  rickets  for  one  year,  and  the  disease  was 
progressively  growing  worse.  She  had  received  cod 
liver  oil  until  age  two.  Her  mother  had  had  rickets 
during  childhood.  Her  sister  was  also  in  the  hospital 
for  rickets  (see  next  case) . 

Physical  examination  revealed  a white  female  of 
average  height  and  weight.  Findings  were  limited  to 
the  skeletal  system.  Wrist  epiphyses  were  enlarged, 
legs  showed  genu  varum,  enlargement  below  the 
knees,  bowing  of  the  femurs,  and  coxa  vera.  An  x-ray 
on  November  27,  1954,  revealed  anterior  bowing  of 
femur  and  tibia  and  bilateral  knock-knees.  There 
was  flaring  of  the  epiphyses  at  the  distal  radius  and 
ulna.  Trabeculations  were  increased  throughout  with 
generalized  zone  demineralization.  The  impression 
was  active  rickets. 

Re-examination  on  January  2,  1955,  showed  flaring 
of  the  epiphyses  with  irregularity  of  the  margins,  but 
these  rachitic  changes  were  not  as  pronounced  as 
before.  Bone  mineralization  had  improved.  The  bow- 
ing of  the  femur  was  unchanged. 

The  lower  extremity  deformity,  examined  on  Feb- 
ruary 24,  1955,  was  essentially  unchanged.  The  de- 
gree of  mineralization  was  approximately  the  same 
as  the  last  examination.  Further  examination  on  July 
2,  1955,  presented  the  same  picture. 

Laboratory  studies:  hemoglobin  8.5  g. ; red  blood 


count  4,250,000;  white  blood  count  8,080;  normal 
differential,  urine  negative. 

Alkaline 

Date  Calcium  Phosphorus  Phosphatase 
11-18-54  9.1mg.%  4.3mg.%  2.8  K-A  units 

7-22-55  11.5  2.8  7.1  Bodansky  units 

Hospital  course:  During  her  first  admission  she 
was  treated  with  200,000  units  of  vitamin  D daily 
for  one  month  with  clinical  and  roentgenological 
improvement  as  noted.  She  was  dismissed  on  5,000 
units  of  vitamin  D per  day  to  be  followed  as  an 
outpatient.  Her  second  admission  was  for  chicken 
pox.  At  this  time  the  calcium  and  phosphorus  deter- 
minations were  more  abnormal  than  formerly.  She 
was  placed  in  braces  and  again  dismissed  on  the 
same  maintenance  dosage  of  vitamin  D.  The  disease 
was  arrested  during  the  first  hospital  stay,  but  her 
serum  changes  persist  months  later  while  she  is  on 
maintenance  therapy. 

Case  50593,  D.  M.  S.  This  seven-year-old  white 
female,  the  sister  of  the  previous  patient,  was  ad- 
mitted to  Children’s  Mercy  Hospital  for  varying 
periods  in  1950,  1953,  and  1954.  She  had  had  rickets 
since  she  started  to  walk,  probably  since  birth.  Her 
legs  continued  to  bow  in  spite  of  vitamin  D therapy. 

Physical  examination  showed  marked  genu  valgum, 
rachitic  beads  at  the  costochondral  junction,  and  bow- 
ing of  the  tibia  and  femur. 

X-ray  films  showed  changes  of  rackets  consistent 
with  the  physical  findings.  After  her  course  of  treat- 
ment, films  showed  the  same  improvement  as  was 
previously  described  for  her  sister. 

Hospital  course:  She  was  treated  and  improved  on 

50,000  units  of  vitamin  D for  16  days.  A left  supra- 
condylar wedge  osteotomy  was  done  for  previous 
deformity.  She  was  placed  in  braces,  and  her  main- 
tenance dose  of  vitamin  D was  set  at  6,000  units  per 
day.  When  last  seen,  in  1955,  she  was  doing  well  but 
was  still  in  braces. 

Unfortunately,  calcium  and  phosphorus  determina- 
tions were  not  done  in  this  case.  Other  laboratory 
work  was  within  normal  limits.  There  was  no  eyi- 
dence  of  other  disease.  The  clinical  picture  was  so 
similar  to  that  of  the  patient’s  sister  that  we  include 
this  in  spite  of  the  lack  of  laboratory  evidence  of 
a low  phosphorus. 

DISCUSSION 

In  presenting  these  cases,  we  are  not  attempting 
to  establish  this  type  of  vitamin-resistant  rickets  as 
a disease  entity,  since  that  has  already  been 
done,1'  16’  17'  23  but  rather  to  illustrate  the  disease 
process  in  detail.  These  cases  fit  the  criteria  for  the 
disease  previously  described  and  together  point  out 
the  facets  of  the  disease  usually  seen.  Instead,  we  will 
discuss  the  experimental  production  of  hypophos- 
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phatemic  rickets  and  present  evidence  that  this  is  a 
disease  of  the  renal  tubule. 

EXPERIMENTAL  RICKETS 

McCollum  and  Simmonds  were  able  to  produce  a 
pathologic  condition  in  the  rat  similar  to  human 
rickets  through  diet  alone.  They  induced  rickets  by 
means  of  a ration  deficient  in  phosphorus  and  fat- 
soluble  vitamin  A,  and  in  which  calcium  was  present 
in  a ratio  considerably  higher  than  the  calcium- 
phosphate  ratio  which  is  optional  for  calcification. 
They  concluded  that  a specific  disproportion  of  the 
calcium-phosphate  ration,  i.e.  the  calcium  high,  the 
phosphate  low,  was  a factor  in  production  of  rickets.15 

Using  rats  fed  purified  diets  extremely  low  in 
phosphorus,  but  adequate  in  all  other  essential  nu- 
trients, Coleman  produced  pathological  and  histologic 
changes  consistent  with  the  picture  seen  in  human 
rickets,  described  earlier  in  this  paper.5 

Day  and  McCollum  reported  on  mineral  metabo- 
lism in  animals  as  follows:  The  loss  of  calcium  was 
precipitous  during  the  first  two  weeks,  almost  two- 
fifths  of  the  total  loss  occurring  during  that  interval. 
Thereafter  the  rate  of  loss  diminished.  Meanwhile 
control  rats  were  retaining  the  administered  calcium. 

The  phosphorus  metabolism  was  also  striking.  The 
deficient  animals  lost  phosphorus  while  the  controls 
retained  phosphorus.  Only  one-eighth  of  the  total 
phosphorus  excreted  by  the  rats  on  the  phosphorus- 
deficient  diet  was  in  the  urine,  while  three-fourths 
of  the  excreted  calcium  followed  that  route.8 

Again  using  rats,  Copp  and  Hamilton  demon- 
strated that  low-phosphorus  rickets  caused  radio- 
active calcium  to  be  lost  rapidly  from  the  bones  while 
normal  animals  fixed  the  element  in  the  skeleton. 
While  there  was  rapid  uptake  by  rachitic  rats,  there 
was  no  fixation.  This  rapid  turnover  suggests  a 
small  and  labile  calcium  fraction  in  these  animals. 
The  plasma  calcium  clearance  in  rachitic  animals  is 
10  to  15  times  as  great  as  in  normal  animals  and 
approaches  the  glomerular  filtration  rate.  So,  as  cal- 
cium is  poured  out  in  the  urine,  the  serum  calcium 
level  continues  to  fall  as  well  as  the  calcium  in 
the  labile  bone  fraction  since  they  are  in  equilibrium. 
This  is  seen  where  there  is  a low  level  of  serum 
phosphorus  and  appears  to  be  the  direct  effect  of  the 
low  phosphorus  level  on  excretion  by  the  kidney.23 

CONCLUSIONS 

The  above  animal  experiments  point  out  that  the 
immediate  mechanism  of  the  disease  process  we  are 
considering  is  a low  plasma  level  of  phosphorus.  The 
radioactive  calcium  experiments  show  how  this  can 
interfere  with  fixation  of  calcium  in  bone  and  sub- 
sequent ossification,  thus  producing  rickets.  Experi- 
mental low-phosphorus  rickets  closely  simulates  both 
the  pathologic  and  metabolic  changes  seen  clin- 
ically. This,  plus  the  evidence  presented  to  show 


that  parathyroid  activity  does  not  directly  affect  the 
renal  tubule,6-  9-12  points  to  an  inherited  defect  of 
the  renal  tubule,  namely,  its  inability  to  reabsorb 
phosphate  from  the  glomerular  filtrate  as  the  basic 
metabolic  defect  in  this  disease.  Dent  concurs  with 
this  view  and  states  further  that  the  disease  is  often 
associated  with  other  congenital  tubular  defects.8 

TREATMENT 

Treatment  of  hypophosphatemic  renal  tubular  rick- 
ets is  based  on  the  threshold  concept  that  a large, 
individualized  dosage  of  vitamin  D will  be  necessary 
to  arrest  the  disease  process.  Vitamin  D primarily 
increases  calcium  absorption  from  the  gastrointestinal 
tract  and  decreases  excretion  of  phosphate  by  the 
tubules  d1  but,  as  shown  previously  in  this  paper, 
this  effect  must  be  directly  on  the  renal  tubules  and 
not  because  of  secondary  decreased  parathyroid  activ- 
ity following  increased  serum  calcium.6- 10- 13  It  is 
known  that  massive  doses  of  vitamin  D will  arrest 
the  disease  process,  but  this  treatment  is  not  entirely 
satisfactory.  The  recommended  doses  of  vitamin  D 
(100,000-500,000  units  daily)  are  the  same  as  those 
known  to  produce  toxic  effects.  Vitamin  D is  thought 
to  raise  serum  phosphorus  level  here  when  it  produces 
slight  toxic  effects.  The  bones  may  be  benefited,  but 
one  runs  the  risk  of  producing  renal  damage.  Met- 
astatic calcifications  appear,  and  the  kidneys  are 
likely  to  calcify  with  a resultant  renal  insufficiency. 

Since  serum  calcium  and  phosphorus  both  tend 
to  rise,  both  calcium  and  phosphate  increase  in  the 
urine  following  administration  of  vitamin  D.  For 
this  reason  urinary  calcium  excretion  (Sulkowitch 
reaction)  must  serve  as  an  index  of  overdosage. 
Vomiting  is  also  a symptom  of  overdosage.  Clinical 
improvement  and  x-ray  evidence  of  healing  of  bone 
lesions  can  be  used  to  set  the  minimum  effective  dose. 
As  shown  in  one  of  the  cases  presented,  healing  will 
occur  in  spite  of  the  low  calcium-phosphorus  product. 
Long  term  maintenance  dosage  can  be  determined 
by  the  same  criteria. 

Wallace  has  been  studying  cases  treated  with  large 
dosages  of  vitamin  D for  some  time.  He  has  found 
evidence  of  marked  renal  insufficiency,  but  the  moth- 
ers of  these  children  do  not  necessarily  have  evidence 
of  renal  damage.  He  doubts  that  large  doses  of 
vitamin  D will  be  advocated  much  longer.26 

This  leaves  one  with  the  administration  of  extra 
phosphate  salts  by  mouth  in  the  hope  of  overcoming 
renal  losses.  The  oral  phosphate  does  give  loose 
stools,  and  most  people  do  not  regard  it  as  helpful 
since  it  does  not  alter  the  serum  phosphorus  level 
significantly.  Darrow  gave  it  with  symptomatic  relief 
in  one  case.7 

PROGNOSIS 

The  disease  is  not  curable  in  the  same  sense  as 
infantile  rickets.  It  can  be  arrested,  as  shown  in  the 
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cases  presented,  but  it  must  be  treated  continuously 
and  it  may  recur.  After  epiphyseal  closure  and  cessa- 
tion of  growth,  most  patients  improve.  The  resulting 
condition  has  been  referred  to  as  chemical  osteo- 
malacia.2 Finally,  orthopedic  procedures  including 
osteotomy  to  correct  deformities  and  intramedullary 
nailing  to  prevent  further  deformity  may  be  necessary 
in  the  long-term  management  of  certain  cases. 

SUMMARY 

Hypophosphatemic  rickets,  showing  the  same 
changes  as  infantile  rickets,  is  recognized  as  a clin- 
ical entity.  The  disease  has  been  described  and  three 
illustrative  cases  are  reported.  Calcium  and  phos- 
phorus metabolism  is  discussed. 

Experimental  and  clinical  evidence  has  shown  that 
the  basic  defect  in  the  production  of  the  disease  is 
the  inability  of  the  renal  tubules  to  reabsorb  phos- 
phorus. This  may  be  alone,  or  associated  with  other 
renal  lesions,  and  is  considered  congenital. 

Treatment  consists  of  massive  doses  of  vitamin 
D,  although  this  has  not  proved  to  be  entirely  sat- 
isfactory. Oral  phosphate  administration  and  ortho- 
pedic procedures  are  advocated  as  useful. 

The  name  hypophosphatemic  renal  tubular  rick- 
ets is  advanced  as  being  more  descriptive  of  the  dis- 
ease than  the  terms  previously  used. 
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Commission  on  Professional  and 
Hospital  Activities 

Organization  of  a Commission  on  Professional 
and  Hospital  Activities  was  announced  in  Chicago 
last  month  by  the  American  College  of  Surgeons, 
American  Hospital  Association,  American  College  of 
Physicians,  and  the  Southwestern  Michigan  Hospital 
Council. 

The  commission  will  conduct  a medical  statistical 
service  that  will  help  hospitals  simplify  medical  rec- 
ords and  analyze  records  more  effectively  for  im- 
provement of  medical  and  administrative  practices. 
A grant  of  $260,000  from  the  W.  K.  Kellogg  Foun- 
dation, Battle  Creek,  Michigan,  will  support  the  pro- 
gram for  three  years,  after  which  it  is  expected  that 
the  service  may  be  continued  on  a self-sustaining 
basis. 

The  commission  is  an  outgrowth  of  a professional 
activity  study  carried  on  for  the  last  three  years  by 
the  Southwestern  Michigan  Hospital  Council.  The 
sponsorship  of  the  three  national  organizations  makes 
possible  the  broadening  of  the  work  and  the  exten- 
sion of  benefits  to  many  other  hospitals. 
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BOOK  REVIEWS 


The  Morphology  of  Human  Blood  Cells.  By  L.  W . 
Diggs,  M.D.,  Dorothy  Sturm,  and  Ann  Bell.  Pub- 
lished by  W . B.  Saunders  Company,  Philadelphia. 
181  pages,  31  color  plates,  54  figures.  Price  $12. 

This  book  is  not  one  that  would  be  of  special  value 
to  the  general  practitioner  unless  he  were  especially 
interested  in  hematology.  There  are  several  hundred 
good  illustrations  of  various  kinds  of  cells,  blood, 
metastatic  malignant  cells,  and  tissue  cells,  showing 
their  structure  and  characteristic  features.  The  pictures 
dealing  with  sickle  cells  are  unusually  good.  Little 
technique  is  given,  but  there  are  a few  simple  pro- 
cedures on  making  slides,  stains,  etc.  It  is  an  excellent 
book  for  the  worker  in  hematology,  either  technician 
or  pathologist.  There  are  also  good  pictures  of  lupus 
erythematosus  cells  and  fixed  tissue  cells  of  bone 
marrow. — J . L.  L. 


Treatment  of  Heart  Disease — A Clinical  Physio- 
logic Approach.  By  Harry  Gross,  M.D.,  and  Abraham 
Jezer,  M.D.  Published  by  W . B.  Saunders  Company, 
Philadelphia.  549  pages,  91  figures.  Price  $13. 

Contents  of  this  book  are  logically  grouped  in 
seven  sections:  The  Basic  Mechanisms  of  Cardiac 
Symptoms  and  Their  Managements;  Hypertensive 
and  Arteriosclerotic  Heart  Disease;  Diseases  of  the 
Heart  Secondary  to  Inflammation;  Congenital  Heart 
Disease;  Surgery  in  the  Cardiac  Patient;  Disorders  of 
the  Heart  Secondary  to  Metabolic  Disorders,  and 
Emotions,  Adjustments  and  Rehabilitation  in  Heart 
Disease. 

Only  one  of  the  extremely  satisfactory  features  of 
this  volume  is  the  consistent  construction  of  sound 
methods  of  treatment  and  management  upon  clear 
expositions  of  the  disturbed  physiology.  Such  a virtue 
is  bound  to  appeal  to  both  the  critical  student  and 
the  sophisticated  clinician. 

Coverage  is  broad,  adequate,  and  properly  appor- 
tioned according  to  the  relative  importance  and  fre- 
quency of  the  various  cardiac  problems. 

Picking  at  random  an  example  of  thoroughness  of 
discussion,  we  find  the  treatment  of  arteriosclerotic 
heart  disease  beginning  with  a discussion  of  the  dis- 
turbed physiology,  a brief  discussion  of  clinical  varia- 
tions, medical  treatment  with  all  of  the  modern  drugs 
and  procedures,  as  well  as  a complete  discussion  of 
the  surgical  treatment. 

Surgery  in  the  cardiac  patient  is  usually  presented 
as  an  afterthought  in  textbooks  of  cardiology.  Here 
it  is  properly  and  exhaustively  treated. 

Compactly  bound,  well  printed,  and  quite  readable, 
this  is  a book  deserving  many  printings.- — M.  H.  D. 


Pulmonary  Carcinoma — Pathogenesis,  Diagnosis 
and  Treatment.  Edited  by  Edgar  Mayer,  M.D..  and 
Herbert  C.  Maier,  M.D.  Published  by  J.  B.  Lippin- 
cott  Company,  Philadelphia.  540  pages.  Price  $15. 

This  well-written  and  compiled  book  effectively 
covers  the  field  of  pulmonary  carcinoma.  The  authors 
have  pointed  out  that  this  would  be  an  excellent  book 
in  the  hands  of  the  general  practitioner.  However, 
it  is  an  excellent  book  in  the  hands  of  anyone  inter- 
ested in  the  prevalent  disease  of  carcinoma  of  the 
lungs. 

In  the  foreword  to  the  main  volume  itself,  by 
Charlotte  S.  Cameron,  it  is  pointed  out  that  extirpola- 
tion  of  the  present  rate  of  rise  indicates  that  lung 
cancer  will  soon  be  the  concern  of  every  family 
doctor.  Mention  is  made  of  the  role  of  the  doctor  in 
relationship  to  the  patient  with  hopeless  carcinoma. 

The  book  effectively  points  out  the  effective  and 
actual  increase  in  the  incidence  of  pulmonary  carci- 
noma in  the  past  few  decades.  An  attempt  was 
adequately  made  to  encompass  all  the  facets  of  patho- 
genesis, diagnosis,  and  therapy. 

A discussion  of  possible  etiologic  factors  is  pre- 
sented, together  with  various  experimental  approaches 
to  lung  cancer.  The  pathology  of  pulmonary  neo- 
plasms was  presented  from  the  standpoint  of  clinical 
correlation.  The  very  last  of  the  volume  presents  case 
reports  illustrating  common  problems  in  diagnosis 
and  management.  An  attempt  is  made  to  analyze  the 
various  diagnostic  procedures,  with  reference  to  their 
value  to  the  clinician  and  to  the  diagnostician.  Chap- 
ters on  radiation  therapy,  chemotherapy,  and  the  use 
of  isotopes,  together  with  the  medical  management 
of  inoperable  cases,  gives  the  clinician  a complete 
survey  of  all  aspects  of  this  unfortunate  disease. 

Surgical  therapy  is  discussed  and  analyzed.  An 
assessment  of  indications  for  surgery  and  results 
therefrom  is  made. 

All  of  the  phases  of  diagnosis  are  covered,  each  in 
a separate  chapter  and  by  a separate  and  distinguished 
author.  These  include  pathology,  biology,  and  envi- 
ronmental aspects  of  lung  cancer.  The  diagnosis  of 
this  disease  is  thoroughly  covered  in  chapters  onAhe 
clinical  aspects  of  bronchography,  exfoliative  cytology, 
and  radiology. 

In  addition  to  material  on  surgical  therapy,  radia- 
tion therapy,  and  the  use  of  radioisotopes,  there  are 
additional  chapters  on  chemotherapy  and  medical 
management. 

At  the  end  of  the  volume,  preceding  the  case 
histories,  is  a provocative  and  well  written  thesis  on 
"The  Outlook  for  Cancer’’  by  Cornelius  P.  Rhodes. 

This  is  an  excellent  book  of  value  to  anyone 
interested  in  this  unfortunate  malady. — J.  G.  S. 
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Physicians  who  have  not  received  the  September  issue  of  the  Kansas  City  Medical  Journal,  carrying 
the  complete  program  of  the  Fall  Conference,  may  secure  a copy  by  writing  the  Kansas  City  South- 
west Clinical  Society,  3036  Gillham  Road,  Kansas  City  8,  Mo. 
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Correspondence  Courses 


Oct.  19-Apr.  19 
Apr.  19-Oct.  18 

Nov.  22-May  23 
May  16-Nov.  14 


INTERPRETATION  OF  ELECTROCAR- 
DIOGRAMS—I 
26  weekly  lessons. 

INTERPRETATION  OF  ELECTROCAR- 
DIOGRAMS—II 
26  weekly  lessons. 


Special  Skills 

(Courses  in  Laboratory  & Diagnostic  Technics) 

Feb.  10-Apr.  14  RADIOLOGICAL  PHYSICS 

Two-hour  session  on  Sundays. 

June  10-22  HISTOCHEMISTRY 

By  arrangement  CLINICAL  USE  OF  RADIOACTIVE  ISO- 
TOPES 


FOR  ALLIED  PROFESSIONS 


Sept.  17-22 
Oct.  22  & 23 
Jan.  7-9 
Feb.  4-6 
Feb.  22  & 23 
Feb.  28-Mar.  2 

By  arrangement 


OPERATING  ROOM  INSTITUTE 
SCHOOL  HEALTH  CONFERENCE 
MEDICAL  TECHNOLOGY 
NURSING  & NURSING  EDUCATION 
HEARING  & SPEECH  CONFERENCE 
ANESTHESIOLOGY  FOR  THE  DENTAL 
PROFESSION 

EXFOLIATIVE  CYTOLOGY 
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Garb,  M.D.  Published  by  Springer  Publishing  Com- 
pany, Inc.,  New  York.  160  pages.  Price  $2.00. 

This  book  is  good  in  many  ways.  First,  it  describes 
the  proper  collection  of  specimens  and  stresses  good 
specimens  as  prerequisites  of  dependable  laboratory 
results.  If  the  patient  is  to  have  a special  diet,  fasting, 
or  bed  rest  preceding  a test,  then  a note  of  instruction 
is  given.  Many  helpful  normal  values  are  given,  and 
under  each  test  is  a statement  as  to  its  significance, 
body  function,  or  pathological  importance.  If  a test 
is  contraindicated,  the  author  states  the  fact,  as  Brom- 
sulphalein  retention  when  jaundice  is  present. 

Second,  this  material  is  well  arranged.  For  tests 
performed  on  various  body  fluids,  the  name  of  each 
test  is  given  and  information  on  how  each  fluid  is 
treated;  for  example,  the  test  for  methemoglobin  is 
performed  on  whole  blood,  which  means  an  anti- 
coagulant would  be  added.  Tests  are  also  grouped 
as  to  organ  or  function  of  that  part. 

The  author  has  successfully  written  a book  for 
student  and  graduate  nurses.  In  a small  laboratory, 
the  book  would  be  useful  as  a quick  reference.  For 
the  student  technologist,  little  technique  is  given ; for 
the  medical  technologist,  many  explanations  of  prin- 
ciples are  over-simplified. — W . N.  and  L.  H. 


Bellevue  Is  My  Home.  By  Salvatore  R.  Cutolo, 
M.D.  Published  by  Doubleday  and  Co.,  Inc.,  New 
York.  317  pages.  Price  $4.00. 

Bellevue  Hospital,  a medical  city  of  roughly  9,700 
population,  would  be  impressive  to  some  because  of 
its  size.  Others  might  find  it  interesting  because  it 
operates  on  an  annual  budget  of  $17,000,000.  Still 
others  might  think  of  its  personnel — 1,000  visiting 
doctors,  459  interns  and  residents,  583  graduate 
nurses,  302  practical  nurses,  500  student  nurses,  1,322 
attendants,  1,000  volunteers,  1,890  salaried  personnel 
— and  a daily  average  of  2,700  patients. 

But  to  Dr.  Cutolo,  medical  superintendent  of  the 
hospital,  Bellevue  is  home.  He  has  been  there  for  25 
years.  The  warmth  of  the  word  "home”  sets  the  tone 
for  the  book.  Instead  of  seeing  patients  as  statistics, 
he  sees  them  as  individuals;  instead  of  seeing  physical 
properties,  he  sees  means  for  rendering  help  to  those 
who  need  it.  It  is  obvious  that  he  finds  satisfaction 
in  his  profession,  stimulation  in  his  work,  and  reward 
in  service. — P.  F. 


Experimental  Tuberculosis  Bacillus  and  Host.  Ciba 
Foundation  Symposium.  Published  by  Little,  Brown 
and  Company,  Boston,  for  Ciba  Pharmaceutical  Pro- 
ducts, Inc.,  Summit,  Neiv  Jersey.  396  pages.  Price 
$9.00. 

A symposium  on  "The  Tubercle  Bacillus  and  the 
Reactions  of  the  Host  Tissues”  was  held  in  England 


in  October,  1954,  at  the  invitation  of  the  Ciba  Foun- 
dation, London.  Leading  research  workers  from  dif- 
ferent countries  attended. 

Tuberculosis  is  still  a major  disease  and  kills  more 
persons  than  any  other  single  cause  of  disease  between 
15  and  35  years.  In  most  countries  the  number  of  new 
active  cases  continue  at  a high  level,  even  with 
improved  methods  of  treatment.  The  continued  study 
of  the  fundamental  nature  of  the  bacillus,  the  basic 
pathogenesis,  and  of  host  reactions  is  necessary. 

The  symposium  consisted  of  24  scientific  papers, 
including  the  opening  and  closing  remarks,  with 
discussions  on  tuberculosis,  plus  four  papers  on 
leprosy.  These  papers  were  given  by  internationally 
recognized  scientists.  Some  of  the  subjects  discussed 
were:  the  proteins,  polysaccharides,  and  mycolic  acids 
of  the  tubercle  bacilli ; early  tissue  reactions  to  the 
tubercle  bacilli;  biochemical  factors  which  may  in- 
fluence the  fate  of  the  tubercle  bacilli  in  tissues; 
bacterial  components  concerned  in  the  early  phase 
of  infection ; the  serology  of  tubercle  polysaccharides 
and  various  fractions  of  culture  filtrates;  chemical 
nature  of  the  lipoidal  factor  of  the  tubercle  bacilli 
responsible  for  the  induction  of  tuberculosis  hyper- 
sensitivity; tuberculosis  hypersensitivity  and  desen- 
sitization; the  mechanism  involved  in  acquired  im- 
munity; the  role  of  bacterial  multiplication  in  estab- 
lishment of  immunity;  and  human  lung  tissue 
reactions  to  the  tubercle  bacilli  in  relation  to  chemo- 
therapy. 

The  papers  were  good  and  discussions  which  fol- 
lowed most  interesting.  For  all  persons  interested  in 
tuberculosis,  whether  basic  research  or  in  clinical 
work,  this  book  is  recommended. — C.  A.  H. 


Handbook  of  Toxicology,  Volume  I.  Edited  by 
William  S.  Spector.  Published  by  W.  B.  Saunders 
Company,  Philadelphia.  408  pages.  Price  $7.00. 

This  408-page  paper-bound  volume  was  prepared 
under  the  direction  of  the  committee  on  the  hand- 
book of  biologic  data,  division  of  biology  and  agri- 
culture, the  National  Academy  of  Sciences,  jthe 
National  Research  Council.  It  presents  tabular  data 
on  the  acute  toxicity  of  many  substances  for  several 
species  of  commonly  used  laboratory  animals.  These 
toxicities  were  determined  by  oral  or  parenteral 
administration  or  inhalation. 

The  principal  contributor  was  Wolfgang  F.  von 
Oettingen,  M.D.,  Ph.D.,  chief  toxicologist  of  the 
National  Institute  of  Health,  Bethesda,  Maryland. 
The  guiding  principle  in  the  selection  of  material 
was  that  it  be  of  basic  importance  and  that  the 
literary  sources  be  reliable.  Some  valuable  data  was 
omitted,  either  because  they  were  not  on  hand  for 
publication  or  because  there  was  insufficient  time 
for  preparation  for  printing.  They  did  not  exclude 
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Announcing 

The  Twenty-Fourth  Annual  Assembly 

J OF  THE 

OMAHA  MID -WEST  CLINICAL  SOCIETY 

Sheraton-Fontenelle  Hotel,  Omaha,  Nebraska 
October  29  Thru  November  1,  1956 


Featuring  11  Guest  Speakers  of  National  Repute 


Charles  C.  Dennie,  M.D.,  Dermatology 
University  of  Kansas  Medical  Center 
C.  Paul  Hodgkinson,  M.D.,  Gynecology 

and  Obstetrics 

Henry  Ford  Hospital,  Detroit,  Michigan 
George  C.  Griffith,  M.D.,  Internal  Medicine 
University  of  Southern  California  School  of 
Medicine 

Chester  S.  Keefer,  M.D.,  Internal  Medicine 
Boston  University  School  of  Medicine 
Hugh  T.  Carmichael,  M.D.,  Neuropsychiatry 
University  of  Illinois  College  of  Medicine 


Jack  Wickstrom,  M.D.,  Orthopedic  Surgery 
Tulane  University  of  Louisiana  School  of  Med- 
icine 

Merrill  J.  Reeh,  M.D.,  Ophthalmology 
Portland,  Oregon 

James  L.  Wilson,  M.D.,  Pediatrics 

University  of  Michigan  Medical  School 
Henry  G.  Moehring,  M.D.,  Radiology 
Duluth  Clinic,  Duluth,  Minnesota 
Denton  A.  Cooley,  M.D.,  Surgery 
Baylor  University  College  of  Medicine 
Thomas  B.  Quigley,  M.D.,  Surgery 
Harvard  Medical  School 


Lectures,  panel  discussions,  round-table  luncheons  and  dinners,  medical  motion  pictures,  scientific  and 

technical  exhibits. 

Approved  for  Category  I credit  by  the  American  Academy  of  General  Practice. 

(Registration  fee — $7.50.) 


For  information  write  . . . James  J.  O’Neil,  M.D.,  Director  of  Clinics 
1031  Medical  Arts  Building,  Omaha,  Nebraska 


M0N0DRAI>"  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  ulcer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

. we||  tolerated  upper  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

each  tablet  contains:  dosage:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

* References  and  clinical  trial  supplies  available  on  request. 
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data  because  it  had  been  previously  compiled  or  was 
available  in  other  forms. 

The  objective  of  clarity  of  presentation  was  met 
successfully.  They  did  this  by  selecting  fundamental 
data  for  the  body  of  their  tables  and  by  the  concur- 
rent use  of  abundant  numbers  of  footnotes.  Emphasis 
was  placed  on  the  fact  that  values  given  in  their 
tables  are  by  no  means  absolute,  and  subsequent 
interpretation  should  use  listed  values  only  as  a yard- 
stick of  toxicity  for  the  compounds  listed.  The  authors 
recognize  that  the  data,  particularly  in  the  field  of 
acute  toxicity,  are  subject  to  perpetual  revision  as 
investigators  improve  and  standardize  their  techniques 
and  gather  more  data. 

The  entire  book  is  composed  of  two  tables.  The 
first  table  is  entitled  "Lethal  Doses  of  Solid  and 
Liquid  Compounds;  Laboratory  Animals."  The  sec- 
ond table  is  entitled  "Lethal  Concentrations  of  Gases, 
Vapors  and  Fumes  in  Respired  Air:  Laboratory 
Animals.’’  The  first  table  is  319  pages;  the  second 
table  is  42  pages.  The  index  occupies  the  remainder 
of  the  book. 

The  subsequent  volumes  are  scheduled  to  include 
the  following: 

Volume  II — Physical,  chemical,  biological,  and 
toxicological  properties  of  antibiotic,  antihelminthic, 
antiamebic,  and  antimalarial  compound;  a survey  of 
chemical  carcinogenic  agents ; metabolites  of  toxic 
compounds. 

Volume  III — Physical,  chemical,  biological,  and 
toxicological  properties  of  insecticides,  fungicides, 
rodenticides,  and  herbicides;  residues  of  pesticides 
on  (or  in)  foods;  minimum  lethal  concentrations  of 
pesticides  to  domestic  animals,  farm  animals,  and 
wild  life. 

Volume  IV — Toxic  and  venomous  animals;  toxic 
plants;  alkaloid;  poisons  and  poisonings  (compounds, 
symptoms,  antidote  and  treatment)  ; histologic  and 
physiologic  effects  of  poisons;  toxicities  of  ingredients 
of  commonly  used  commercial  products;  toxicities  of 
natural  substances  occurring  in  foods. 

Volume  V — Toxicities  of  potential  water  pollut- 
ants; maximum  allowable  concentrations  of  toxic 
substances  in  air,  drinking  water,  and  food;  agents 
and  symptoms  of  chronic  toxicities;  skin  toxicities; 
industrial  toxicology;  radiation  toxicology. 

Some  28  additional  contributors  were  active  in 
preparation  of  Volume  I.  From  the  above  it  is  sur- 
mised that  the  five  volume  reference  will  constitute 
a most  important  encyclopedic  reference  for  the 
toxicologist,  the  pathologist,  the  pharmacologist,  and 
medical  consultant.  It  is  dubious  that  the  encyclopedia 
will  have  much  to  offer  the  generalist. — N.  V.  T . 


Physical  Diagnosis.  By  Ralph  H.  Major,  M.D.,  and 
Mahlon  H.  Delp.  M.D.  Published  by  W.  B.  Saunders 


Company,  Philadelphia.  338  pages,  336  figures.  Price 
$7.00. 

This  is  an  excellent  revision  of  an  already  well 
written  and  established  textbook  in  physical  diagnosis. 
The  original  author  is  well  known  to  most  students 
of  medicine  and  history  of  medicine  and  welcomes 
the  co-authorship  of  Dr.  Mahlon  Delp  who,  for  the 
past  two  decades,  has  been  an  outstanding  teacher 
of  physical  diagnosis  and  professor  of  medicine  at  the 
University  of  Kansas  School  of  Medicine. 

The  new  edition  contains  many  revisions ; some 
paragraphs  and  chapters  have  been  rearranged ; excel- 
lent new  illustrations  have  been  added,  and  newer 
clinical  entities  are  described. 

The  text  adheres  strictly  to  physical  diagnosis  and 
refers  only  to  the  other  diagnostic  aspects  of  disease 
when  it  clarifies  the  explanation. 

This  book  should  constitute  a part  of  the  medical 
library  of  every  student  of  medicine  and  should  be 
read  and  reread  by  all  physicians  interested  in  im- 
proving themselves  in  the  practice  of  medicine. — 
C.  C.  G. 


A Dictionary  of  Dietetics.  By  Rhoda  Ellis.  Pub- 
lished by  Philosophical  Library,  Inc.,  Neiv  York  City. 
132  pages.  Price  $6.00. 

This  book  contains  definitions  of  terms  and  refer- 
ences related  to  diet  and  diet  therapy.  The  definitions 
are  in  a simple  and  understandable  form.  The  book 
would  be  of  value  to  a lay  person  in  charge  of  the 
dietary  department  of  a small  hospital. — V . G.  H. 


Atanagement  of  Menstrual  Disorders.  By  C.  Fred- 
eric Fluhrnann,  M.D.  Published  by  W . B.  Saunders 
Company,  Philadelphia.  330  pages,  121  figures.  Price 
$8.30. 

While  the  author  has  presented  little  new  material, 
he  gives  a well  organized  review  of  the  subject 
aimed  primarily  at  the  medical  practitioner.  The 
various  menstrual  disorders,  diagnosis,  and  treatment 
are  discussed  separately,  but  their  place  in  the  general 
health  of  the  individual  has  been  kept.  He  emphasizes 
the  danger  of  mistaking  pathological  uterine  bleeding 
for  abnormal  menstrual  bleeding. 

The  chapters  on  Gonadotropins,  Steroid  Hormones, 
and  Control  of  Menstruation  are  basic  and  make  a 
firm  footing  for  the  clinical  discussions  which  fol- 
low. 

The  final  chapter,  devoted  to  clinical  usage  and 
commercial  preparations  of  sex  hormones,  should 
have  a practical  value  for  every  practitioner. — 
N.  H.  O. 


Diseases  of  the  Skin.  By  Richard  L.  Sutton,  M.D. 
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ANNOUNCING  THE  TWENTY-SIXTH  ANNUAL  CONFERENCE 

of  the 

OKLAHOMA  CITY  CLINICAL  SOCIETY 
October  22,  23,  24,  25,  1956 
DISTINGUISHED  GUEST  LECTURERS 


ALBERT  BEHREND,  M.D.,  Surgery,  Ass't.  Professor  of 
Surgery,  Temple  University  Graduate  School  of  Med- 
icine, Philadelphia,  Pa. 

WILLIAM  H.  BEIERW  ALTES , M.D..  Medicine,  Assoc. 
Professor  of  Internal  Medicine,  University  of  Michigan 
Medical  School,  Ann  Arbor,  Michigan. 

DONALD  J.  BIRMINGHAM,  M.D.,  Dermatology,  Ass’t. 
Professor  of  Dermatology,  University  of  Cincinnati  Col- 
lege of  Medicine,  Cincinnati,  Ohio. 

ETHAN  ALLAN  BROWN,  M.D..  Allergy,  Physician-in- 
Chief,  Allergy  Section.  Boston  Dispensary  Unit  of  the 
New  England  Medical  Center,  Boston,  Massachusetts. 

WILLIS  E.  BROWN,  M.D.,  Gynecology,  Professor  and 
Head,  Dept,  of  Obstetrics  and  Gynecology,  University 
of  Arkansas  School  of  Medicine,  Little  Rock,  Arkansas. 

VINCENT  P.  COLLINS,  M.D.,  Radiology,  Professor  of 
Radiology,  Chairman  of  the  Dept.,  Baylor  University 
College  of  Medicine,  Houston,  Texas. 

KENDALL  B.  CORBIN,  M.D..  Neurology,  Professor  of 
Neurology  and  Psychiatry,  Graduate  School  of  Med- 
icine, University  of  Minnesota,  Rochester,  Minnesota. 

JOHN  F.  CRIGLER,  JR.,  M.D.,  Pediatrics,  Instructor  in 
Pediatrics,  Harvard  Medical  School,  Boston,  Mas- 
sachusetts. 


A.  KELLER  DOSS,  M.D.,  Urology,  Chief  of  Urology,  Har- 
ris Hospital  and  Peter  Smith  Hospital,  Fort  Worth, 

EDWARD  T.  EVANS,  M.D.,  Orthopedic,  Clinical  As- 
sociate Professor  of  Orthopedic  Surgery,  University  of 
Minnesota  Medical  School,  Minneapolis,  Minnesota. 

PATRICK  J.  FITZGERALD,  M.D.,  Pathology,  Professor 
and  Executive  Officer,  Dept,  of  Pathology,  State  Uni- 
versity of  New  York  College  of  Medicine,  New  York 
City,  N.  Y. 

RUFUS  C.  GOODWIN,  M.D.,  Ophthalmology,  Ass’t.  Clin- 
ical Professor  of  Surgery  (Ophthalmology),  Stanford 
University  School  of  Medicine,  San  Francisco,  Cal- 
ifornia. 

GORDON  McNEER.  M.D.,  Surgery,  Ass’t.  Professor  of 
Surgery,  Cornell  University  Medical  College,  New 
York.  N.  Y. 

GORDON  MEIKLEJOHN.  M.D.,  Medicine,  Professor  of 
Medicine  and  Head,  Dept,  of  Medicine,  University  of 
Colorado  School  of  Medicine,  Denver,  Colorado. 

JOSEPH  H.  OGURA,  M.D.,  Otolaryngology,  Assoc.  Pro- 
fessor of  Otolaryngology,  Washington  University  School 
of  Medicine,  St.  Louis,  Missouri. 

HENRY  B.  TURNER,  M.D..  Obstetrics,  Ass't.  Professor, 
Division  of  Obstetrics  and  Gynecology,  University  of 
Tennessee  College  of  Medicine,  Memphis,  Tennessee. 


HAROLD  W.  ELLEY,  Ph  D . Chairman,  Research  Study  Committee. 

National  Association  of  Mental  Health,  and  Technical  Director 
(Retired),  E.  I.  duPont  de  Nemours  & Co.  Inc.,  Wilmington,  Delaware. 

General  Assemblies  Round  Table  Luncheons  Dinner  Meetings 

Clinical  Pathological  Conference  Specialty  Lectures  Commercial  Exhibits 


APPROVED  FOR  CREDIT  UNDER  CATEGORY  I BY  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 

Registration  fee  of  $20.00  includes  all  the  above  features. 

For  further  information,  address:  Executive  Secretary,  503  Medical  Arts  Building,  Oklahoma  City,  Okla. 


Trasenline- 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
60  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  Cl  BA)  and  20  mg.  phenobarbital. 
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Published  by  C.  V.  Mosby  Company,  St.  Louis.  1479 
pages.  Price  $29-50. 

The  publication  of  this  book  is  a major  event  in 
medical  literature.  It  is  the  11th  of  a series  begun  in 
1916;  the  third  to  bear  the  name  of  R.  L.  Sutton,  Jr.; 
the  first  to  bear  only  his  name. 

The  book  embodies  several  changes  from  previous 
editions.  The  most  important  is,  perhaps,  the  organi- 
zation. Dr.  Sutton  has  organized  the  bulk  of  his 
book  on  the  basis  of  etiology  rather  than  morphology. 
But  the  usual  chapters  on  basic  sciences,  such  as  anat- 
omy, embryology,  etc.,  are  included.  The  size  is 
bigger  than  ever,  and  to  avoid  publication  in  two 
volumes,  the  type  size  has  been  reduced. 

The  method  of  reference  presentation  is  another 
change.  The  whole  reference  is  sandwiched  into  the 
text.  Line  readers  will  find  this  jars  them  and  slows 
them  at  first.  Postscripted  to  each  section  there  is 
additional  bibliography  with  a word  or  sentence 
describing  the  article.  This  is  an  extremely  valuable 
innovation  and  allows  the  reader  to  identify  at  once 
the  particular  facet  of  the  literature  he  might  wish 
to  pursue. 

Dr.  Sutton  has  mentioned  everything  and  discussed 
most  things  thoroughly.  The  discussion  is  never 
ponderous,  and  for  the  most  part  is  immensely  read- 
able. Although  the  book  is  largely  a catalogue  of 
symptom  pictures — and  a most  comprehensive  one 
— it  escapes  being  dull  by  the  constant  introduction 
of  the  author’s  opinion  of  all  these  ideas  that  have 
been  stated  by  others.  In  the  realm  of  therapy,  the 
accepted  modalities  are  all  given  and  discussed,  and 
the  author  is  not  reticent  in  stating  his  own  views. 

The  book’s  major  weakness  and  its  strength  are 
one  and  the  same,  vis.,  its  immensity.  This  is  no  book 
to  read  in  bed  or  to  hold  in  one’s  lap — it  weighs 
too  much ; but  if  one  wants  a thorough,  well  written 
discussion  of  anything  dermatologic  it  will  be  herein 
contained. — C.  M.  L..  Jr. 


ANNOUNCEMENTS 


Postgraduate  courses  in  all  specialties,  University 
of  Nebraska  College  of  Medicine.  Schedules  and  in- 
formation available  from  Postgraduate  Affairs,  Uni- 
versity of  Nebraska  College  of  Medicine,  42nd  and 
Dewey  Avenue,  Omaha  5,  Nebraska. 


Second  annual  meeting,  American  Rhinologic 
Society,  Chicago,  October  9-13.  No  registration  fee. 
Physicians  invited.  Write  secretary,  834  Wellington 
Avenue,  Chicago  14,  Illinois. 


Convention,  American  College  of  Gastroenterol- 
ogy, Roosevelt  Hotel,  New  York  City,  October  15-17. 
Annual  course  in  Postgraduate  Gastroenterology, 
Roosevelt  Hotel  and  Metropolitan  Hospital  Center, 
October  18-20.  Advance  registration  required.  Infor- 
mation available  from  College,  33  West  60th  Street, 
New  York  23,  New  York. 


Seventh  annual  conference,  National  Association 
for  Music  Therapy,  Hotel  Jayhawk,  Topeka,  October 
18-20.  Registration  fee  $5.00.  Margaret  Sears,  Pub- 
licity Chairman,  Topeka  State  Hospital,  Topeka. 


Meeting,  Midwest  Group  of  Medical  Library  As- 
sociation, Henry  Ford  Hospital,  Detroit,  October  12- 
20. 


School  Health  Conference,  University  of  Kansas 
Medical  Center,  October  22  and  23.  First  day,  dis- 
cussions on  heart  disease;  second  day,  pulmonary 
disease.  Write  Postgraduate  Medicine,  39th  and 
Rainbow,  Kansas  City  12,  Kansas. 


Postgraduate  course  in  obstetrics,  University  of 
Kansas  Medical  Center,  November  1-3.  Registration 
fee  $35.  Write  Department  of  Postgraduate  Med- 
icine. 


Meeting,  American  College  of  Obstetricians  and 
Gynecologists,  Palmer  House,  Chicago,  November  7- 
9.  Information  and  programs  available,  116  South 
Michigan  Avenue,  Chicago  3,  Illinois. 


Clinical  Symposium,  Management  of  Carcinoma 
of  the  Breast,  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  November 
9 and  10.  Physicians  invited. 


Course  in  internal  medicine,  University  of  Kan- 


Nationally  advertised  Surgical  Supplies  and  Equipment  for  your  convenience  at 
Topeka,  Joplin,  Kansas  City,  St.  Joseph 

GOETZE  NIEMER  CO 

Traditions  established  during  60  years  management  by  Dr.  W.  F.  Goetze  (AMA)  assures  intelligent  servicing  of  your  orders 
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Historical  Material  Needed 

In  preparation  for  the  observance  of 
The  Kansas  Medical  Society’s  centen- 
nial anniversary,  members  of  the  Com- 
mittee on  History  are  attempting  to 
collect  all  material  of  historical  inter- 
est. Physicians  who  can  contribute  in- 
formation, records,  etc.,  are  urged  to 
send  such  to 

Committee  on  History 
Kansas  Medical  Society 
315  West  4th  Street 
Topeka,  Kansas 


TftxUfvicictice 


With  us 

1955  brought  less  than  halt  as 
many  malpractice  claims  and 
suits  as  were  filed  against 
fewer  policyholders 
twenty  years  ago 


Sfreccalc^eeC  Sewi.ce 
owi  cCacton.  ea^en. 

THEt 

MEDIGA3iLRRQJlE|E3PI^E^  CjBMPAMjg- 
EprtIWatoe-,  Indiana, 

Professional  Protection  Exclusively 
since  1899 


TOPEKA  Office: 

J.  E.  McCurdy,  Rep., 
1035  Randolph  Avenue, 
Telephone  2-3027 


the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


S4.S00.000  ASSETS 
$23,800,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 

PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2,  NEBRASKA 
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sas  Medical  Center,  November  12-15.  Registration 
fee  $50.  Write  Department  of  Postgraduate  Med- 
icine. 

Course  5,  American  College  of  Physicians,  Uni- 
versity of  Oklahoma  School  of  Medicine,  Oklahoma 
City,  November  26-30.  Fee  to  members  $30;  others, 
$60.  Write  the  College,  4200  Pine  Street,  Philadel- 
phia 4,  Pennsylvania. 

EVERY  WOMAN 

Meeting,  Association  of  Military  Surgeons  of 
U.  S.,  Statler  Hotel,  Washington,  D.  C.,  November 
12-14.  Suite  718  New  Medical  Building,  1726  Eye 
Street,  N.W.,  Washington  6,  D.  C. 

WHO  SUFFERS 

Meeting  of  American  Public  Health  Association 
and  40  related  organizations,  Atlantic  City  Conven- 

IN  THE 

tion  Hall,  November  12-16.  Write  1790  Broadway, 
New  York  City. 

MENOPAUSE 

Postdoctoral  fellowships  available,  preparation  for 
careers  in  research  or  academic  medicine  or  in  clin- 

DESERVES 

ical  fields  of  psychiatry,  rehabilitation,  orthopedics, 
management  of  poliomyelitis,  and  preventive  med- 
icine. Awards  for  one,  two,  or  three  years.  Write  Na- 
tional Foundation  for  Infantile  Paralysis,  120  Broad- 

"premarin: 

way,  New  York  5,  New  York. 

widely  used 

Prize  of  $350  offered  for  best  essay  on  "Present 
Day  Treatment  of  Infertility,"  Rhode  Island  Medical 
Society.  Deadline  January  10,  1957.  Write  Caleb 
Fiske  Fund,  106  Francis  Street,  Providence  3,  Rhode 

natural,  oral 

Island. 

estrogen 

American  Goiter  Association  offers  Van  Meter 
prize  award  of  $300  for  best  essay  on  original  work 
on  problems  related  to  the  thyroid  gland.  Deadline 
January  15,  1957.  Write  Association,  149 V?  Wash- 
ington Avenue,  Albany  10,  New  York. 

Essay  contest,  contributions  on  diagnosis  and  treat- 
ment of  chest  disease  (heart  or  lungs),  sponsored  by 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois.  Prizes  of  $500, 
$300,  $200.  Deadline  for  entries  April  10,  1957. 

AYERST  LABORATORIES 
New  York,  N.  Y,  • Montreal,  Canada 
5645 

Supplying  necessary  rehabilitative  services  empha- 
sizes more  than  any  other  instance  the  combined  role 
of  the  physician,  hospital,  and  health  department  in 
meeting  community  needs. — L.  E.  Burney,  M.D., 
California  Medicine , January,  1956. 
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THE  SOUTHARD  SCHOOL 

THE  MENNINGER 

Intensive  individual  psychotherapy  in  a res- 

CHILDREN  S CLINIC 

idential  school,  for  children  of  elementary 

Outpatient  psychiatric  and  neurologic 

school  age  with  emotional  and  behavior 

evaluation  and  consultation  for  infants 

problems. 

and  children  to  eighteen  years. 

Department  of  Child  Psychiatry 

THE  MENNINGER 

FOUNDATION 

J.  Cotter  Hirschberg,  M.D.,  Director 

Topeka,  Kansas;  Telephone  3-6494 

organomercurial  diuretics 
" . ..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition. 

^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


The  Merchants 
Finance  Corporation,  Inc. 
Announces: 

A service  to  aid  physicians  and  hospitals 
to  rapidly  liquidate  slow-paying  and  past-due 
accounts  at  a very  low  cost. 

We  go  beyond  the  conventionalized  method 
and  offer  the  debtors  a constructive  plan  to 
discharge  their  debts.  You  are  invited  to 
participate  in  its  benefits. 

Full  Details  Readily  Supplied 

Merchants  Finance  Corporation,  Inc. 

Bennett  Bldg.,  Ottawa,  Kansas 
A Kansas  Corporation 
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Appointments  to  Staff  at  K.U. 

Appointments  to  the  staff  at  the  University  of 
Kansas  School  of  Medicine  were  announced  recently 
by  Dean  W.  Clarke  Wescoe.  Some  are  on  a part-time 
basis.  They  include  the  following:  pathology  and 
oncology,  Dr.  James  B.  Caulfield,  instructor;  Dr. 
Bernard  Klionsky,  instructor;  Dr.  Martin  Lambert, 
instructor;  pediatrics,  Dr.  George  R.  Dubes,  as- 
sistant professor;  Dr.  Italo  Archetti,  associate  pro- 
fessor; Dr.  R.  D.  Blim,  instructor;  Dr.  Mary  S.  Boy- 
den  of  Lawrence,  instructor;  medicine.  Dr.  W.  Gra- 
ham Calkins  of  Manhattan,  instructor;  Dr.  James  C. 
Dowell  of  Lawrence,  instructor;  Dr.  Clarence  M. 
Pickard,  instructor ; Dr.  Sherman  M.  Steinzeig,  in- 
structor; Dr.  Carl  J.  W.  Wilen  of  Manhattan,  as- 
sociate; surgery,  Dr.  John  M.  Hansen,  assistant  pro- 
fessor; Dr.  C.  S.  Stotts,  assistant;  Dr.  Robert  W. 
Wright,  assistant. 


Physical  Examination  of  Doctors 

The  need  for  physical  examination  of  doctors 
was  pointed  up  by  a study  of  tests  given  physicians 
who  visited  a certain  booth  at  the  American  Medical 
Association  meeting  in  Chicago  in  June.  The  booth, 
carrying  a sign,  "A  Yearly  Physical  Examination  for 
Every  M D.,”  was  sponsored  by  the  A.M.A.  Section 


on  General  Practice,  the  American  Academy  of  Gen- 
eral Practice,  and  the  National  Tuberculosis  As- 
sociation. 

Chest  x-rays  were  given  965  physicians  with 
negative  findings  in  83.5  per  cent.  But  tuberculosis 
was  suspected  in  58  (6  per  cent),  there  were  cardiac 
findings  in  42  (4.3  per  cent),  and  other  pathology 
was  found  in  59  (6.1  per  cent). 

Electrocardiographic  tracings  were  also  made,  and 
a cardiologist  was  on  duty  to  read  them.  He  reported 
negative  findings  in  821  (84.9  per  cent),  abnormal- 
ities in  97  (10  per  cent),  and  borderline  abnormal- 
ities in  49  (5.1  per  cent). 


CLASSIFIED  ADVERTISEMENTS 

NEW  OFFICE  BUILDING  available  for  rent  or  sale. 
Owner  starting  Navy  career.  Open  staff  hospital,  19  miles. 
Maternity  home,  1 mile.  Rural  farming  and  ranching  area. 
Practice  unlimited.  Write  the  Journal  10-56. 

WANTED — An  R.N.  laboratory  and  x-ray  technician  for 
office  in  central  Kansas  town.  Write  the  Journal  11-56. 

WANTED — Medical  technician,  registered,  for  office  in 
central  Kansas.  Write  the  Journal  8-56. 

OPENING  FOR  TWO  RESIDENTS  IN  RADIOLOGY  at 
University  of  Kansas  Medical  Center.  Write  G.  M.  Tice, 
M.D..  University  of  Kansas  Medical  Center,  39th  and  Rain- 
bow, Kansas  City  12,  Kansas. 

FOR  SALE — Complete  office  furniture  and  equipment, 
three  years  old,  excellent  condition,  priced  to  sell.  Write  the 
Journal  9-56. 


AMERICA'S 

AUTHENTIC 


a good  buy  in 
public  relations 

. . . place 

today’s  health 

in  your  reception  room 


HEALTH  MAGAZINE 


Give  your  order  to  a member  of  your  local  Medical 
Auxiliary  or  mail  it  to  the  Chicago  office. 


SPECIAL 
HALF-PRICE  RATES  FOR 
PHYSICIANS, 
MEDICAL  STUDENTS,  INTERNS 


TODAY’S  HEALTH 

PUBLISHED  MONTHLY  BY  THE 
AMERICAN  MEDICAL  ASSOCIATION 
535  NORTH  DEARBORN  • CHICAGO  10 

Please  enter  □,  or  renew  □,  my  subscription  for  the 
period  checked  below  : 

NAM  e 
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.ZONE STATE. 
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$2.50 
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when  more  than  one  organism  is  involved... 


Chloromycetin* 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens.1'7 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.2 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN]  and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”1 

CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 


References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:317,  1956.  (2)  Joron,  G.  E.;  Fowler,  A.  E; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  ].  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anti- 
biotic Med.  1:319,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  J.  16:567,  1955.  (5)  Jones,  C.  P;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gijnec.  5:365,  1955.  (6)  Murphy,  F D.,  & Waisbren,  B.  A.,  in 
Murphy,  F D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  F A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W.,  & Fultz,  C.  T.: 
J.A.M.A.  157:305, 1955.  (8)  Horton,  B.  E,  & Knight,  V.:  J.  Tennessee  M.  A.  48:367,  1955. 
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Gamma  Globulin  Deficiency 

Report  of  a Case  and  Survey  of  the  Literature 


ARNOLD  H.  GREENHOUSE,  M.D.,  Garden  City 


A new  disease  of  unusual  interest,  manifested  by 
a marked  decrease  or  absolute  deficiency  of  gamma 
globulin  in  the  blood  and  a heightened  susceptibility 
to  infection,  has  been  described  with  increasing  fre- 
quency in  recent  years.  This  syndrome,  variously 
named  hypogammaglobulinemia,  agammaglobulin- 
emia, or  globulin  deficiency  disease,  is  of  utmost 
importance  because  of  its  basic  and  far-reaching 
implications  to  the  field  of  immunology  and  to  the 
pathologic  physiology  of  the  body’s  responses  to 
infectious  processes. 

To  the  research  worker  a study  of  this  entity  af- 
fords an  unusual  opportunity  to  delve  further  into 
many  of  the  unsolved  problems  of  the  body’s  immune 
mechanisms.  To  the  clinician  it  is  an  excellent 
example  of  the  pathophysiologic  approach  since  its 
many  laboratory  and  clinical  features  can  easily  be 
deduced  from  a knowledge  of  the  basic  defect.  Judg- 
ing from  the  many  reports  and  discussions  in  the 
literature  since  the  original  case  was  recorded  only 
four  years  ago  by  Bruton,1  this  certainly  is  not  a 
rare  condition,  and  its  recognition  is  important  since 
it  doubtlessly  explains  many  puzzling  and  obscure 
clinical  pictures  which  are  not  otherwise  well  under- 
stood. 

The  patient  described  in  the  following  report  was 
observed  recently  at  the  University  of  Kansas  Medical 
Center.  His  history  is  of  interest  since  it  is  typical  of 
the  usual  findings  and  serves  to  illustrate  the  major 
features  of  this  condition. 

CASE  REPORT 

A 58-year-old  white  male  was  first  admitted  to 
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the  University  of  Kansas  Medical  Center  in  March 
of  1953  complaining  of  fever  and  cough  and  stating 
that  he  had  had  innumerable  episodes  of  "pneumo- 
nia” for  about  35  years.  He  said  that  his  most  recent 
difficulties  had  been  in  December  of  1952,  February 
of  1953,  and  just  prior  to  this  hospitalization.  During 
each  one  of  these  episodes  he  had  had  fever,  malaise, 
weakness,  and  a productive  cough.  He  received  inter- 


Agammaglobulinemia  is  a recently  de- 
scribed disease  entity  consisting  of  un- 
usual susceptibility  to  frequently  recur- 
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tory findings  are  presented,  and  the 
treatment  of  one  ease  is  discussed. 


mittent  therapy  with  penicillin  for  several  years, 
usually  with  good  results.  He  claimed  that  he  had 
shown  no  unusual  susceptibility  to  infections  prior 
to  35  years  before,  at  which  time  he  developed  bi- 
lateral ear  infections.  Since  then  he  had  had  repeated 
episodes,  as  described,  but  had  felt  well  between 
febrile  periods  and  had  worked  at  various  clerking 
jobs.  No  members  of  his  family  had  shown  similar 
tendencies. 

The  main  physical  findings  at  admission  were  a 
temperature  of  104.4  degrees,  an  appearance  of 
being  both  acutely  and  chronically  ill,  and  moist 
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rales  over  the  right  lung  posteriorly.  The  liver  was 
palpable  4 cm.  below  the  right  costal  margin  and 
was  soft  and  non-tender;  the  spleen  was  felt  2l/2  cm. 
below  the  left  costal  margin.  There  were  no  other 
important  physical  abnormalities. 

Laboratory  work  revealed  a 1-plus  albuminuria  but 
an  otherwise  normal  urinalysis.  Red  blood  count  was 
3,300,000,  hemoglobin  10.3  grams,  white  blood 
count  2300  with  74  polys  (8  non-filamented) , 24 
lymphocytes  and  2 monocytes.  Serology  was  negative; 
non-protein  nitrogen  was  33  mg.  per  cent;  blood 
sugar  was  90  mg.  per  cent.  Skin  tests  were  negative 
for  tuberculosis,  histoplasmosis,  blastomycosis,  and 
coccidioidomycosis.  A congo  red  test  showed  80  per 
cent  of  the  dye  remaining  in  the  blood;  phenol  red 
excretion  and  urea  clearance  were  normal.  Agglutina- 
tions for  typhoid,  paratyphoid,  brucella,  and  tular- 
emia were  negative  in  all  dilutions,  as  were  cold 
agglutinins.  Repeated  blood  cultures  were  negative, 
and  nose  and  throat  cultures  showed  the  "usual  flora.” 

Urine  cultures  showed  a moderate  growth  of  para- 
colon bacillus,  and  sputum  cultures  showed  E.  coli 
and  hemolytic  staphylococcus.  Sedimentation  rate  was 
32  mm.  in  one  hour.  Liver  function  tests  showed  a 
total  serum  bilirubin  of  0.7  mg.  per  cent,  alkaline 
phosphatase  of  1.6  millimol  units,  prothrombin  time 
65  per  cent  of  normal,  bromosulphalein  retention  of 
"0,”  cephalin  cholesterol  flocculation  4-plus,  thymol 
turbidity  of  25  units,  serum  albumin  of  4.2  gm.  per 
cent,  and  serum  iron  of  54  gamma  per  cent.  Bone 
marrow  showed  a neutrophilic  hyperplasia  of  marrow 
tissue  with  a moderate  increase  in  monocytes  and 
monocytic-like  cells.  A liver  biopsy  revealed  only 
mild  acute  and  chronic  hepatic  changes.  A lymph 
node  biopsy  was  reported  as  showing  lipomatosis. 
Bronchoscopy  and  bronchial  washings  revealed  no 
malignant  cells. 

An  electrocardiogram  was  normal,  and  a chest  x-ray 
revealed  an  increase  of  the  hilar  shadow  bilaterally, 
being  more  prominent  on  the  right,  and  infiltrative 
changes  in  the  base  of  the  right  upper  lobe  with 
some  elevation  of  the  right  interlobar  septum.  Upper 
and  lower  gastrointestinal  series  were  normal.  A 
bronchogram  revealed  no  major  abnormalities,  and  an 
intravenous  pyelogram  revealed  only  minor  changes 
consistent  with  minimal  right  pyelonephritis. 

The  patient’s  hospital  course  was  one  of  continued 
fever  controlled  initially  with  aspirin.  On  the  fifth 
hospital  day  he  developed  lower  left  chest  pain,  and 
at  that  time  a chest  film  showed  lower  left  lobe 
pneumonia.  Penicillin  and  streptomycin  were  started, 
but  the  fever  continued  through  the  23rd  hospital 
day  and  there  was  no  change  in  his  general  condition. 
At  that  time  cortisone  and  Chloromycetin  were  begun, 
and  his  fever  subsided  shortly  thereafter.  These  medi- 
cations were  gradually  withdrawn  and  were  discon- 


tinued on  the  32nd  hospital  day.  Clinical  improve- 
ment continued,  and  he  was  discharged  on  the  37th 
hospital  day  without  any  specific  diagnosis  having 
been  made. 

The  patient’s  second  University  of  Kansas  Medical 
Center  hospitalization  occurred  in  March  of  1955, 
almost  exactly  two  years  after  his  initial  work-up. 
On  this  admission  he  stated  that  he  had  been  in 
reasonably  good  health  since  his  previous  hospitaliza- 
tion except  for  an  occasional  short  febrile  bout. 
About  two  weeks  prior  to  admission  he  started  run- 
ning a fever  and  was  treated  with  Aureomycin,  250 
mg.  four  times  daily,  and  within  a few  days  became 
afebrile  until  the  day  prior  to  his  hospitalization. 
Physical  examination  revealed  a well  developed,  well 
nourished  white  male  who  appeared  chronically  ill. 
His  temperature  was  102  degrees,  and  he  had  a 
marked  seborrheic  dermatitis  involving  his  scalp  and 
face.  The  liver  was  palpable  3 cm.  below  the  right 
costal  margin,  and  the  spleen  was  felt  2l/2  cm.  below 
the  left  costal  margin.  The  lung  fields  were  clear,  and 
the  heart  was  normal  to  examination.  There  were  no 
palpable  lymph  nodes  and  physical  examination  was 
otherwise  unremarkable. 

His  red  blood  count  was  3,500,000,  white  blood 
count  was  7300  with  a differential  count  of  69  polys 
(17  non-filamented),  21  lymphocytes,  and  10  mono- 
cytes. Blood  chemistries  were  within  normal  limits, 
serology  was  negative,  and  the  glucose  tolerance  curve 
was  normal.  Agglutinins  for  typhoid,  paratyphoid 
and  brucella  were  negative  in  all  dilutions. 

Urine  cultures  were  negative,  and  repeated  sputum 
cultures  failed  to  grow  out  any  significant  organisms. 
Heterophile  and  cold  agglutinins  were  absent,  and 
blood  cultures  were  negative  on  several  occasions. 
Sedimentation  rate  was  14  mm.  in  one  hour.  An 
electrocardiogram  was  within  normal  limits.  Bone 
marrow  biopsy  was  reported  as  showing  an  increase 
in  monocytes  and  monocytic-like  elements  and  a shift 
to  the  left  in  neutrophilic  elements.  Liver  function 
profile  revealed  a serum  bilirubin  of  1 mg.  per  cent, 
total  cholesterol  of  240  mg.  per  cent  with  54  per  cent 
esters,  serum  albumin  of  4.9  gm.  per  cent,  serum 
globulin  of  0.46  gm.  per  cent  and  bromosulphalein 
retention  of  21  per  cent.  Thymol  turbidity  and  ceph- 
alin cholesterol  flocculation  were  negative. 

Electrophoretic  studies  of  his  blood  failed  to  show 
the  presence  of  gamma  globulin.  A careful  study  of 
his  blood  hematologically  failed  to  show  isohem- 
agglutinins. Typhoid  immunization  was  attempted, 
and  he  responded  to  each  injection  with  marked 
temperature  spike,  but  repeated  studies  in  ensuing 
weeks  failed  to  reveal  any  agglutinins  to  typhoid. 
The  patient  was  febrile  during  the  early  part  of  his 
hospital  stay  until  he  was  given  an  injection  of  20 
cc.  of  gamma  globulin,  at  which  time  his  temperature 


OCTOBER,  1956 


613 


subsided  almost  dramatically.  He  remained  afebrile 
except  for  the  temperature  elevations  with  typhoid 
immunization  and  felt  well  on  discharge  from  the 
hospital.  Since  then,  he  has  been  followed  in  the 
Kansas  University  Medical  Center  Out-Patient  Clinic 
and  has  had  a few  febrile  bouts,  each  of  which  re- 
sponded promptly  to  gamma  globulin  injections. 

HISTORY  AND  CASE  REPORTS 

The  first  recorded  case  in  which  a typical  clinical 
syndrome  was  correlated  with  a decrease  of  gamma 
globulin  in  the  blood  was  reported  by  Bruton1  in 
1952  in  an  eight-year-old  boy  who  had  had  repeated 
blood  stream  and  respiratory  infections  for  four  years. 
On  ten  separate  occasions  a pneumococcus  had  been 
recovered  from  his  blood.  This  child  had  mumps  at 
three  separate  times  and  failed  to  develop  a negative 
Schick  test  after  repeated  injections  of  diphtheria 
toxoid.  He  was  also  found  to  be  unable  to  produce 
antibodies  against  typhoid  vaccine  and  pneumococcal 
polysaccharide.  Electrophoretic  studies  showed  a com- 
plete absence  of  gamma  globulin  in  his  blood,  and 
intermittent  injections  of  gamma  globulin  resulted 
in  both  symptomatic  and  clinical  improvement. 

Numerous  other  reports  have  followed  in  the  last 
four  years  with  a steady  stream  of  descriptions  of 
this  disease.  It  is  now  apparent  that  this  is  probably 
not  a rare  condition  but  one  awaiting  only  greater 
awareness  by  the  clinician  to  make  its  recognition 
relatively  common.  Of  the  more  recent  reports,  Jane- 
way has  described  nine  boys  with  agammaglobulin- 
emia and  suggested  that  this  was  sex  linked  and  a 
congenital  defect.2 

An  early  report  of  this  entity  involving  a female 
was  that  of  an  eight-weeks-old  girl  who  did  not 
develop  neutralizing  antibodies  to  vaccinia  and  who 
died  of  progressive  vaccinia.  Her  blood  showed  no 
gamma  globulin,  and  autopsy  showed  a striking  ab- 
sence of  lymphocytes  in  lymph  nodes  and  spleen, 
correlating  with  clinical  lymphopenia. 

This  entity  has  been  described  in  a 58-year-old 
female  with  malignant  lymphoma,  indicating  its  pres- 
ence in  other  disease  states.  Various  authors  have 
stressed  the  frequency  of  bronchiectasis  in  adult  cases. 
Splenomegaly  has  been  frequently  cited  in  these  pa- 
tients, with  an  accompanying  leukopenia.  Various 
other  interesting  case  histories  have  also  been  re- 
corded, and  all  have  stressed  the  virtual  lack  of  re- 
sistance to  infection  with  an  accompanying  grossly 
deficient  blood  level  of  gamma  globulin.  Most  of 
these  reports  deal  with  the  fascinating  clinical  rami- 
fications of  this  problem  and  include  speculation  as 
to  the  yet  unknown  origin  of  the  underlying  disease 
problem. 


PHYSIOLOGY  OF  THE  IMMUNE  MECHANISM  AS 
RELATED  TO  GAMMA  GLOBULIN 

One  of  the  reasons  for  the  tremendous  amount  of 
interest  in  this  disease  is  that  it  certainly  gives  proof 
to  the  long  suspected  belief  that  gamma  globulin 
is  closely  related  to  the  mechanisms  of  resistance  to 
infection.  However,  unfortunately,  there  are  many 
gaps  in  our  knowledge  about  gamma  globulin  itself. 

It  has  been  calculated  that  approximately  13  per 
cent  of  the  total  serum  proteins  are  gamma  globulin, 
which  is  chiefly  concerned  in  the  immunological 
process,  but  a small  portion  of  the  gamma  globulin 
fraction  is,  however,  of  unknown  significance.  Care- 
ful studies  have  demonstrated  that  there  are  various 
subfractions  of  the  gamma  globulin  with  each  portion 
having  antigenic  activity,  that  their  precipitability 
with  different  antigens  varies,  and  that  there  presum- 
ably are  inhibiting  fractions  which  can  block  pre- 
cipitation of  one  sub-group  while  enhancing  pre- 
cipitability of  another.  Antibody  titers  are  said  to  be 
the  result  of  competing  protein  molecules  of  varying 
reaction  capacity.  However,  not  all  antibodies  are  in 
the  gamma  globulin  group,  for  blood  group  isohem- 
agglutinins, typhoid  "0”  agglutinins,  and  true  Was- 
sermann  reagin  are  said  to  be  beta-2  globulins. 

The  normal  adult  has  25  mg.  of  circulating  gamma 
globulin  in  dynamic  equilibrium  with  a similar 
amount  which  is  located  extravascularly,  and  the 
serum  levels  are  closely  related  to  adaptive  processes. 
They  are  known  to  be  high  at  birth  because  of  the 
transplacental  transmission  of  antibodies,  fall  for 
several  months,  and  thereafter  rise  slowly  as  the 
individual  comes  in  contact  with  immunizing  dis- 
eases. This  low  gamma  globulin  in  infancy  seems  well 
correlated  with  the  fact  that  the  early  months  are  the 
precarious  ones  as  far  as  infectious  diseases  are  con- 
cerned, and  many  clinicians  feel  that  treatment  with 
pooled  gamma  globulin  protects  against  infectious 
episodes  in  young  children  as  well  as  in  others  with 
refractory  infections.  Studies  with  the  administration 
of  radioactive  gamma  globulin  (tagged  with  I131) 
have  shown  that  half  life  is  approximately  13  days  in 
adults  and  20  days  in  children  and  that  the  normal 
adult  apparently  catabolizes  one-third  of  his  total 
supply  (about  3-8  grams)  daily. 

Perhaps  the  greatest  defect  in  our  knowledge  of 
the  globulins  is  related  to  their  site  of  origin.  It  would 
seem  that  the  existence  of  this  disease  with  its  im- 
munoglobulin defect  would  point  to  a special  site 
and  mechanism  for  its  synthesis.  Various  workers 
favor  the  reticulo-endothelial  cells,  immature  tissue 
lymphocytes,  plasma  cells,  or  a combination  of  these. 
There  is  favorable  evidence  for  the  plasma  cell  as  a 
site  of  gamma  globulin  production  since  it  has  been 
shown  that  in  hyperimmune  rabbits  there  is  a massive 
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plasma  cell  infiltration  of  many  organs,  and  the  high 
gamma  globulin  levels  which  accompany  this  state 
fall  with  cortisone-induced  regression  of  these  cells. 
In  children  with  agammaglobulinemia,  regional 
lymph  nodes  show  no  germinal  center  formation  or 
plasma  cells  after  antigenic  stimulation,  whereas  this 
is  not  so  in  normal  children.  In  multiple  myeloma, 
a disease  involving  plasma  cells,  aberrations  of  gam- 
ma globulin  have  been  reported.  Careful  bone  mar- 
row studies  in  patients  with  agammaglobulinemia 
seem  to  point  toward  a plasma  cell  deficiency  as  com- 
pared to  normal  persons,  and  the  same  is  true  in 
reported  investigations  of  lymph  node  histology.  In 
persons  with  rheumatic  fever,  in  which  elevated  gam- 
ma globulin  levels  frequently  are  encountered,  plas- 
macytosis  is  often  seen. 

However,  there  is  also  some  fairly  impressive  evi- 
dence implicating  fixed  tissue  lymphocytes  which, 
it  is  suggested,  may  become  released  as  blood  lym- 
phocytes or  while  still  in  lymphoid  tissue  may  under- 
go cytolysis  and  give  rise  to  blood  antibodies  by 
shedding  their  surface  protein  films.  To  support  this 
view,  several  authors  cite  lymphopenia  in  patients 
with  agammaglobulinemia.  They  also  point  out  that 
histologically  lymph  nodes  tend  to  be  hypoplastic, 
which  raises  a strong  temptation  to  correlate  the  ab- 
sent gamma  globulin,  blood  lymphopenia,  and  quan- 
titative lack  of  tissue  lymphocytes  at  biopsy  and  to 
interpret  them  as  being  due  to  greatly  reduced  lym- 
phopoietic activity.  In  refutation  of  this  idea,  how- 
ever, is  the  knowledge  that  not  all  persons  with  this 
disorder  show  definite  evidence  of  reduced  lympho- 
cytic activity. 

Of  some  importance  is  the  fact  that  factors  other 
than  gamma  globulin  are  related  to  the  body’s  ability 
to  resist  infectious  episodes,  and  these  must  be  con- 
sidered in  the  evaluation  of  individuals  who  seem- 
ingly have  an  inability  to  cope  with  infection.  It 
has  been  pointed  out  that  local  anatomical  changes, 
including  diminished  blood  supply  and  obstruction 
to  hollow  viscera,  changes  in  tissue  reactivity  as  might 
occur  in  various  metabolic  disorders  (scurvy),  and 
failure  of  normal  defense  mechanisms  as  might  occur 
under  heavy  anesthesia  or  with  neutropenia,  all  vitally 
influence  the  host’s  response  to  a bacterial  or  viral 
invasion.  Of  great  interest  along  the  same  lines  is 
a newly  discovered  serum  protein,  properdin,  which 
seems  to  act  with  complement  and  magnesium  and 
seems  to  participate  in  such  reactions  as  destruction 
of  bacteria,  neutralization  of  viruses,  and  lysis  of 
certain  red  blood  cells. 

ETIOLOGY  OF  GAMMA  GLOBULIN  DEFICIENCY 

There  has  been  no  really  adequate  explanation  of 
the  etiology  of  this  disorder,  a fact  which  probably  is 
to  some  extent  related  to  our  deficiency  in  knowledge 


of  the  basic  physiology  of  gamma  globulin.  It  is 
important  to  appreciate  that  low  levels  of  gamma 
globulin  have  been  recognized  in  various  disease 
states,  such  as  severe  nutritional  deficiency,  the  ne- 
phrotic syndrome,  multiple  myeloma,  in  states  asso- 
ciated with  marked  protein  catabolism,  in  so-called 
idiopathic  hypoproteinemia,  and  in  the  face  of  in- 
adequate lymphoid  tissue  function,  such  as  might 
occur  with  cancerous  replacement  and  radiation  dam- 
age to  lymphatic  tissues.  These  conditions  differ  from 
the  disease  described  in  this  paper  since  they  are 
associated  with  low  total  proteins  of  which  gamma 
globulin  deficiency  is  only  a part. 

From  a clinical  point  of  view  it  would  seem  likely 
that  there  are  numerous  causes  of  gamma  globulin, 
many  of  which  are  not  at  all  understood  as  yet.  Most 
authors  are  inclined  to  divide  their  cases  into  acquired 
and  hereditary.  The  latter  type  was  brought  to  mind 
almost  immediately  since  early  case  descriptions  were 
all  noted  in  male  children.  Many  authors  soon  be- 
lieved that  agammaglobulinemia  was  a sex-linked  re- 
cessive condition,  analogous  in  its  mode  of  transmis- 
sion to  hemophilia,  with  the  basic  defect  being  an 
inability  to  synthesize  gamma  globulin.  However,  it 
was  not  long  before  an  increasing  number  of  case 
reports  began  to  appear  describing  this  disease  in 
adults  of  both  sexes  who  had  clearly  had  their  afflic- 
tions for  only  a few  years.  At  this  point  it  became 
feasible  to  describe  a secondary  or  acquired  form  of 
this  entity  which  seemed  to  develop  at  any  age  and  in 
either  sex. 

It  is  felt  that  in  some  of  the  acquired  cases  the 
globulin  deficiency  is  secondary  to  a definite  disease 
process  which  involves  the  lymphatic  or  reticulo- 
endothelial system,  such  as  leukemia,  sarcoidosis, 
Hodgkin’s  disease,  histoplasmosis,  et  cetera.  Most  of 
the  so-called  "acquired”  cases  which  have  been  de- 
scribed, including  the  one  outlined  in  this  paper,  are 
not  associated  with  any  discernible  underlying  disease 
state.  This  makes  appreciation  of  their  etiology  a 
rather  difficult  matter. 

An  interesting  hypothesis  has  been  presented  by 
Bram  and  Morton29  who  find  it  difficult  to  envision 
any  acquired  process  that  would  selectively  assault 
globulin  production  without  affecting  closely  related 
functions.  They  feel  that  elimination  of  a single  pro- 
tein is  much  more  characteristic  of  a hereditary  pro- 
cess in  which  the  gene  for  that  particular  function 
is  defective.  They  also  point  out  that  the  late  appear- 
ance of  this  process  in  some  patients  is  not  inconsist- 
ent with  their  theory,  particularly  when  it  is  con- 
sidered that  many  inherited  defects  make  their 
appearance  at  varying  ages. 

It  too  is  their  belief  that  some  of  these  "secondary” 
cases  described  in  lymphomas  probably  were  not 
associated  with  a lymphoma  in  so  far  as  pathologists 
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at  times  have  great  difficulty  in  distinguishing  a pri- 
mary neoplastic  change  from  the  intense  reticulo- 
endothelial hyperplasia  that  can  occur  in  response  to 
agammaglobulinemia. 

Furthermore,  they  believe  that  cases  described  as 
being  due  to  a granuloma  or  other  infectious  processes 
showed  that  more  than  likely  the  infection  that  was 
present  was  related  to  the  patient’s  poor  resistance 
due  to  globulin  deficiency  because  it  seemed  unlikely 
that  a granulomatous  process  could  involve  globulin 
producing  centers  alone.  Their  reasoning  sounds 
logical,  and  it  would  seem  that  the  hypothesis  they 
present  has  much  merit.  However,  in  most  studies 
little  clinical  evidence  can  be  obtained  showing  a 
familial  incidence,  and  examinations  of  relatives  of 
patients  with  gamma  globulin  deficiency  have  revealed 
no  globulin  defects. 

It  has  been  suggested  that  perhaps  gamma  globulin 
deficiency  could  be  related  to  some  defect  in  the 
pituitary  adrenal  axis.  Good  and  Kelly37  studied  seven 
patients  with  this  disorder  to  see  if  they  could  as- 
certain any  adrenal-cortical  dysfunction,  but  with 
careful  laboratory  examination  they  could  find  nothing 
to  support  such  a concept.  Martin34  raised  another 
interesting  point  relative  to  the  etiology  of  this  dis- 
order by  studying  the  blood  proteins  of  four  pre- 
mature infants,  and  he  discovered  an  almost  total  lack 
of  gamma  globulin  at  or  before  the  26th  week.  It  is 
his  belief  that  agammaglobulinemia  represents  in 
some  manner  a persistence  of  the  fetal  pattern. 

NATURE  OF  THE  GLOBULIN  DEFECT 

In  the  absence  of  any  definite  knowledge  as  to 
where  in  the  human  body  gamma  globulin  is  pro- 
duced and  what  mechanism  is  responsible  for  its 
deficiency,  it  might  seem  presumptuous  to  inquire 
into  the  physiologic  nature  of  the  globulin  defect 
that  exists.  Several  theoretical  factors  causing  low 
globulin  levels  can  be  postulated,  including,  (1)  a 
diminished  rate  of  globulin  formation,  (2)  a dimin- 
ished rate  of  delivery  of  the  formed  globulin  to  the 
peripheral  blood,  (3)  an  increased  rate  of  utilization 
in  the  body,  (4)  an  increased  rate  of  destruction  or 
loss  from  the  circulation,  or  (5)  a definite  combina- 
tion of  these  factors. 

Fortunately,  in  recent  years  it  has  been  possible 
to  perform  tracer  studies  with  I131  labeled  gamma 
globulin  which  has  enabled  us  to  learn  something 
along  these  lines.  It  has  been  demonstrated  that  the 
rate  of  disappearance  of  tagged  globulin  is  no  differ- 
ent in  individuals  with  agammaglobulinemia  than  in 
normal  persons.  This  would  seemingly  indicate  that 
the  basic  defect  is  an  inadequate  synthesis  of  gamma 
globulin.  This  would,  of  course,  bring  to  mind  the 
possibility  that  this  condition  could  be  the  result  of 


an  insufficient  supply  of  precursor  material  for  gam- 
ma globulin  synthesis.  Unfortunately,  knowledge  of 
gamma  globulin  precursors  is  incomplete,  but  cer- 
tainly synthesis  does  not  seem  dependent  upon  pro- 
tein intake. 

In  patients  with  certain  rare  types  of  liver  disease, 
gamma  globulin  deficiency  can  occur  even  though 
there  are  high  levels  of  protein  intake.  This  suggests 
that  the  liver  probably  produces  some  unknown 
material  needed  for  gamma  globulin  production. 
Deficiency  of  pyridoxine  or  pantothenic  acid  or  ad- 
ministration of  the  pyridoxine  antagonist,  desoxy- 
pyridoxine,  can  result  in  gamma  globulin  deficiency 
in  animals,  but  the  required  degree  of  lack  of  these 
vitamins  must  be  severe.  Administration  of  these 
substances  in  human  patients  seems  entirely  without 
effect. 

CLINICAL  FEATURES 

Most  of  the  important  clinical  features  of  patients 
with  gamma  globulin  deficiency  have  already  been 
mentioned.  The  salient  picture  which  should,  of 
course,  bring  about  instant  suspicion  of  this  diagnosis 
is  the  presence  of  constantly  recurring  infectious 
episodes.  The  literature  is  full  of  fascinating  illustra- 
tions of  the  various  interesting  clinical  pictures  that 
can  result  from  this  deficiency  state.  It  has  been 
mentioned  that  (1)  many  of  these  individuals  present 
neutropenia  and  splenomegaly,  (2)  bronchiectasis  is 
an  extremely  common  finding,  (3)  repeated  attacks 
of  diseases  which  usually  confer  permanent  immunity 
are  frequently  seen,  and  (4)  on  occasion  some  of 
these  patients  have  had  more  than  one  episode  of 
meningitis  or  septicemia. 

Of  more  than  passing  interest  are  the  cases  reported 
by  Varco  and  his  associates21'  22  in  which  skin  was 
successfully  grafted  on  a person  with  agammaglobu- 
linemia from  an  entirely  unrelated  donor,  whereas 
the  reverse  could  not  be  accomplished.  They  felt  that 
this  successful  homotransplant  provided  strong  sup- 
port for  the  concept  that  an  immunologic  mechanism 
was  responsible  for  the  usual  failure  of  homotrans- 
plants in  man  except  in  monozygotic  twins. 

Another  noteworthy  case  was  recorded  by  Lati- 
mer17 in  an  individual  who  had  never  shown  any 
unusual  susceptibility  towards  infection  until  after 
she  was  subjected  to  a breast  biopsy,  following  which 
she  developed  a huge  necrotic  wound  of  her  entire 
chest  wall  which  would  not  heal  until  gamma  globu- 
lin was  administered,  after  it  was  discovered  that  she 
did  have  a globulin  deficiency. 

In  summarizing  the  important  clinical  features  that 
should  be  present  to  make  the  clinician  suspect  the 
possibility  of  agammaglobulinemia,  the  following  are 
listed: 

1.  Grossly  inadequate  resistance  to  infection,  as 
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manifested  by  frequently  recurring  and  unusually 
severe  infections. 

2.  Failure  to  develop  clinical  immunity  after  a 
seemingly  adequate  antigenic  stimulus,  such  as  a 
definite  history  of  repeated  attacks  of  a disease  usually 
conferring  permanent  immunity. 

3.  Certain  laboratory  findings  which  confirm  the 
diagnosis  and  which  will  be  elaborated  on  in  the 
section  to  follow. 

Seltzer  and  his  associates,26  in  discussing  this  prob- 
lem, raise  a puzzling  point  as  to  how  it  is  possible 
for  these  patients,  with  no  protection  against  infec- 
tious illnesses,  to  survive  any  time  at  all.  Surprisingly 
enough,  in  many  of  these  persons,  including  the  one 
described  in  this  paper,  survival  with  this  disease 
process  extends  for  35  years  or  more.  They  suggest 
several  explanations:  (1)  the  fact  that  most  viral 
infections  are  self-limiting,  (2)  that  antibodies  to 
infectious  agents  are  not  solely  in  the  globulin  frac- 
tion, (3)  that  there  probably  is  a tissue  immunity  not 
depending  on  circulating  antibody,  and  (4)  that 
extremely  low  levels  of  circulating  antibody,  not 
detectable  by  current  laboratory  methods  when  pres- 
ent, may  still  be  sufficient  to  eradicate  certain  infec- 
tious processes.  To  this  may  be  added  the  properdin 
system  already  discussed,  as  well  as  a report  by 
Henschel,19  who  discovered  that  in  one  of  his  patients 
periods  of  agammaglobulinemia  alternated  with  peri- 
ods of  hypogammaglobulinemia,  during  which  time 
detectable  globulin  levels  were  present.  This  latter 
mechanism  may  not  be  an  uncommon  one  and  could 
be  important  in  pointing  out  why  these  individuals 
may  have  periods  of  relative  freedom  from  infection. 

LABORATORY  PROCEDURES  FOR  DIAGNOSIS 

A discussion  of  laboratory  procedures  useful  in 
establishing  a diagnosis  of  gamma  globulin  deficiency 
seems  almost  superfluous,  since  only  chemical  proof 
is  necessary  to  show  that  gamma  globulin  levels  are 
depressed.  However,  the  situation  is  complicated  by 
the  fact  that  the  determination  of  gamma  globulin 
levels  is  a complex  procedure  still  reserved  for  special- 
ized laboratories.  Therefore,  we  are  forced  to  use 
other  methods  which  are  easier  and  which  would  in- 
directly be  useful  in  establishing  or  confirming  the 
diagnosis.  The  following  have  been  useful  along 
diese  lines. 

1.  Methods  of  determining  gamma  globulin.  The 
major  methods  of  use  are  chemical,  filter  paper  elec- 
trophoresis and  Tiselius  electrophoresis.  The  two 
former  methods  involve  in  their  final  steps  a calori- 
metric reading  that,  at  low  levels  of  gamma  globulin, 
is  subject  to  considerable  error.  The  filter  paper  meth- 
od is  subject  to  the  greatest  error  of  all  because  of 
the  diffuse  endpoint  and  calorimetric  error.  However, 
filter  paper  electrophoresis  does  serve  its  purpose 


well  in  following  changes,  particularly  when  these 
are  performed  by  the  same  person.  In  recent  years  it 
has  become  increasingly  possible  through  delicate 
immunochemical  methods  to  demonstrate  small 
amounts  of  gamma  globulin  in  the  blood;  many  of 
these  patients,  formerly  believed  to  be  completely 
lacking  in  gamma  globulin,  are  now  seen  to  have 
levels  of  20  mg.  per  cent  up  to  300  mg.  per  cent. 
Normal  gamma  globulin  levels  are  in  the  range  of 
600-1200  mg.  per  cent. 

2.  Zinc  turbidity.  This  is  a simple  screening  test 
which  is  usually  elevated  in  most  persons  with  re- 
peated infections,  yet  in  agammaglobulinemia  no 
turbidity  results. 

3.  Total  proteins  and  A/G  ratio.  If  agammaglobu- 
linemia is  suspected,  an  investigation  of  total  and 
fractional  proteins  will  be  helpful.  In  the  patient 
described  in  this  report,  the  diagnosis  was  almost 
confirmed  before  electrophoretic  studies  were  per- 
formed by  the  fact  that  the  total  globulin  levels,  as 
performed  by  the  usual  techniques,  were  0.46  gm.  per 
cent.  It  has  been  pointed  out  that  in  the  Howe  tech- 
nique, which  is  most  frequently  used  in  determining 
fractional  proteins,  the  alpha-globulins,  whose  levels 
are  normal  in  this  disease,  are  actually  measured  with 
the  albumin  fraction,  whereas  the  beta-globulins, 
which  are  usually  reduced  in  agammaglobulinemia, 
are  determined  along  with  other  globulins,  making 
for  a high  A/G  ratio. 

4.  Plasma  hemagglutinins.  The  hemagglutinins 
against  heterologous  blood  group  cells,  which  actually 
fall  in  the  beta-2  globulin  fraction,  are  low  or  absent 
in  this  disorder,  which  actually  points  up  the  fact 
that  the  deficiency  is  more  than  one  of  gamma  globu- 
lin. Thus,  individuals  with  type  A blood  do  not  have 
any  appreciable  titers  of  anti-B  isoagglutinins,  and 
those  with  type  0 blood  do  not  have  anti  A and  B 
isoagglutinins.  This,  theoretically,  would  make  all 
of  the  persons  with  this  disorder  universal  recipients. 

5.  Defective  response  to  antibody  challenge.  One 
of  the  most  useful  tools  in  studying  this  disease  is 
related  to  the  fact  that  its  victims  are  incapable  of 
responding  with  antibody  production  to  an  antigenic 
challenge  either  from  a naturally  occurring  disease  or 
purified  antigen.  It  has  been  shown  that  after  admin- 
istration of  typhoid  vaccine  no  levels  of  typhoid 
agglutinins  can  be  obtained,  after  diphtheria  immun- 
ization the  Schick  test  remains  positive,  and  no  anti- 
bodies are  developed  in  response  to  the  injection  of 
pneumococcal  polysaccharide.  Along  the  same  lines 
these  patients  usually  do  not  develop  positive  tuber- 
culosis or  histoplasmosis  skin  tests  and  have  com- 
pletely negative  titers  to  practically  all  antigenic 
stimulants  that  can  be  measured. 

6.  Other  laboratory  procedures. 

a.  Unexpected  normal  results:  Sometimes  in  these 
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patients  one  sees  normal  results  in  tests  depending 
upon  gamma  globulin  abnormalities.  Thus,  the  thymol 
turbidity  and  cephalin  cholesterol  flocculation  are  nor- 
mal in  individuals  with  apparent  liver  disease  in 
whom  an  elevation  might  be  expected,  as  in  the  case 
of  the  patient  in  this  discussion  who  had  a negative 
cephalin  cholesterol  flocculation  and  thymol  turbidity 
in  the  face  of  seemingly  obvious  hepatic  dysfunction. 

b.  Sedimentation  rate:  The  sedimentation  rate  is 
not  influenced  by  gamma  globulin  changes  since 
fibrinogen,  the  plasma  protein  which  determines  the 
sedimentation  rate,  is  normal  in  this  disease.  The 
same  is  true  of  the  C-reactive  protein  and  other  acute 
phase  reactions  which  are  not  influenced  by  globulin 
changes. 

c.  Lymphocyte  counts  and  lymph  node  histology: 
In  many  patients  with  gamma  globulin  deficiency 
lymph  nodes  have  been  observed  to  be  rather  strik- 
ingly hypoplastic,  and  some  authors  have  used  this 
as  support  for  their  belief  that  lymphatic  tissue  pro- 
duces gamma  globulin.  Some  patients  with  this  dis- 
order presumably  have  been  found  with  lymphopenia, 
but  this  is  not  a consistent  finding  and  was  not  so  in 
our  case. 

TREATMENT  OF  GAMMA  GLOBULIN  DEFICIENCY 

Naturally  treatment  of  gamma  globulin  deficit 
consists  of  administration  of  gamma  globulin.  Most 
authors  agree  that  if  a blood  level  of  100-150  mg. 
per  cent  of  gamma  globulin  is  achieved,  it  will  be 
sufficient  to  prevent  further  difficulty.  In  order  to 
achieve  such  levels,  20  cc.  of  gamma  globulin  is 
sufficient  when  injected  every  4 weeks  in  adults.  In 
children,  who  have  a longer  half  life  of  gamma 
globulin,  medication  in  smaller  amounts  can  be  given 
about  every  6 weeks.  It  is  fortunate  that  one  need 
not  give  gamma  globulin  in  dosage  sufficient  to 
achieve  normal  blood  levels  since  the  normal  adult 
would  require  25  cc.  of  the  commercial  15  per  cent 
solution  for  complete  replacement  therapy. 

The  material  cannot  be  given  intravenously  because 
of  severe  hypotensive  reactions,  whereas  intramuscular 
doses  of  over  20  cc.  are  said  to  result  in  chills,  fever, 
myalgia,  and  faintness.  In  the  literature,  dosage  sched- 
ules of  0.3  cc.  per  pound  are  recommended,  but  this 
would  lead  to  tremendous  injections  (30  cc.  in  a 
100-pound  individual).  One  report  from  Rome18 
points  out  that  if  gamma  globulin  is  not  available, 
whole  blood  transfusion  can  be  given  in  certain  pa- 
tients and  these  will  control  symptoms  although  an 
added  element  of  risk  is  introduced.  No  other  therapy 
has  been  of  any  avail,  including  pyridoxine,  a defi- 
ciency of  which  is  said  to  lead  to  gamma  globulin 
deficiency  in  animals,  and  ACTH.  The  use  of  anti- 
biotics, both  therapeutically  and  prophylactically,  is 
indicated. 


INCIDENCE 

This  disease  is  by  no  means  an  uncommon  one, 
as  evidenced  by  the  steady  stream  of  case  reports 
published  in  only  a few  short  years  since  the  original 
description.  Undoubtedly,  each  reader  can  bring  to 
mind  several  patients  he  has  seen  in  the  course  of  his 
practice  who  were  potential  candidates  for  this  diag- 
nosis. Very  few  studies  of  actual  incidence  are  avail- 
able, but  helpful  along  these  lines  is  a study  by 
Verschure23  who  did  electrophoretic  studies  of  the 
serums  of  2300  persons  and  discovered  15  people 
(11  men  and  4 women)  with  defective  gamma  globu- 
lin levels,  an  incidence  of  0.65  per  cent.  The  practical 
importance  of  remembering  the  frequency  of  this 
disorder  was  pointed  out  by  Kozinn,20  who  mentioned 
a case  of  generalized  vaccinia  developing  in  an  infant 
with  globulin  deficiency  who  had  received  a smallpox 
vaccination  in  New  York  City  during  the  course  of  a 
mass  inoculation  program. 

SUMMARY 

A case  is  described  of  a 58-year-old  white  man 
who  has  a clinical  picture  and  laboratory  findings 
consistent  with  the  important  recently  described  entity 
which  has  been  termed  agammaglobulinemia.  This 
process  consists  of  an  unusual  susceptibility  to  fre- 
quently recurring  infectious  episodes  associated  with 
low  or  absent  levels  of  gamma  globulin  in  the  blood. 
It  is  felt  that  this  entity  is  of  interest  and  significance 
since  it  definitely  has  many  implications  in  the  field  of 
immunology.  It  is  pointed  out  that  the  site  of  origin 
of  gamma  globulin  in  the  body  is  not  yet  known,  that 
there  is  reason  to  think  that  this  disease  can  be 
legitimately  divided  into  hereditary  and  acquired 
forms,  and  that  the  basic  defect  seems  to  be  an  in- 
ability of  the  body  to  synthesize  new  gamma  globu- 
lin, although  the  reason  for  this  inability  is  unknown. 
The  typical  clinical  and  laboratory  findings  are 
stressed,  replacement  therapy  with  gamma  globulin 
is  mentioned,  and  the  not  uncommon  incidence  of 
this  disease  is  pointed  out. 
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Scientific  progress  is  like  mounting  a ladder;  each  step  upward  is  followed  by  a brief 
pause  while  the  body  regains  its  balance,  and  we  can  no  more  disregard  the  steps  which 
have  gone  before  than  we  could  cut  away  the  lower  part  of  the  ladder. 

— O.  G.  Sutton 


Pyloric  Stenosis 


Study  of  Surgical  Treatment  in  36  Cases 


DONALD  R.  DAVIS,  M.D.,  Mission 


Pyloromyotomy  for  congenital  hypertrophic  pyloric 
stenosis  marks  one  of  the  greatest  advances  in  abdom- 
inal surgery  during  the  past  half  century. 

Hirschsprung4  is  credited  with  the  first  accurate 
description  of  the  disease  in  1887,  and  immediately 
afterward  surgeons  began  a search  for  a satisfactory 
method  of  dealing  with  the  problem.  Divulsion  of 
the  pylorus  with  graduated  sounds  introduced  through 
a gastrostomy  opening,  complementary  jejunostomy, 
pyloric  resection,  gastroenterostomy,  and  pyloroplasty 
of  a Heinike-Mikulicz  type  were  tried,  but  the  high 
mortality  rate  attendant  with  these  operations  (50- 
75  per  cent)  made  their  use  prohibitive. 

In  1907  Fredet3  introduced  a technique  of  pyloro- 
myotomy which  included  longitudinal  division  of 
hypertrophic  muscle  down  to  the  mucosa,  but  not 
through  it.  The  muscle  was  then  sutured  in  a trans- 
verse direction,  leaving  the  mucosa  intact.  His  results 
were  much  better  than  those  obtained  with  other 
methods  used  at  that  time. 

Four  years  later  Rammstedt,10’  11  while  attempting 
Fredet’s  operation  on  an  emaciated  infant,  was  unable 
to  complete  the  transverse  closure  of  the  pyloric  in- 
cision because  of  sudden  collapse  of  the  patient.  He 
terminated  the  operation  abruptly  by  returning  the 
pylorus  to  the  abdomen  with  the  wound  gaping  and 
the  mucosa  pouting  out  through  it,  then  hastily  closed 
the  abdominal  wound.  The  patient  was  returned  to 
his  room  in  a moribund  state  with  little  hope  for 
survival.  To  Rammstedt’s  great  surprise,  the  patient 
made  an  uneventful  and  complete  recovery.  Entertain- 
ing the  idea  that  simple  division  of  the  hypertrophic 
muscle  was  all  that  was  necessary  to  effect  a cure, 
Rammstedt  had  the  courage  of  his  convictions.  He 
repeated  the  "incomplete  Fredet  operation”  on  sub- 
sequent patients  and  observed  equally  gratifying  re- 
sults. Thus,  the  Fredet  operation,  which  embodied 
the  basic  principles  of  treatment,  was  accidentally 
streamlined  into  the  classical  Fredet-Rammstedt  py- 
loromyotomy universally  accepted  today. 

In  the  past  it  has  been  the  belief  that  all  patients 
should  be  given  a trial  of  medical  therapy  provided, 
of  course,  the  infant  had  not  already  reached  a serious 
state.  In  such  instance,  operation  was  carried  out  as 
soon  as  the  state  of  hydration,  alkalosis,  and  anemia 
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had  been  corrected.  In  recent  years,  particularly  in 
American  clinics,  there  has  been  a shift  from  this 
point  of  view  in  favor  of  early  surgical  treatment. 

Jacoby,5  Todd,13  Malmberg,8  and  others  have  re- 
ported satisfactory  results  with  medical  treatment  for 
this  disease.  In  the  main,  medical  management  con- 
sists of  the  administration  of  antispasmodics  (atro- 
pine, eumedrin,  scopyle)  before  each  feeding  to  relax 
the  pyloric  sphincter,  the  use  of  thick  cereal  prepara- 
tions with  re-feeding  after  vomiting,  and  frequent 
gastric  lavage  to  remove  mucus.  For  reasons  that  are 
obvious,  an  intelligent  and  patient  mother  is  a neces- 
sary prerequisite  for  the  success  of  such  a program. 
Virtually  all  who  support  medical  treatment  look 
upon  it  as  a "trial  of  therapy,”  so-to-speak,  and  they 
readily  yield  their  patients  to  the  surgeon  when  and 
if  failure  becomes  evident. 


Surgical  treatment  of  congenital  hy- 
pertrophic pyloric  stenosis  should  he 
carried  out  as  soon  as  the  patient  ean 
tolerate  the  procedure.  This  report  con- 
cerns patients  treated  by  11  surgeons  in 
Kansas  City  over  a 10-year  period. 


In  view  of  the  fact  that  the  death  rate  is  low  in 
surgically  treated  cases,  that  cure  is  rapid  and  com- 
plete, and  that  the  baby  readily  gains  weight  and 
strength  and  can  soon  be  returned  to  its  home,  I am 
of  the  opinion  these  babies  should  be  operated  upon 
as  soon  as  their  condition  permits.  Early  operation 
amounts  to  considerable  economic  saving  since,  after 
operation,  hospitalization  is  reduced  to  a few  days  in 
contrast  to  the  long  and  tedious  programs  of  medical 
therapy  which  often  terminate  with  the  necessity  for 
surgical  treatment  anyway. 

MATERIAL 

Case  histories  of  infants  operated  upon  for  con- 
genital hypertrophic  pyloric  stenosis  at  Bethany,  Prov- 
idence, and  St.  Margaret’s  Hospitals,  Kansas  City, 
during  the  10-year  period  beginning  January  1,  1946, 
and  ending  December  31,  1955,  have  been  studied. 
There  were  36  cases  representing  the  work  of  11  sur- 
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Figure  1.  Photograph  showing  typical  spool-like  tu- 
morous deformity  of  pylorus  in  congenital  hypertrophic 
pyloric  stenosis.  Note  "avascular  area”  on  the  anterior 
superior  aspect  of  pylorus. 

geons.  All  patients  were  found  to  have  a typical  spool- 
like  tumorous  deformity  of  the  pylorus  (Figure  1) 
at  operation,  and  all  were  treated  with  Fredet-Ramm- 
stedt  pyloromyotomy  (Figure  2) . 

Special  reference  was  made  to  the  patient’s  age, 
sex,  clinical  symptoms  and  signs,  duration  of  symp- 
toms, type  of  infant  feeding,  pre-  and  postoperative 
weight,  technique  of  operation,  complications,  mor- 
tality rate,  and  results  of  surgical  treatment. 

RESULTS 

There  were  28  males  and  8 females,  a ratio  of 
3.5:1.  The  average  age  at  onset  of  symptoms  was  23.7 
days,  and  home  treatment  was  carried  out  an  average 
of  12.7  days  preliminary  to  admission  to  the  hospital. 
The  youngest  patient  was  14  days  old,  the  oldest 
5 months.  Seven  infants  were  breast-fed,  29  were 
formula-fed. 

Projectile  vomiting  was  present  in  100  per  cent  of 
cases.  The  majority  of  infants  had  been  "feeding 
problems”  to  some  degree  since  birth,  but  in  all  cases 
it  was  possible  to  date  the  onset  of  their  disease  specifi- 
cally. Dehydration  was  present  to  some  degree  in  all 
cases;  however,  in  none  could  it  be  classed  as  severe. 
Peristaltic  rushes  were  visualized  in  more  than  half 
of  the  infants  (55.5  per  cent),  and  in  41.6  per  cent 
an  olive-sized  tumor  could  be  palpated  in  the  right 
upper  quadrant  of  the  abdomen.  X-ray  examination 
with  barium  swallow  was  done  in  17  cases  and 
showed  evidence  of  partial  or  complete  pyloric  ob- 
struction in  every  instance.  There  were  no  errors  in 
diagnosis. 

Only  one  patient  was  submitted  to  surgery  without 
a trial  of  medical  therapy  incorporating  antispasmodics 
and  adjustment  of  dietary  regime.  Thick  cereal-con- 
taining formula  preparations  were  used  in  most  in- 


stances, and  systemic  reactions  to  atropine  were  fre- 
quent. Careful  attention  was  paid  to  fluid  and  electro- 
lyte balance,  and  patients  were  prepared  preoperative- 
ly  an  average  of  6.4  hospital  days.  Anemia  was 
infrequently  encountered,  and  preoperative  transfu- 
sions were  required  in  only  two  instances. 

Inhalation  anesthesia  with  ether,  ethyl  chloride, 
nitrous  oxide,  and  Vinethene,  alone  or  in  combina- 
tions, was  used  in  66.6  per  cent  of  cases.  Inhalation 
anesthesia  supplemented  with  local  infiltration  of  the 
abdominal  wall  was  used  in  19-4  per  cent,  and  in 
13.9  per  cent  of  cases  local  infiltration  alone  was 
used.  Twenty-eight  cases  were  approached  through 
a right  rectus  muscle-splitting  incision  placed  high 
over  the  right  lobe  of  the  liver.  Five  had  transverse 
incisions,  and  three  had  subcostal  incisions. 

The  duodenum  was  opened  inadvertently  during 
the  course  of  pyloromyotomy  in  six  cases,  an  incidence 
of  1 6.6  per  cent.  In  five  cases,  simple  closure  was 
accomplished  by  sewing  the  mucosal  rent  with  fine 
intestinal  catgut.  Four  cases  were  closed  longitudi- 
nally, and  one  case  was  closed  in  a transverse  direc- 
tion. In  the  remaining  case  in  which  the  duodenum 
was  opened,  the  mucosa,  muscle  and  peritoneum  were 
closed  in  layers  with  No.  00000  intestinal  chromic 
catgut  and  silk,  then  the  tumor  was  rotated  90  degrees 
and  another  pyloromyotomy  was  done. 

One  patient  in  whom  the  duodenum  was  opened 
subsequently  died,  but  death  was  in  no  way  related 
to  this  operative  accident.  One  patient  in  whom 
simple  closure  was  done  developed  a wound  infection 
with  deep  dehiscence  on  the  sixth  postoperative  day. 
The  patient  was  returned  to  the  operating  room  and 
the  wound  was  secondarily  repaired.  The  remaining 
four  cases  showed  no  deleterious  effect  whatever  from 
accidental  duodenal  perforation.  An  omental  graft 
was  used  to  reinforce  the  site  of  pyloromyotomy  in 


Figure  2.  Photograph  of  completed  Fredet-Ramm- 
stedt  pyloromyotomy.  Note  mucosa  pouting  out 
through  divided  muscle  fibers. 
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three  patients  in  whom  the  duodenum  had  not  been 
opened,  and  in  five  patients  Gelfoam  was  used  to  con- 
trol ooze  at  the  site  of  pyloric  incision. 

Eighty-three  per  cent  of  patients  vomited  during 
the  immediate  postoperative  period,  but,  in  most  in- 
stances, vomiting  was  minimal  and  of  little  concern. 
The  stomachs  of  all  babies  not  suffering  from  post- 
operative vomiting  were  aspirated  at  the  termination 
of  the  operation. 

Upper  respiratory  infections  developed  in  two  pa- 
tients postoperatively.  In  one  patient  it  culminated  in 
post-infectious  purpura  hemorrhagica  and  death;  in 
the  other  it  resolved  promptly  and  the  baby  recovered. 
Wound  dehiscence  occurred  in  five  infants  during  the 
postoperative  period ; in  two  this  was  superficial  and 
did  not  require  secondary  closure.  One  patient  with 
deep  dehiscence  and  two  with  frank  eviscerations 
were  returned  to  the  operating  room  for  wound  re- 
pair. All  patients  with  wound  disruption  completely 
recovered. 

There  were  two  deaths  in  this  series,  giving  a mor- 
tality rate  of  5.5  per  cent.  One  patient  succumbed  to 
generalized  peritonitis  and  multiple  pulmonary  ab- 
scesses. Necropsy  findings  indicated  peritonitis  was 
caused  by  laceration  of  the  jejunum  with  perforation, 
presumably  of  accidental  origin  at  the  time  of  opera- 
tion. Aspiration  pneumonitis  with  pulmonary  abscess 
formation  also  contributed  to  this  baby’s  demise. 

The  second  death  was  a five-month-old  infant  who 
was  found  at  operation  to  have  a typical  spool-like 
tumorous  deformity  of  the  pylorus.  The  duodenal 
mucosa  was  opened  accidentally  during  pyloromyot- 
omy  and  closed  transversely  with  fine  chromic  catgut, 
utilizing  an  omental  graft  to  reinforce  the  pyloric 
rent.  The  patient  developed  an  upper  respiratory  ail- 
ment during  the  immediate  postoperative  period  and 
his  condition  worsened  rapidly  to  a point  where 
several  transfusions  of  whole  blood  were  required. 
Death  ensued  on  the  seventh  postoperative  day  from 
postinfectious  purpura  hemorrhagica.  Necropsy  re- 
vealed extensive  hemorrhages  into  the  skin  and  sub- 
cutaneous tissues,  heart,  lungs,  kidneys,  liver,  and 
other  abdominal  viscerae. 

In  the  34  surviving  patients  cure  was  complete.  In 
most  babies  feeding  formulae  were  tolerated  within 
a day  or  two  after  surgery.  They  all  gained  promptly 
in  weight  and  strength,  and  all  surviving  babies  were 
in  excellent  condition  when  dismissed  from  the  hos- 
pital. 

Antibiotics  were  used  in  83.2  per  cent  of  cases;  29 
babies  received  penicillin,  one  baby  received  sulfa- 
diazine, and  six  babies  received  no  antibiotic  at  all 
during  the  postoperative  period.  The  average  weight 
of  babies  on  admission  to  the  hospital  was  7.6 
pounds;  on  dismissal,  8.2  pounds.  Patients  were  hos- 
pitalized an  average  of  17.1  days;  the  shortest  hospi- 


tal stay  was  four  days,  the  longest  56  days.  After 
pyloromyotomy,  patients  were  dismissed  after  a post- 
operative period  averaging  10.4  days. 

FREDET-RAMMSTEDT  PYLOROMYOTOMY 

The  infant  usually  arrives  at  the  operating  room 
in  the  arms  of  a pediatric  nurse,  its  extremities  having 
been  wrapped  generously  in  sheet-wadding  and 
swathed  liberally  in  blankets  to  conserve  body  heat. 
The  baby  is  placed  on  the  operating  table  in  a supine 
position  and  secured  by  fixing  the  sheet-wadding  to 
the  operating  table  with  strong  safety  pins.  Conser- 
vation of  body  heat  is  of  prime  importance  in  these 
debilitated,  dehydrated  babies,  and  supplemental 
heat  is  provided  in  the  form  of  hot  water  bottles,  one 
on  either  side  of  each  lower  extremity  and  one 
beneath  the  small  of  the  back.  A number  10  or  12  F. 
catheter  is  passed  through  the  nose  to  the  stomach 
so  that  aspiration  may  be  completed  before  anesthesia 
is  commenced.  The  tube  is  left  in  place  throughout 
the  operation,  and  any  gas  that  might  accumulate 
during  the  operation  can  be  readily  expressed  by  the 
surgeon.  By  and  large,  ether  is  the  anesthetic  agent 
of  choice  except  in  institutions  where  a trained  anes- 
thetist is  not  available.  In  such  instance,  much  can 
be  said  in  favor  of  local  anesthesia. 

If  ether  is  used  as  a part  of  skin  preparation,  care 
must  be  taken  to  prevent  puddling  beneath  the  baby’s 
buttocks.  The  baby’s  tender  skin  can  be  burned  with 
ether,  and  blistering  can  be  a real  nuisance  during 
the  period  of  recovery. 

The  incision  preferred  varies  with  the  surgeon 
performing  the  operation.  A short  right  rectus  inci- 
sion, placed  high  over  the  right  lobe  of  the  liver,  is 
that  preferred  by  most  surgeons.  The  right  lobe  of 
the  liver  is  gently  retracted  superiorward,  and  the 
index  finger  inserted  into  the  abdomen  readily  veri- 
fies the  diagnosis  by  palpation  of  the  pyloric  tumor. 
All  mtra-abdominal  maneuvers  are  carried  out  with 
instruments  which  require  less  room  than  fingers. 

The  pylorus  is  delivered  through  the  wound  by 
gentle  traction,  care  being  taken  not  to  drag  heavily 
on  the  celiac  plexus,  then  grasped  between  the  thumb 
and  forefinger  of  the  operator.  The  zone  of  least 
vascularity  on  the  anterior  superior  surface  of  the 
pylorus  is  selected,  and  a longitudinal  incision 
through  the  serosa  and  superficial  musculature  is 
made.  A small  hemostatic  forceps  is  used  to  divide  the 
gristly  muscle  fibers  to  a point  where  the  mucosa 
herniates  through  the  pyloric  wound  up  to  the  level 
of  the  serosa.  The  use  of  a binocular  loupe  as  a visual 
aid  at  this  stage  of  the  operation  will  permit  more 
accurate  division  of  all  fibers  and  lessen  the  hazard 
of  duodenal  perforation.  Too,  it  will  assist  in  prompt 
recognition  of  this  accident,  should  it  occur. 

It  is  well  to  remember  the  pyloric  tumor  protrudes 
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into  the  duodenal  lumen  in  a fashion  analogous  to 
the  cervix  protruding  into  the  vagina.  It  is  at  this 
point,  where  the  mucosa  folds  upon  itself,  that  per- 
foration will  invariably  occur  when  the  operator  is 
too  energetic  in  splitting  the  duodenal  end  of  the 
tumor.  Robertson12  claims  it  is  not  necessary  to  divide 
every  last  strand  of  muscle  fiber  in  this  precarious 
recess;  he  believes  such  a practice  will  not  influence 
the  incidence  of  postoperative  recurrence.  This  view 
is  not  universally  accepted,  however.  Obviously,  ac- 
cidental perforation  must  be  recognized  and  treated, 
for  failure  to  do  so  will  result  in  death  from  perito- 
nitis. Gentle  pressure  on  the  stomach  will  often  force 
the  escape  of  gas  and  stain  the  mucosa  with  bile  when 
perforation  has  been  committed. 

Immediate  closure  with  one  or  two  sutures  of  fine 
arterial  silk  or  chromic  catgut  is  indicated.  Some  sur- 
geons prefer  to  reinforce  the  rent  with  a tab  of 
omentum  or  fat  as  an  additional  precaution.  After 
hemostasis  has  been  demonstrated,  the  pylorus  is 
dropped  back  into  the  abdominal  cavity  and  the  liver 
is  allowed  to  return  to  its  original  position.  The  ab- 
domen is  closed  in  layers  with  suture  material  of  the 
surgeon’s  choice.  It  should  be  emphasized,  however, 
that  fine  suture  material  yields  more  satisfactory 
wound  healing.  Ladd  et  al.°  write  they  have  found 
silk  more  satisfactory  than  catgut  in  1,145  operated 
cases. 

Postoperative  vomiting  will  be  minimized  if  the 
stomach  is  aspirated  at  the  termination  of  the  opera- 
tion. If  it  appears  there  will  be  need  for  repeated 
gastric  aspirations,  the  tube  is  simply  left  in  place. 

After  care  should  include  physical  facilities  permit- 
ting accurate  temperature  control  and  the  prevention 
of  crossed  infections.  Parenteral  fluids  are  adminis- 
tered in  amounts  sufficient  to  supplement  oral  intake 
and  maintain  hydration.  Eighty  to  100  cc.  by  hypo- 
dermoclysis  each  day  for  three  days  is  usually  ample. 
A standard  postoperative  feeding  program  is  desir- 
able in  order  that  interns,  nurses,  and  ward  attendants 
know  what  is  expected.  I do  not  believe  it  wise  to 
permit  handling  of  the  infant  without  necessity  until 
after  the  fourth  or  fifth  postoperative  day. 

COMPLICATIONS 

The  most  frequent  complication  during  operation 
is  perforation  of  the  duodenal  mucosa,  and  its  prompt 
recognition  and  immediate  repair  are  mandatory  to 
preserve  the  life  of  the  patient.  These  patients  should 
be  kept  on  constant  gastric  suction  for  36  to  72  hours 
after  operation  and  maintained  on  parenteral  fluids. 
Ladd  et  al.  opened  the  duodenum  23  times  in  1,145 
patients,  but  in  all  cases  the  accident  was  discovered 
and  repaired  immediately.  In  no  case  was  there  any 
untoward  effect.  It  seems  apparent  that  accidental  per- 


foration which  is  repaired  promptly  in  the  recom- 
mended fashion  adds  little  hazard. 

A disturbing  situation  arises  when  the  operation 
is  incomplete  and  sufficient  strands  of  pyloric  tumor 
remain  to  cause  persistent  stenosis  of  the  pylorus. 
These  patients  require  reoperation  at  the  earliest 
possible  moment  with  division  of  the  remaining  fibers 
of  pyloric  muscle  to  relieve  the  obstruction.  In  every 
case  with  persistent  symptoms,  incomplete  operation 
should  be  corrected  immediately  as  prompt  reopera- 
tion richly  increases  the  infant’s  chance  for  survival. 

Wound  infections  are  common,  but  the  incidence 
varies  widely  from  one  clinic  to  another.  Ladd  et  al. 
had  an  incidence  of  2.9  per  cent  in  380  operated 
cases,  whereas  Nafe9  reported  10  per  cent  of  his  129 
cases  "drained  during  the  postoperative  period.” 
Wound  dehiscence,  with  or  without  evisceration,  inci- 
sional hernia,  and  hemorrhage  are  less  commonly 
encountered  complications. 

Gastroenteritis  is  by  far  the  most  dreaded  complica- 
tion and  the  most  common  cause  of  death.  Looseness 
of  stools  during  the  postoperative  period  is  a signal 
for  prompt  measures  to  bring  about  its  control.  Sec- 
ond only  to  gastroenteritis  as  causes  of  death  during 
the  postoperative  period  are  pulmonary  atelectasis, 
peritonitis,  and  bronchopneumonia. 

DISCUSSION 

Poor  results  with  early  pyloromyotomy  in  congen- 
ital hypertrophic  pyloric  stenosis  are  generally  caused 
by  inadequate  knowledge  of  fluid  and  electrolyte  bal- 
ance. This  problem  having  been  overcome,  it  is  now 
unusual  for  patients  to  have  anything  but  a smooth 
postoperative  course,  and  the  family  can  be  assured 
there  will  be  no  ill  effects  in  later  life.  In  other  words, 
the  cure  is  complete ! Lurthermore,  the  steady  down- 
ward trend  of  mortality  figures  in  recent  years  lends 
support  to  the  assertion  the  operation  is  a relatively 
safe  one.  In  skilled  hands,  the  classical  operation 
combined  with  adequate  preoperative  preparation 
yields  a mortality  rate  of  less  than  3 per  cent. 

Levi7  reported  100  consecutive  cases  of  breast-fed 
infants  who  underwent  pyloromyotomy  without  a 
single  death ; in  the  same  period  46  bottle-fed  babies 
were  operated  upon  with  five  deaths,  all  from  gastro- 
enteritis. Donovan,2  analyzing  507  cases  treated  with 
pyloromyotomy  at  Babies  Hospital,  New  York,  re- 
ported a mortality  rate  of  1.8  per  cent  with  only  two 
deaths  in  389  cases  treated  during  the  period  1932- 
1946.  With  regard  to  the  almost  prohibitive  mortality 
rate  at  the  turn  of  the  century,  it  has  been  said  that 
in  no  other  field  of  surgical  endeavor  has  there  been 
such  a remarkable  diminution  in  mortality  statistics 
over  a comparable  period  of  time. 

Wollstein15  made  a special  study  of  healing  after 
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pyloromyotomy.  Using  23  necropsy  specimens  ob- 
tained between  24  hours  and  two  years  following 
operation,  she  determined  that  healing  after  operation 
is  brought  about  by  cells  in  the  sero  a and  submucosa. 
She  found  the  unstriped  muscle  of  the  pylorus  plays 
no  role  at  all  in  the  process.  Healing  is  complete  in 
nine  days  in  the  pyloric  wound,  and  the  pyloric  aper- 
ture is  completely  relaxed  in  two  weeks.  Within  one 
month  the  stomach  has  returned  to  normal  size,  and 
the  gap  between  the  ends  of  divided  muscle  has  prac- 
tically disappeared  by  the  end  of  the  sixth  week. 
When  the  patient  reaches  his  second  year,  only  a 
thin  line  of  connective  tissue  separates  the  muscle 
ends,  and  the  stomach  is  entirely  normal.  She  con- 
cluded pyloromyotomy  cures  the  pyloric  tumor. 

In  1951  Armitage  and  Rhind1  reported  gastric  re- 
section for  perforating  gastrojejunal  ulcer  in  a 41- 
year-old  man  whose  hypertrophic  pyloric  stenosis  had 
been  treated  by  gastroenterostomy  at  the  age  of  2 
months.  The  resected  specimen  afforded  an  opportu- 
nity to  examine  the  pylorus,  and  it  was  found  that 
hypertrophy  had  persisted  since  infancy. 

Walters14  reported  five  cases  in  which  severe  gas- 
trointestinal hemorrhage  from  ulcerated  gastrojeju- 
nitis  occurred  18  to  30  years  after  gastroenterostomy 
for  congenital  hypertrophic  pyloric  stenosis.  All  of 
his  patients  were  treated  by  gartric  resection,  and  all 
of  the  specimens  revealed  persistent  stenosis  at  the 
point  of  obstruction  of  the  pylorus. 

From  these  reports  one  might  conclude  that  in  a 
given  case  of  congenital  hypertroph'c  pyloric  stenosis 
the  tumor  will  persist  throughout  life,  to  a degree, 
unless  the  muscle  fibers  are  divided  as  in  the  Fredet- 
Rammstedt  pyloromyotomy.  In  my  opinion,  the  fore- 
going data  leaves  little  room  for  medical  management 
once  the  diagnosis  has  been  established. 

SUMMARY  AND  CONCLUSIONS 

Results  of  surgical  treatment  in  36  cases  of  congen- 
ital hypertrophic  pyloric  stenosis  have  been  presented. 
The  material  represents  the  experience  of  11  different 
surgeons  at  Bethany,  Providence,  and  St.  Margaret’s 
Hospitals,  Kansas  City,  over  a 10  year  period,  1946- 
1955. 

Males  predominated  over  females  by  a ratio  of 
3.5:1,  and  the  average  age  at  the  onset  of  symptoms 
was  23.7  days.  Twenty-nine  infants  were  formula- 
fed;  only  seven  were  breast-fed.  Projectile  vomiting 
was  present  preoperatively  in  all  infants,  and  41.6 
per  cent  demonstrated  an  olive-sized  tumor  in  the 
abdomen.  Inhalation  anesthesia  was  the  anesthesia  of 
choice  (66.6  per  cent)  and  a high  right  rectus  inci- 
sion was  used  in  the  majority  of  instances.  The  duo- 
denum was  inadvertently  opened  during  the  course 
of  pyloromyotomy  in  six  cases,  an  incidence  of  16.6 


per  cent.  Eighty-three  per  cent  of  patients  vomited 
during  the  postoperative  period,  and  the  stomachs 
of  all  babies  who  did  not  vomit  had  been  aspirated. 

There  were  two  deaths  in  this  series,  giving  a mor- 
tality rate  of  5.5  per  cent.  One  patient  succumbed 
to  generalized  peritonitis  and  multiple  pulmonary 
abscesses  secondary  to  accidental  undiscovered  lacera- 
tion of  the  jejunum  at  operation.  The  second  death 
was  from  post  infectious  purpura  hemorrhagica  in  a 
patient  who  developed  a severe  upper  respiratory 
tract  infection  during  the  immediate  postoperative 
period.  Of  the  34  surviving  patients,  cure  was  rapid 
and  complete.  Patients  were  dismissed  from  the  hos- 
pital after  pyloromyotomy  at  an  average  of  10.4  days. 

Surgical  treatment  of  congenital  hypertrophic  py- 
loric stenosis  should  be  carried  out  as  soon  as  the 
patient’s  condition  will  permit.  Pyloric  stenosis  will 
persist  throughout  life  if  pyloromyotomy  is  not  per- 
formed. The  operation  is  a safe  one  and  cures  the 
pyloric  tumor. 
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Report  of  a Case  Involving  the  Stomach , Duodenum , 

and  Jejunum  in  a Six-Year-Old  Girl 


KENNETH  L.  GRAHAM,  M.D.,  Leavenworth , and 
J.  E.  McCONCHIE,  M.D.,  Independence,  Missouri 


The  following  case  is  presented  in  order  to  show 
an  unusual  pathological  specimen  and  interesting 
radiologic  findings. 

The  patient  is  a six-year-old  girl  who  was  seen 
because  of  vague  pains  in  her  abdomen.  For  a year 
prior  to  this  she  had  been  a poor  eater  and  had  failed 
to  maintain  a normal  weight  for  her  age  and  height. 
She  had  had  a successful  operation  for  a ruptured 
appendix  at  the  age  of  three.  She  had  always  been 
a suspicious  withdrawn  child,  and  her  family  had 
never  been  able  to  discipline  or  train  her  with  good 
results.  Up  until  four  months  before  the  onset  of  the 
present  illness  she  had  had  a nervous  habit  of  biting 
her  fingernails  and  pulling  bits  of  hair  from  her  head 
and  chewing  them. 

On  physical  examination  a large,  non-tender,  mov- 
able mass  was  palpated  in  the  epigastrium ; there  were 


Figure  1.  Film  taken  two  hours  after  ingestion  of 
meal  reveals  barium-impregnated  bezoar  in  the  stomach 
and  jejunum. 


no  other  abnormal  findings.  Her  blood  count  revealed 
a white  blood  count  of  16,500,  red  blood  count  of 
4,100,000,  hemoglobin  68%,  differential  count,  polys 
61,  lymphs  34,  eosinphils  1,  monos  4.  The  sedimenta- 
tion rate  was  25  millimeters  in  an  hour,  Westergreen. 
Urinalysis  showed  a specific  gravity  1,001;  albumin, 
sugar,  and  microscopic  examinations  were  negative. 
The  clinical  impression  prior  to  x-ray  was  that  of  a 
neoplasm,  probably  a lymphoma,  Wilm’s  tumor,  or 
neuroblastoma. 

The  x-ray  examination  revealed  no  evidence  of 
pathology  within  the  barium  enema  study  with  the 


In  the  case  reported,  physical  exam- 
ination and  radiological  studies  gave  evi- 
dence of  a mass  lying  superior  to  the 
transverse  colon.  Surgical  findings  are 
described. 


palpable  mass  lying  superior  to  the  transverse  colon. 
The  upper  gastrointestinal  examination  immediately 
following  the  barium  enema  showed  a convex  shadow 
in  the  fundus  of  the  stomach  outlined  by  the  magen- 
blaze  in  the  fundus  of  the  stomach  prior  to  the 
ingestion  of  barium.  The  ingestion  of  a small  amount 


Figure  2.  Photograph  of  the  operative  specimen. 
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of  barium  revealed  a huge  filling  defect.  Since  the 
barium  filtered  into  the  surface  of  the  filling  defect, 
the  diagnosis  was  trichobezoar.  There  was  no  obstruc- 
tion to  the  ingested  barium. 

The  irregular  filling  defect  was  also  seen  to  extend 
into  the  duodenal  cap  and  as  far  as  the  proximal 
jejunum.  A two-hour  follow  up  examination  revealed 
the  stomach  empty  of  barium  except  for  that  impreg- 
nated in  the  large  hair  ball.  It  was  our  conclusion 
that  the  child  had  a large  trichobezoar  of  the  stomach, 
duodenum,  and  proximal  jejunum. 


On  January  31,  1956,  a gastrotomy  was  performed 
and  a large  trichobezoar  forming  a cast  of  the  stom- 
ach, duodenum,  and  proximal  jejunum  was  extracted. 
The  postoperative  course  was  uneventful. 

Kenneth  L.  Graham,  M.D. 

520  Sixth  Avenue 
Leavenworth,  Kansas 

J.  E.  McConchie,  M.D. 

129  West  Lexington  Street 
Independence,  Missouri 


Rehabilitation 

Restoration  of  Function  after  Fractures  Is  an  Important  and 
Sometimes  Neglected  Feature  of  Their  Treatment 

CHARLES  R.  ROMBOLD,  M.D.,  and  CLINE  D.  HENSLEY,  JR.,  M.D.,  Wichita 


A group  of  unfortunate  late  sequelae  complicate 
the  end  results  of  various  fractures.  Some  of  these 
have  been  mentioned  in  previous  sections  when  they 
were  especially  pertinent  to  the  particular  injury  under 
discussion.  Because  of  their  importance,  they  are  now 
brought  together  for  consideration  as  complications 
common  to  more  than  one  fracture  and  productive  of 
severe  and  often  permanent  disability.  These  late 
complications  which  beset  the  path  of  the  fracture 
surgeon  and  his  patient  are  considered  below. 

LIMITED  JOINT  MOTION 

Joint  motion  may  be  restricted  by  one  of  the  fol- 
lowing mechanisms : (1)  intracapsular  adhesions,  (2) 
extracapsular  soft  tissue  contractures,  (3)  adhesion  of 
muscle  to  bone  at  a distance  from  the  involved  joint, 
and  (4)  mechanical  disruption  of  the  joint  surface 
secondary  to  failure  to  restore  anatomic  alignment  of 
the  joint. 

The  severity  and  the  significance  of  the  compli- 
cation depend  upon  the  joint  involved  and  the  mech- 
anism productive  of  limitation  of  joint  motion. 
Where  possible,  prevention  of  this  complication  is 
the  best  treatment.  One  of  the  major  advantages  of 
rigid  internal  fixation  with  respect  to  fractures  of  the 
shaft  of  the  femur  and  subtrochanteric  and  intertro- 
chanteric fractures  of  the  femur  in  elderly  individuals 
is  the  preservation  of  motion  in  the  knee  and  hip  and 
the  avoidance  of  late  contractures  with  loss  of  exten- 
sion at  the  knee.  Early  mobilization  of  adjacent  joints 


is  a dividend  of  skillfully  performed  rigid  internal 
fixation. 

Where  limitation  of  joint  motion  was  not  or 
could  not  be  prevented,  restoration  of  function  must 
be  considered.  In  analyzing  the  approach  to  an  indi- 
vidual problem,  the  first  consideration  must  be  the 
actual  disability  that  incurs  to  the  patient  as  a result 
of  limited  motion.  Limited  motion  at  the  shoulder 


This  is  the  concluding  installment  of  a 
four-part  series  which  began  in  the  Jour- 
nal for  July.  Other  parts  were  published 
in  the  issues  for  August  and  September. 


or  elbow  may  result  in  comparatively  little  actual 
disability  to  the  patient,  particularly  if  the  func- 
tional arc  of  motion  is  retained.  The  last  30  degrees 
of  extension  at  the  elbow  are  of  little  significance 
and  do  not  warrant  major  attempts  to  restore  full 
range  of  motion.  On  the  other  hand,  loss  of  the  last 
30  degrees  of  extension  at  the  knee  constitutes  a 
major  disability  and  warrants  serious  effort  to  restore 
the  lost  range  of  motion. 

The  second  factor  that  must  be  considered  is  the 
mechanism  productive  of  the  restricted  motion.  Intra- 
capsular adhesions  are  amenable  to  gentle  stretching, 
preferably  carried  out  over  a long  period  of  time  as 
consistent,  active  exercise  by  the  patient  under  the 


626 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


direction  of  the  surgeon  or  a competent  physical  ther- 
apist. Rough,  forceful  stretching  or  tearing  of  intra- 
capsular  or  extracapsular  adhesions  will  result  in  hem- 
orrhage with  organization  of  the  traumatized  parts, 
further  scar  formation,  and  persistent  contraction. 
Mechanical  devices  with  a constant  corrective  force 
are  frequently  a major  help  in  stretching  soft  tissue 
contractures. 

Surgical  release  of  contractures  must  occasionally 
be  considered  where  more  conservative  efforts  are 
doomed  to  failure.  Old  areas  of  heavy  capsular  fibro- 
sis or  extensive  scarring  of  soft  tissue  with  incarcer- 
ation of  the  tendons  about  the  hand  are  difficult  prob- 
lems, and  it  may  be  impossible  to  restore  the  normal 
gliding  motion  in  this  intricate  piece  of  machinery. 
Quadriceps  adhesion  to  the  anterior  femur  is  a fairly 
common  complication  of  supracondylar  fractures  of 
the  femur.  The  restriction  of  flexion  of  the  knee  re- 
sults from  check-rein  effect  of  the  adherent  distal 
quadriceps  and  the  patellar  tendon.  Motion  may 
sometimes  be  restored  across  the  knee  by  a quadriceps- 
plasty  with  sacrifice  of  some  strength  of  the  quad- 
riceps to  regain  an  increased  range  of  flexion  across 
the  knee.  Conversely,  extension  of  the  knee  joint  may 
be  regained  by  subperiosteal  capsulotomy  with  length- 
ening of  the  hamstring  tendons.  Forceful  wedging  or 
manipulation  of  a knee  flexion  deformity  is  to  be  con- 
demned since  it  frequently  results  in  posterior  sub- 
luxation  of  the  tibia  on  the  femur. 

NERVE  DAMAGE 

Damage  to  the  central  or  peripheral  nervous  system 
may  result  directly  from  the  fracture  in  question,  as 
an  indirect  complication  of  the  treatment  of  the  frac- 
ture, or  as  a late  sequela  of  specific  fractures. 

Direct  injury  to  the  nervous  system  may  complicate 
fractures  involving  the  vertebral  column.  Neurologi- 
cal damage  is  most  prone  to  occur  in  vertebral  frac- 
tures above  the  level  of  the  first  lumbar  vertebra 
where  the  spinal  cord  tends  to  fill  the  neural  canal. 
Any  injury  which  results  in  transient  or  permanent 
encroachment  upon  the  neural  canal  may  produce 
damage  to  the  contents  of  the  canal.  The  treatment  of 
this  major  complication  is  complex  and  frequently 
demands  the  skills  of  the  neurosurgeon,  the  urologist, 
the  internist,  and  the  physical  therapist,  in  addition  to 
conscientious  and  constant  nursing  care. 

Immediate  total  paraplegia  associated  with  fracture 
or  fracture  dislocation  in  the  thoracic  or  cervical  spine 
carries  a poor  prognosis.  Transportation  of  the  patient 
must  be  carried  out  with  skill  and  gentleness,  and 
the  patient  must  be  maintained  in  a neutral  position 
until  the  mechanism  of  cord  injury  is  determined 
and  means  for  proper  treatment  are  at  hand.  Immedi- 
ate treatment  is  directed  toward  relief  of  spinal  cord 
compression. 


If  manometric  tests  indicate  a block,  and  if  physical 
and  x-ray  examination  corroborate  this  finding,  it  is 
mandatory  that  the  compression  be  relieved.  This  may 
be  accomplished  by  closed  reduction  of  the  fracture 
or  dislocation ; by  hyperextension  in  case  of  thoracic 
vertebra,  or  traction  with  skull  tongs  in  the  case  of 
fractures  of  the  cervical  spine ; or  open  reduction  with 
or  without  laminectomy.  Open  reduction  is  the  treat- 
ment of  choice  with  a compression  fracture  associated 
with  complete  forward  dislocation  of  the  superior 
vertebra  with  locking  of  the  articular  facets.  Hyper- 
extension  in  this  injury  will  increase  cord  compression 
and  is  contraindicated. 

Open  reduction  may  also  be  necessary  in  injuries 
which  have  resulted  in  fragmentation  of  the  posterior 
elements  with  displacement  of  bony  fragments  into 
the  neural  canal.  Laminectomy  is  indicated  early  in 
those  injuries  in  which  there  is  evidence  of  a block 
that  cannot  be  reduced  feasibly  and  quickly  by  other 
means.  The  decision  on  immediate  treatment  is  fre- 
quently difficult  to  make.  The  late  psychological  atti- 
tude of  the  paraplegic  or  quadriplegic  patient  must 
also  be  considered ; if  a doubt  exists  as  to  the  indi- 
cation of  laminectomy,  this  consideration  may  tip  the 
scales  in  favor  of  laminectomy.  Where  possible  the 
counsel  of  an  experienced  neurosurgeon  is  to  be  ob- 
tained. 

The  late  rehabilitation  of  the  permanent  paraplegic 
patient  is  another  subject.  This  frequently  is  accom- 
plished best  in  centers  designed  and  equipped  for  that 
purpose.  Early  in  the  injury  one  must  establish  effi- 
cient bladder  drainage  and  frequent  turning  of  the 
patient  in  order  to  minimize  urinary  tract  infection, 
urinary  calculi,  and  the  ever  present  menace  of 
decubiti. 

A second  common  direct  nerve  injury  secondary  to 
fractures  is  radial  nerve  damage  associated  with  frac- 
tures of  the  shaft  of  the  humerus.  This  complication 
is  a result  of  the  close  proximity  of  the  radial  nerve 
to  the  middle  third  of  the  shaft  of  the  humerus  as  it 
winds  around  the  bone  from  the  posterior  to  the  an- 
terior compartment  of  the  arm.  If  spontaneous  im- 
provement does  not  occur,  radial  nerve  function  may 
sometimes  be  restored  by  neurolysis  in  those  instances 
where  continuity  is  not  disrupted ; or  some  gain  may  be 
obtained  by  neurorrhaphy  when  the  nerve  is  divided. 

Where  these  neurosurgical  procedures  fail,  restor- 
ation of  extensor  function  to  the  thumb  and  fingers 
can  be  partially  achieved  by  transplantation  of  the  wrist 
flexors  to  the  extensor  tendons.  Wrist  drop  is  best 
corrected  by  arthrodesis  in  the  position  of  function. 

The  disability  of  peroneal  nerve  palsy  may  also  be 
partially  alleviated  by  arthrodesis  of  ankle  joint  to 
correct  a drop  foot.  This  provides  a painless,  stable 
joint  with  minimal  disability  and  a satisfactory  gait. 
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It  eliminates  the  need  for  a brace  and  is  compatible 
with  a practically  normal  gait. 

Lateral  instability  of  the  foot  may  be  overcome 
with  a triple  arthrodesis  stabilizing  the  subtalar  joint, 
and  this  may  be  combined  with  an  ankle  fusion  with 
good  functional  results. 

Late  neural  complications  of  fractures  are  typified 
by  the  tardy  ulnar  nerve  paralysis  which  may  occur 
years  after  a fracture  involving  the  elbow  in  child- 
hood. Growth  disturbances  resulting  in  a cubitus 
valgus  deformity  will  slowly  produce  a stretch  defor- 
mity of  the  ulnar  nerve  resulting  in  late  ulnar  nerve 
palsy.  This  may  be  corrected  by  transplanting  the  ulnar 
nerve  anterior  to  the  medial  epicondyle,  thus  shorten- 
ing the  route  traversed  by  the  nerve. 

A painful  median  nerve  neuritis  may  result  from 
narrowing  of  the  anterior  carpal  tunnel,  secondary  to 
deformity  from  an  old  Colles’  fracture.  There  may 
also  be  loss  of  function  of  the  motor  branch  of  the 
median  nerve  with  loss  of  opposition  and  abduction 
of  the  thumb.  This  complication  can  be  corrected  by 
the  comparatively  simple  operation  of  division  of  the 
anterior  carpal  ligament.  With  decompression  of  the 
median  nerve,  function  is  usually  rapidly  restored. 

ISCHEMIC  CONTRACTURE 

Circulatory  embarrassment  may  complicate  fractures 
of  either  the  upper  or  lower  extremity.  It  may  be  a 
complication  of  treatment  rather  than  one  resulting 
from  the  original  trauma.  In  its  most  virulent  form  it 
will  result  in  ischemic  necrosis  of  the  soft  tissue  and 
may  end  in  severe  permanent  disability  or  amputation 
of  the  involved  part.  The  lesion  results  from  impair- 
ment of  arterial  blood  supply,  and  in  the  upper  ex- 
tremity it  may  produce  a typical  syndrome,  the  end 
result  of  which  is  known  as  Volkmann’s  ischemic  con- 
tracture. 

This  entity  is  pathologically  an  ischemic  necrosis 
of  muscle  and  nerve  involving  the  flexor  surface  of 
the  forearm  with  secondary  contracture  of  the  flexor 
muscle  mass  resulting  in  a flexion  deformity  of  the 
wrist,  clawing  of  the  fingers,  and  variable  degrees 
of  sensory  loss.  As  with  many  other  complications  in 
the  treatment  of  fractures,  prevention  is  the  key  to 
treatment.  The  complication  is  most  prone  to  occur 
in  treatment  of  supracondylar  fractures  of  the  humems 
in  children.  It  is  this  possible  end  result  which  makes 
it  mandatory  that  a palpable  radial  pulse  be  present 
at  the  close  of  manipulation  of  a supracondylar  frac- 
ture. If  the  degree  of  flexion  at  the  elbow  is  sufficient 
to  obliterate  the  radial  pulse,  the  elbow  must  be  ex- 
tended again  to  the  point  where  the  pulse  becomes 
palpable  even  though  this  may  mean  some  loss  of  re- 
duction. 

If  reduction  cannot  be  maintained  along  with  ade- 


quate circulation,  traction  becomes  the  treatment  of 
choice,  utilizing  either  skin  traction  with  the  elbow 
partially  extended  or  skeletal  traction  with  a Kirschner 
wire  through  the  olecranon.  Rehabilitation  following 
Volkmann’s  ischemic  contracture  generally  produces 
unsatisfactory  results,  with  the  final  disability  being 
proportional  to  that  present  at  the  beginning  of  treat- 
ment. Partial  carpectomy  with  shortening  of  the  fore- 
arm may  be  of  value  in  releasing  the  contracted  soft 
part.  Wrist  fusion  and  tendon  transplants  in  selected 
cases  may  be  of  help  in  restoring  function  to  the  hand. 

Bryant’s  traction  in  the  treatment  of  fractures  of 
the  shaft  of  the  femur  in  children  is  frequently  not 
recognized  as  a potential  source  of  ischemic  contrac- 
ture. Bryant’s  overhead  traction  is  almost  a universal 
form  of  treatment  for  fractures  of  the  femoral  shaft 
in  patients  under  the  age  of  five  or  six  years.  It  is  in 
general  safe  and  is  productive  of  excellent  end  results. 
It  may,  however,  be  complicated  by  obliteration  of  the 
popliteal  artery  if  the  knee  is  hyperextended  in  the 
position  of  traction.  It  is  imperative  that  the  circulatory 
status  of  the  extremity  distal  to  the  knee  be  inspected 
at  frequent  intervals  after  the  initial  application  of 
Bryant’s  traction.  If  the  traction  is  in  alignment  in  such 
a manner  that  the  knee  is  in  a position  of  slight  flex- 
ion, there  will  be  little  chance  of  obliteration  of  the 
popliteal  vessel. 

OSTEOMYELITIS 

Antibiotics  have  been  of  great  help  in  preventing 
and  treating  infections  following  trauma.  This  fact, 
however,  does  not  eliminate  the  threat  of  osteomyelitis 
as  a complication  in  the  treatment  of  compound  frac- 
tures, nor  does  it  eliminate  the  possibility  of  disaster 
following  elective  open  procedures  on  closed  fractures. 

The  initial  treatment  of  a compound  fracture  is 
the  most  important  factor  in  the  prevention  of  infec- 
tion. This  is  a matter  of  urgency.  The  first  step  after 
diagnosis  and  assessing  the  wound  is  to  convert  the 
wound  as  nearly  as  possible  to  a surgically  clean 
wound.  If  this  can  be  accomplished  during  the  period 
of  contamination  but  before  the  development  of 
active  infection,  the  wound  may  be  considered  for 
primary  closure.  In  general,  if  a primary  closure  can 
be  satisfactorily  obtained,  a better  end  result  can  be 
anticipated.  It  is  of  course  not  feasible  to  close  a 
potentially  infected  compound  fracture,  and  if  it  is 
not  possible  to  obtain  a surgically  clean  and  debrided 
wound  within  a period  of  6 to  12  hours  after  the  in- 
jury, the  wound  should  be  left  open  and  considered 
for  secondary  closure  at  a later  date. 

A second  potential  source  of  osteomyelitis  associated 
with  fractures  is  that  which  results  from  open  elective 
procedures  on  closed  fractures.  It  is  a disaster  to  the 
surgeon  as  well  as  to  the  patient  to  convert  a relatively 
simple  problem  of  a closed  fracture  into  an  open 
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draining  wound  usually  associated  with  nonunion 
and  deformity  of  the  bone  with  a secondary  soft  part 
deformity.  This  possible  complication  must  always  be 
weighed  in  the  balance  of  the  surgeon’s  thought  when 
considering  the  feasibility  of  open  versus  closed  treat- 
ment. 

When  confronted  with  established  osteomyelitis 
complicating  a fracture  in  an  extremity,  the  physician 
must  decide  on  treatment  after  consideration  of  the 
following  factors:  the  site  of  infection;  the  extent  of 
damage;  the  adequacy  of  skin  covering;  the  organism 
and  its  susceptibility  to  antibiotics ; the  extent  of 
union ; the  extent  of  systemic  symptoms ; the  location  ; 
the  duration;  and  the  patient’s  wishes.  Rehabilitation 
may  be  a prolonged  and  sometimes  unrewarding  proc- 
ess marked  by  numerous  operations  with  pedicle  or 
cross  leg  skin  flaps,  bone  grafting,  sequestrectomy, 
incision  and  drainage  procedures,  ultimately  to  result 
in  amputation.  The  wisdom  and  experience  of  the 
surgeon  will  be  taxed  by  such  a problem,  and  a wise 
course  in  protecting  both  the  surgeon  and  the  patient 
will  be  to  obtain  consultation  in  specific  instances  of 
severe  disability. 

DECUBITI 

A point  of  pressure  over  a bony  prominence  may 
develop  either  within  a cast  or  in  the  course  of  bed 
rest,  with  secondary  necrosis  of  the  skin  and  soft  tis- 
sues. This  results  in  a decubitus  ulcer  which  is  usually 
infected  and  slow  to  heal,  and  the  patient  may  focus 
his  attention  on  the  ulcer  in  spite  of  perfect  union  and 
function  obtained  in  the  treatment  of  the  original 
injury. 

A possible  decubitus  is  always  to  be  suspected  when 
a patient  in  a cast  complains  of  burning  pain  or  a 
sensation  of  pressure  over  a bony  prominence.  The 
development  of  this  complication  is  also  to  be  feared 
in  elderly  individuals  who  are  subjected  to  prolonged 
bed  rest,  particularly  if  they  are  in  traction  or  other 
apparatus  which  prevents  frequent  change  of  position. 
The  ulcer,  once  present,  demands  immediate  relief 
from  further  pressure.  Debridement  is  indicated  in 
the  presence  of  necrosis  of  skin  and  subcutaneous  tis- 
sues, particularly  when  complicated  by  secondary  in- 
fection. The  use  of  any  bland  antibiotic  ointment  may 
be  undertaken  after  relief  of  pressure  and  debridement 
of  necrotic  tissue.  Plastic  procedures  may  be  necessary 
to  obtain  final  closure  of  the  ulcer. 

PSYCHIC  COMPLICATIONS  OF  FRACTURES 

The  surgeon  may  be  forcibly  reminded  that  he  is 
treating  an  individual  with  a broken  arm  or  broken 
leg  rather  than  treating  only  a fracture.  The  motiva- 
tion of  a patient,  the  orientation,  the  basic  fears  and 
pride  will  frequently  be  determining  factors  in  the 
end  results.  Cooperation,  determination,  and  intelli- 
gence on  the  part  of  the  patient  are  strong  allies  in 
the  treatment  of  any  injury.  The  presence  of  fear, 


false  pride,  or  an  inadequate  personality  may  jeopar- 
dize the  best  efforts  of  the  surgeon.  These  factors  are 
treated  and  influenced  by  the  ill  defined  but  powerful 
factor  of  personal  relationship  between  the  surgeon 
and  patient. 

A sometimes  pernicious,  psychic  influence  in  the 
treatment  of  fractures  is  that  disease  entity  known  as 
"compensationitis.”  Where  the  patient  is  influenced 
by  a desire  to  obtain  a monetary  reward,  or  where 
consciously  or  unconsciously  he  lacks  the  driving  force 
to  return  to  his  previous  status  and  to  make  the  most 
of  the  function  available  and  to  make  the  least  of  his 
complaints,  the  end  result  will  be  deleteriously  affect- 
ed. Again  the  personality  and  influence  of  the  physician 
will  be  a factor  in  overcoming  the  patient’s  tendency 
to  dwell  on  his  disability  and  to  minimize  the  func- 
tional capacity  that  remains. 

FRACTURES  IN  CHILDREN 

In  the  broad  field  of  fracture  rehabilitation,  a sep- 
arate note  should  be  made  regarding  a difference  in 
approach  to  the  problem  of  fractures  in  adults  as  com- 
pared to  the  same  injuries  in  children.  Similar  injuries 
in  individuals  of  different  age  levels  involve  entirely 
dissimilar  factors  due  to  the  presence  of  rapid  healing 
in  childhood  and  the  influence  of  growth.  Open  re- 
duction is  rarely  indicated  in  fractures  of  the  long 
bones  of  children  except  for  specific  fractures.  Frac- 
tures about  the  elbow  joint  involving  the  epiphysis, 
such  as  the  head  of  the  radius  or  the  lateral  condyle  of 
the  humerus,  may  require  open  reduction  and  anatom- 
ical reposition.  The  head  of  the  radius  should  never 
be  excised  during  its  growth  period.  The  same  is  true 
of  the  lateral  condyle  of  the  humerus. 

Extensive  physical  therapy  is  rarely  required  in 
fractures  in  children.  Restoration  of  motion  is  accom- 
plished with  greater  ease  and  with  normal  active  func- 
tion on  the  part  of  the  child.  One  may  usually  accept 
reductions  that  are  less  than  anatomical  in  fractures 
in  children.  Rotational  deviation  should  be  corrected, 
and  anatomical  reduction  of  epiphyseal  injuries  is  to 
be  desired.  Observation  throughout  the  growth  period 
is  required  when  there  is  a possibility  of  deformity 
developing  secondary  to  epiphyseal  injury. 

SUMMARY 

The  rehabilitation  of  the  fracture  patient  is  a broad 
field  which  involves  many  separate  disciplines  in  the 
field  of  medicine.  It  may  produce  challenging  prob- 
lems and,  at  times,  insurmountable  difficulties  with 
end  results  less  than  those  desired.  It  offers  the  re- 
ward of  accomplishment  in  the  face  of  difficulties  and 
provides  a satisfying  sense  of  achievement  both  to  the 
patient  and  to  the  surgeon  in  charge. 

The  Wichita  Clinic 
3244  East  Douglas 
Wichita  8,  Kansas 
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"In  the  last  one  or  two  decades  we  have  got 
so  into  the  habit  of  considering  the  tendency  to 
fatal  termination  of  a lesion,  and  overlooking 
the  clinical  or  symptomatic  and  disturbing  ele- 
ments of  the  lesion,  that  we  have  forgotten  the 
patient  almost  entirely.  In  other  words,  the 
school  of  pathology  did  not  carry  along  with 
it  the  desire  and  the  training  for  the  relief  of 
the  symptoms  of  the  patient  as  it  progressed  in 
its  efforts  to  relieve  him  of  the  pathologic  con- 
dition. It  is  hardly  necessary  for  me  to  say  to 
you  that  patients  come  to  us  for  the  relief  of 
symptoms,  for  the  relief  of  pain,  discomfort, 
and  annoyance,  and  a patient  from  whom  you 
have  removed  a carcinoma  of  the  pylorus  is 
not  so  grateful  to  you  for  the  result  as  is  the 
man  who  has  had  an  ingrowing  toenail  success- 
fully removed.  This  is  an  absolute  truth,  and  I 
think  in  that  particular  we  have  been  negligent 
in  considering  the  comfort  of  our  patients  both 
before  and  after  operation.  . . . 

"This  man  has  a dragging  sensation  in  his 
scrotum.  [He  had  a varicocele. — Ed.]  He  has 
pain  in  his  back.  He  has  discomfort,  and  when 
night  comes  he  has  one  ache  in  his  scrotum 
until  the  morning,  and  to  him  it  is  just  as  im- 
portant to  relieve  that  pain  as  it  would  be  to 
relieve  the  pain  and  discomfort  which  are  al- 
way  less  in  the  case  of  sarcoma  of  the  testicle 
and  elsewhere,  and  in  handling  these  cases  we 
must  be  more  considerate  for  the  patient’s  ills 
and  pains  and  aches.  In  my  mind,  a lack  of  this 
consideration  is  the  reason  why  all  the  cults  of 
medicine  have  originated.  I believe  this,  that 
the  regular  family  doctor  is  always  the  first 
choice,  and  it  is  only  after  his  shortcomings 
have  been  grossly  accentuated  by  his  inefficiency 
that  anybody  else  is  called  up  for  relief.  The 
next  decade  is  going  to  bring  a constant  and 
forceful  current  on  the  relief  of  the  symptoms 


of  a patient,  as  well  as  relief  from  the  gross 
pathologic  entity  which  in  some  cases  is  dis- 
cernible, but  in  a large  percentage  of  cases  is 
not.” 

Advances  in  anesthesia,  general  availability 
of  blood  transfusions  and  more  efficient  control 
of  infection  by  antibiotics  have  extended  the 
field  of  "safe”  surgery  to  an  extent  almost  un- 
imaginable even  a few  years  ago.  As  a result 
we  are  participants  in  an  era  which  puts  the 
emphasis  on  heroic  or  sensational  surgical  pro- 
cedures such  as  mitral  commissurotomy,  aortic 
grafting,  pancreatico-duodenectomy,  pneu- 
monectomy, the  separation  of  Siamese  twins, 
and  the  like.  Have  we,  in  the  course  of  our 
"progress,”  neglected  the  more  common  in- 
dividual who  has  a simple,  benign,  curable  (but 
uncomfortable)  disease  process  for  which  he 
needs  "relief  of  pain,  discomfort,  and  annoy- 
ance” ? A comparison  comes  to  mind  in  war- 
time experiences  when  the  "slightly  wounded” 
soldier,  having  no  demand  on  priority,  was  apt 
to  be  kept  waiting  a long  time  for  his  surgery, 
even  to  the  point  of  developing  complications 
which  prolonged  disability,  although  by  good 
treatment  carried  out  early  he  could  usually  be 
returned  to  full  duty  soon.  Of  course,  we  said 
(and  correctly)  that  "we  can't  treat  them  all 
at  once,”  and  the  severely  injured  did  need 
earlier  help  to  save  life.  None-the-less  we 
should  not  lose  sight  of  the  fact  that  the  relief 
of  discomfort  due  to  an  ingrown  toenail  will  be 
important  to  the  person  who  has  it — and  he 
will  be  grateful. 

But  who,  you  ask,  made  the  statement  quoted 
earlier?  It  was  not  so  "new”  as  might  have 
been  supposed,  having  been  made  by  John  B. 
Murphy*  in  one  of  his  famous  clinics,  in  1911 
— 45  years  ago! — O.  R.  C. 

* W.  B.  Saunders  Co.,  The  Surgical  Clinics  of 
John  B.  Murphy  (1912). 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

During  the  past  month  I have  participated  in  numerous  activ- 
ities. I have  met  wonderful  people  and  heard  many  interesting 
discussions.  A day  away  from  my  office  is  usually  rewarded  by 
some  unusual  talk  or  person. 

I have  been  interested  in  medical  public  relations  for  several 
years  and  have  known  for  a long  time  that  many  of  you  are 
most  capable  performers  in  this  field.  Physicians  are  rather 
reticent  about  appearing  before  the  public,  but  whenever  they 
do  they  are  usually  most  successful. 

Recently  I heard  a member  of  our  Society  deliver  a lecture  on 
his  trip  to  Russia.  As  I listened  to  his  remarks  I was  again  re- 
minded of  this  wonderful  country  in  which  we  live.  We  do  not 
appreciate  enough  our  freedoms  such  as  the  right  to  worship, 
school  system,  free  enterprise,  freedom  of  speech,  and  many 
others.  What  more  can  we  do  to  preserve  this  democracy?  Respect 
the  rights  that  we  have,  know  more  about  political  issues,  be  ac- 
tive in  community  affairs,  and  exercise  our  right  to  vote  when 
given  the  opportunity,  thus  having  an  integral  part  in  this  won- 
derful country. 

Fraternally, 

President 

P.S.  Be  sure  to  exercise  your  voting  right. 
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Care  for  Military  Dependents 

The  passage  of  Public  Law  569  of  the  84th  Con- 
gress and  its  signature  by  President  Eisenhower  on 
June  7,  1956,  may  be  one  of  the  most  significant 
health  activities  on  the  part  of  the  federal  govern- 
ment during  the  last  decade.  This  law  provides  lim- 
ited medical  and  hospital  care  for  the  dependents 
of  servicemen.  The  act  is  known  as  the  "Dependents’ 
Medical  Care  Act.” 

This  short  act  of  only  five  pages  defines  a service- 
man as  a member  of  any  uniformed  service  who  is 
on  duty  for  a period  of  more  than  30  days.  His  de- 
pendents are  wife,  unremarried  widow,  unmarried 
children  who  are  less  than  21  years  of  age,  parents 
or  parents-in-law  under  certain  circumstances,  etc. 
Such  dependents  have  previously  been  eligible  to  re- 
ceive care  in  a service  hospital.  As  a result  of  this 
act,  which  becomes  effective  on  December  7,  1956, 
these  dependents  may  receive  limited  medical  care 
and  hospitalization  from  civilian  sources. 

Regulations  are  still  being  formulated,  but  in 
general  service  facilities  shall  not  be  expanded  but 
they  shall  be  efficiently  used.  However,  dependents 
not  living  with  their  serviceman  may  choose  either 
the  service  hospital  or  civilian  facilities.  Dependents 
who  live  with  the  serviceman  may  generally  use 
civilian  facilities  if  service  hospitals  are  crowded, 
and  in  the  case  of  obstetrics  they  have  their  choice. 

Care  to  which  dependents  are  eligible  is  limited 
to  include  diagnosis,  the  treatment  of  acute  medical 
and  surgical  conditions,  the  treatment  of  contagious 
diseases,  immunizations,  and  maternity  and  infant 
care.  The  above  are  authorized  generally  if  care  is 
rendered  in  a licensed  hospital.  Not  authorized  is 
hospitalization  in  any  nursing  home,  or  any  service 
principally  requiring  domiciliary  care.  Also  not  au- 
thorized are  those  services  normally  thought  of  as 
out-patient  services.  Excluded  also  are  treatment  for 
nervous  and  mental  diseases,  any  chronic  diseases, 
or  a surgical  procedure  which  is  not  a medical  neces- 
sity. Not  authorized  are  ambulance  service,  home 
calls,  or  dental  care.  Dependents  may  not  receive 
prosthetic  devices,  hearing  aids,  orthopedic  footwear, 
or  spectacles. 

Hospitalization  in  semi-private  accommodations  is 
authorized  up  to  365  days  for  each  admission  and  in- 
cludes all  supplies  and  equipment,  diagnostic  proced- 
ures, and  services  that  may  be  necessary.  The  patient 
is  charged  either  $25  for  each  admission  or  $1.75 
per  day,  whichever  charge  is  the  greater.  That  is  to 
be  paid  directly  to  the  hospital.  The  remainder  will 
be  paid  by  the  government. 


A tentative  definition  of  a physician  is  a person 
who  is  legally  qualified  to  prescribe  and  administer 
all  drugs  and  to  perform  all  surgical  procedures. 

According  to  terms  of  the  act,  the  Department  of 
Defense  will  negotiate  with  the  Kansas  Medical 
Society.  The  Society  will  submit  a fee  schedule  which 
is  being  prepared  by  the  Fee  Schedule  Committee 
and  by  the  Council.  The  fee  schedule  is  to  be  a real- 
istic schedule  of  prevalent  rates  in  Kansas.  Care  for 
dependents  is  not  to  be  given  for  reduced  pay- 
ment, but  neither  does  the  government  expect  to  pay 
a premium.  Fees  are  to  be  realistic  and  are  not 
necessarily  based  upon  any  other  schedule  in  exist- 
ence. The  Society  has  already  received  a standard 
nomenclature  consisting  of  1,600  separate  items  for 
which  fees  shall  be  established. 

Until  this  program  is  in  operation,  one  can  only 
guess  the  effect  it  will  have  upon  the  practice  of 
medicine  in  this  state.  The  present  guess  is  that  the 
effect  will  be  barely  noticeable.  It  is  believed  that 
many  dependents  of  servicemen  will  continue  to 
seek  care  at  service  hospitals  and  that  the  principal 
effect  will  be  noticed  in  Kansas  communities  such  as 
Hutchinson,  Junction  City,  Olathe,  Salina,  Topeka, 
and  Wichita,  where  military  installations  exist.  Else- 
where, there  will  be  an  occasional  instance  of  a de- 
pendent not  living  with  a serviceman  who  will  seek 
home  town  care.  All  in  all,  it  appears  the  effect  of 
this  program  will  be  slight,  EXCEPT  FOR  THE 
PRECEDENT.  THIS  SETS  THE  STAGE  FOR  THE 
FUTURE. 

The  government  has  set  a basis  upon  which  it 
proposes  to  purchase  medical  care.  It  has  selected 
to  negotiate  with  organized  medicine.  It  has  asked, 
in  effect,  for  a formula  under  which  the  doctor  will 
provide  care  to  whoever  the  government  lists  as  its 
dependents. 

The  program  had  better  be  worked  out  with  care 
because  the  doctors  might  well  find  themselves  liv- 
ing under  that  formula  for  a long  time  to  come. 


The  Journal  Grows 

Our  September  Journal,  which  contained  an 
even  hundred  pages,  was  the  largest  issue  we’ve 
ever  published.  There’s  no  merit  in  bigness  alone, 
and  an  issue  of  that  size  was  never  an  objective — it 
just  happened.  But  we  do  feel  that  a milestone  has 
been  reached. 

Most  commercial  publications  base  the  number 
of  pages  for  a particular  issue  on  the  amount  of 
advertising  that  issue  will  carry.  It’s  only  good  busi- 
ness to  keep  costs  in  line  with  revenue.  But  the 
Journal,  operating  on  a non-profit  basis,  makes  no 
attempt  to  preserve  an  advertising-text  ratio.  We 
schedule  material  for  publication  in  a certain  issue 


ACHROMYCIN 

Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 

Posner  and  his  colleagues1  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 

3r  more  rapid  and  complete  absorp- 
an.  Offered  only  by  Lederle! 

sealed  capsules 


'Posner,  A.  C.,  et  at;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp.  594-598. 
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without  regard  for  the  income  to  be  received.  It  usu- 
ally works  out  that  the  loss  on  a text-heavy  issue  is 
balanced  by  gain  on  another  issue  that  is  more  lucra- 
tive. In  the  past  ten  years,  the  biggest  issue  of  any 
year  was  the  one  carrying  the  most  pages  of  adver- 
tising in  only  three  instances. 

In  the  years  just  before  World  War  II,  an  issue 
of  the  Journal  routinely  contained  52  pages.  Dur- 
ing the  war,  when  advertisers  wished  to  contract  for 
more  space,  the  size  of  issues  was  restricted  by  the 
amount  of  paper  available,  so  some  advertising  con- 
tracts were  rejected  and  the  size  of  issues  was  usu- 
ally held  to  the  customary  52  pages.  As  paper  sup- 
plies increased,  so  did  the  number  of  Journal 
pages.  A study  of  issue  sizes  during  the  past  ten 
years  shows  the  rate  of  Journal  growth. 

In  1947  and  1948,  the  six  largest  issues  were  of 
72-page  size;  the  smallest  two  carried  60  pages 
each.  The  maximum  in  1949  was  80  pages,  and  the 
minimum  was  68.  The  range  between  extremes  in 
1950  was  even  greater,  88  pages  in  the  biggest  issue 
and  60  in  the  smallest.  The  high  in  1951  was  84, 
and  the  low  was  64. 

During  the  past  five  years  only  eight  issues  have 
carried  fewer  than  72  pages,  one  issue  each  in  1951, 
1953,  and  1955,  two  in  1954,  and  three  in  1952. 
In  1951  the  maximum  was  84  pages;  in  1952,  80 
pages;  in  1953  and  1954,  84  pages;  in  1955,  92 
pages. 

No  seasonal  pattern  is  evident  in  a study  of  these 
statistics.  The  biggest  issue  of  the  year  did  not  con- 
sistently fall  in  any  month  or  at  any  special  time 
of  year.  The  calendar  seemed  to  have  nothing  to  do 
either  with  the  smallest  issue  of  the  year.  December 
was  distinctive  during  the  past  ten  years  in  that  it 
did  not  appear  in  either  the  largest  issue  or  smallest 
issue  column,  and  other  months  appeared  in  both. 

Where  do  we  go  from  here?  We  don’t  know,  but 
we  hope  that  the  bigger  Journal  has  added  to  the 
interest  and  pleasure  of  its  readers.  And,  just  in  case 
this  discussion  of  size  makes  some  reader  curious 
about  the  number  of  pages  in  this  issue,  we’ll  give 
you  the  answer.  This  is  printed  on  one  of  92  pages 
in  our  October  issue. 


Rural  Health  Conference  in  Kansas 

The  Kansas  Medical  Society,  which  will  celebrate 
in  1959  on  the  occasion  of  its  100th  anniversary,  will 
have  occasion  to  make  the  year  even  more  memorable 
by  serving  as  host  to  a national  meeting  early  that 
year.  The  Fourteenth  National  Conference  on  Rural 
Health  will  be  held  at  Wichita,  with  headquarters 
at  the  Broadview  Hotel,  March  5-7.  Members  of  the 
Sedgwick  County  Medical  Society  will  join  the  state 
organization  as  hosts. 


The  Council  on  Rural  Health  of  the  American 
Medical  Association  is  composed  of  ten  physicians. 
Its  advisory  committee  is  made  up  of  ten  lay  per- 
sons, both  men  and  women,  representing  the  Amer- 
ican Farm  Bureau,  the  Farm  Foundation,  the  Na- 
tional Grange,  home  demonstration  units,  agricul- 
tural extension  services,  and  the  farm  press.  Mr. 
Aubrey  D.  Gates,  who  attended  the  1956  meetings 
of  the  Kansas  House  of  Delegates  to  receive  the 
Kansas  invitation  for  the  1959  conference,  is  field 
director  of  the  A.M.A.  council. 

Through  the  15  years  of  its  existence,  the  council 
has  worked  to  improve  the  health  of  the  rural  popu- 
lation of  the  nation  by  providing  a means  for  ex- 
changing ideas.  The  conference  gives  rural  people 
an  opportunity  to  tell  what  they  want  and  expect 
in  the  way  of  health  services,  to  give  constructive 
criticism,  to  suggest  methods  of  improving  medical 
care  in  agricultural  areas.  It  also  provides  an  oppor- 
tunity for  physicians  to  discuss  problems  of  rural 
health,  services,  and  objectives,  ranging  from  mental 
health  to  preventive  medicine,  infant  care,  geriatrics, 
health  insurance,  hospitals,  etc.  Although  a formal 
program  is  planned  for  the  conference,  ample  time 
is  allowed  for  round  table  discussions  in  an  informal 
atmosphere. 

It  is  impossible  to  evaluate  results  of  such  a pro- 
gram, and  no  attempt  has  ever  been  made  to  list 
the  accomplishments  of  this  effort  to  improve  the 
health  of  those  in  our  farm  communities.  But  it  is 
apparent  that  a purpose  is  served  if  a better  under- 
standing of  mutual  problems  results,  if  physicians 
and  their  rural  patients  see  each  other  in  better 
perspective.  Kansas,  as  a state  that  is  predominantly 
rural,  is  especially  interested  in  this  program. 

Two  Kansans,  Dr.  Haddon  Peck  of  St.  Francis  and 
Dr.  Conrad  M.  Barnes  of  Seneca,  both  of  whom  have 
served  as  chairman  of  the  Kansas  Medical  Society 
Committee  on  Rural  Health,  have  taken  part  in  na- 
tional programs  in  past  years.  Dr.  Virgil  Brown  of 
Sabetha,  present  chairman  of  the  Kansas  group,  will 
go  to  Purdue  University  this  month  to  attend  a two- 
day  meeting  sponsored  by  the  Council  on  Rural 
Health  of  the  A.M.A.  A program  of  public  rela- 
tions for  rural  areas  is  to  be  discussed. 

The  Kansas  Medical  Society  welcomes  the  oppor- 
tunity of  serving  as  host  for  this  national  meeting. 
Its  officers  and  members  realize  that  a vast  amount 
of  work  will  go  into  planning  and  arrangements, 
but  they  are  willing  to  contribute  time  and  effort 
to  this  conference  which  will  bring  approximately 
1,000  persons  to  Kansas.  And,  since  the  meeting 
will  be  in  their  home  state,  many  who  have  been 
prevented  from  attending  such  sessions  in  the  past 
because  of  distance,  will  be  able  to  be  present  and 
participate  in  1959. 
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A RESEARCH  MILESTONE 


N ilevar  * 

(BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

ch2 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 


major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 

-■'Trademark  of  G.  D.  Searle  & Co. 


Tumor  Conference 


Report  of  a Case  of  Meningioma  in  Which 
Complete  Cure  Is  Probable 


Edited  by  HOWARD  P.  FINK,  M.D.* 


Mr.  Charles  (junior  student)  : This  patient  is  a 
lefthanded,  42-year-old  married  airplane  factory 
worker  who  came  in  the  hospital  on  March  26,  1956, 
having  been  referred  by  his  local  doctor  because  of 
trouble  reading  fine  print. 

He  had  apparently  been  well  until  about  three 
months  before  when  the  visual  difficulty  began.  He 
saw  his  eye  doctor  at  that  time  and  got  a pair  of 
bifocal  glasses  which  apparently  corrected  his  diffi- 
culty ; he  felt  well  again  for  about  two  months,  after 
which  he  again  began  having  trouble  seeing.  He  went 
back  to  his  eye  doctor,  who  noticed  papilledema  and 
therefore  referred  him  here. 

Besides  visual  difficulty  he  complained  of  occasional 
headaches,  which  he  had  had  for  approximately  ten 
years.  They  were  occipital  and  suboccipital  in  loca- 
tion, always  aggravated  by  nervousness,  and  always 
relieved  by  A.S.A.  compound.  The  only  recent  change 
in  the  headaches  had  been  increased  frequency.  He 
also  gave  a history  of  a six-pound  weight  loss  in  the 
week  previous  to  admission,  which  he  attributed  to 
anorexia  caused  by  worry  about  his  loss  of  vision. 

The  past  history  was  insignificant  except  for  slight 
deafness  which  he  had  had  for  about  ten  years  and 
which  was  said  to  be  otosclerotic  in  type.  A careful 
physical  examination  was  completely  negative  except 
for  fresh  bilateral  papilledema.  Routine  laboratory 
studies  all  gave  results  within  normal  limits.  The 
chest  x-ray  was  negative. 

Question  from  the  floor:  Dr.  Cashion,  how  could 
you  tell  that  the  papilledema  was  fresh  ? 

Dr.  Cashion:  The  swollen  nerve  head  was  pinkish 
and  clean  looking;  there  were  no  hemorrhages  and 
no  edema  residues.  In  older  papilledema  the  swelling 
is  more  pronounced  and  the  disc  is  dirty  gray;  the 
vessels  are  engorged  and  tortuous,  and  there  may 
be  organizing  hemorrhages  and  focal  edema  in  the 
retina,  frequently  about  the  macula. 

Dr.  Friesen  (moderator)  : Dr.  Calkins,  when  pa- 
tients come  to  you  and  say  they  have  difficulty  in 
reading  and  want  new  glasses,  what  do  you  do? 

Dr.  Calkins:  If  the  patient  is  a 42-year-old  man 

*Cancer  teaching  activities  at  the  University  of  Kansas 
Medical  Center  are  aided  by  grants  from  the  National  Can- 
cer Institute,  U.  S.  Public  Health  Service,  and  the  Kansas 
Division  of  the  American  Cancer  Society.  Dr.  Fink  is  a 
Trainee  of  the  National  Cancer  Institute. 


who  had  noticed  difficulty  first  with  his  near  vision, 
the  most  probable  explanation  would  be  presbyopia, 
and  glasses  would  solve  his  problem.  However,  I 
think  any  thorough  examination  of  the  eyes  should 
always  include  good  visualization  of  the  fundi. 

Dr.  Friesen:  Do  you  do  an  ophthalmoscopic  exam- 
ination on  every  patient  who  has  trouble  seeing? 

Dr.  Calkins:  Every  patient. 

Dr.  Friesen:  The  chances  are,  then,  that  this  man’s 
first  doctor  also  did,  and  that  the  papilledema  wasn’t 
present  at  the  first  examination. 

Dr.  Friesen:  Dr.  Todd,  would  you  show  us  the 
x-rays  ? 

Dr.  Todd:  The  antero-posterior  projection  of  the 


Figure  1.  Antero-posterior  projection  of  right  cerebral 
arteriogram,  showing  (I)  shift  of  the  anterior  cerebral 
arteries  to  the  right,  (2)  shift  of  the  calcified  pineal 
body  to  the  right,  and  (3)  cross-filling  of  the  left 
middle  cerebral  artery,  which  is  deflected  to  the  right 
by  the  tumor. 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  making  the  Knox  Gelatine  drink  in  every  package 


IN 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Efficacy  has  not  been  established 
with  lesser  dosage.  If  you  would  like  more  com- 
plete details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  Stale  Med.  J.  19:171-179,  March  1955. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14:323,  May  1950. 

f.—.-..— — — — mmmmmmrnm ....... mmmmmmmmmmrn  ...... 

I 

Chas,  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Dept.  SJ-19 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
and  Oster  ivith  illustrated  color  brochure . 

YOUR  NAME  AND  ADDRESS 
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Figuxe  2.  Lateral  projection  of  left  cerebral  arterio- 
gram, showing  smudge  of  opaque  medium  (indicated 
by  arrows)  remaining  in  capillaries  of  tumor  after  the 
medium  has  passed  through  the  arteries. 

skull  shows  a shift  of  the  calcified  pineal  body  to  the 
right.  In  the  arteriograms,  both  the  anterior  cerebral 
arteries  are  also  shifted  slightly  to  the  right.  The 
right  middle  cerebral  artery  appears  normal,  but  the 
left  middle  cerebral  has  an  abnormal  pattern ; it  dips 
medialward  at  one  point  (Figure  1).  In  the  lateral 
projection  a fine  arteriolar  plexus  appears  in  the 
parieto-temporal  region.  In  the  last  film,  taken  after 
the  radiopaque  medium  had  passed  through  the  cere- 
bral vessels,  a faint  smudge  remains  in  the  same  area 
(Figure  2) . 

Dr.  Williamson:  Do  you  think  there  is  increased 
vascularity  in  that  area? 

Dr.  Todd:  Yes.  The  smudge  represents  abnormal 
capillary  filling,  probably  in  a tumor. 

Question  from  the  floor:  Is  it  in  the  right  position 
fo  push  the  left  middle  cerebral  artery  to  the  right? 

Dr.  Williamson:  Yes,  but  only  the  terminal 
branches  of  the  artery. 

Dr.  Todd:  The  air  studies  show  slight  displacement 
of  the  anterior  horn  of  the  left  lateral  ventricle,  down- 
ward and  to  the  right. 

Dr.  Friesen:  Apparently,  then,  this  man’s  major 
symptoms  were  headaches  and  increasing  visual  diffi- 
culty, and  the  only  significant  neurological  finding 
was  fresh  papilledema.  The  x-ray  studies  indicate  a 
tumor.  Dr.  Williamson,  would  you  discuss  this  case? 


Dr.  Williamson:  I would  like  to  hammer  home 
three  main  points.  In  the  first  place,  this  man  went  to 
his  doctor  with  the  complaint  of  blurring  of  near 
vision,  not  surprising  in  view  of  his  42  years.  The 
doctor  put  glasses  on  him  and  he  got  better.  He  also 
had  the  same  vague,  non-specific  sort  of  headaches 
that  many  of  us  have,  and  he  had  had  them  for  ten 
years.  But,  his  doctor  had  the  $50  necessary  to  own 
an  ophthalmoscope  and  the  courage  to  use  it ; and 
with  it  he  discovered  the  patient’s  papilledema.  If 
someone  had  not  looked  inside  this  man’s  eyes,  the 
diagnosis  of  brain  tumor  would  not  have  been  made. 

A second  procedure  available  to  every  general 
practitioner  is  a simple  x-ray  of  the  skull.  This  also 
can  establish  the  diagnosis  of  an  expanding  intra- 
cranial lesion  by  showing  a shift  of  the  pineal,  pro- 
vided that  the  pineal  is  calcified,  as  it  nearly  always 
is  after  the  age  of  25. 

My  third  point  is  that  a patient  may  have  a large 
brain  tumor  and  yet  react  normally  to  all  neurologic 
tests.  This  is  a disturbing  but  important  fact  to 
realize.  This  man’s  neurologic  examination  was  com- 
pletely unrevealing,  and  yet  he  had  a tumor  as  big 
as  a tennis  ball. 

These  x-rays  show  well  the  refinements  in  brain 
tumor  diagnosis  that  have  been  developed  in  the  last 
few  years.  Nowadays  arteriograms  are  of  primary 
importance,  for  they  will  often  outline  a tumor  ac- 
curately. The  x-ray  findings  in  this  case  are  character- 
istic of  a meningioma;  the  arteriograms  show  an  ex- 
ceedingly vascular  space-occupying  lesion  with  a 
smooth  convex  border.  The  mass  deforms  the  ventri- 
cles by  extrinsic  pressure.  These  x-rays  enabled  us  to 
make  a preoperative  diagnosis  of  meningioma;  con- 
sequently, we  could  offer  this  man  an  excellent  prog- 


Figure  3.  Arrows  define  the  limits  of  tumor  as  it 
appeared  at  operation. 
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nosis  and  were  also  forewarned  to  have  plenty  of 
blood  ready. 

The  operation  went  smoothly ; the  tumor  was  easily 
exposed  and  was  found  to  be  arising  from  the  dura 
over  the  left  parietal  lobe.  It  directly  overlay  the 
lower  part  of  the  motor  cortex  so  that,  if  this  man 
had  been  right-handed,  he  might  have  been  aphasic. 
The  dura  bearing  the  tumor  was  excised,  and  the 
tumor  emerged  from  the  wound  with  only  slight  help 
from  the  surgeons  (Figure  3).  There  was  absolutely 
no  surgical  damage  to  the  brain.  The  man  was  out  of 
bed  the  day  after  surgery  and  went  home  completely 
well  on  the  seventh  day.  He  will  be  back  at  work  in 
two  weeks. 

Question  from  the  floor:  How  did  you  close  the 
gap  in  the  dura? 

Dr.  Williamson:  We  laid  a piece  of  gelfilm  over 
it. 

Dr.  Calkins:  I think  we  should  all  remember  that 
papilledema  caused  by  increased  intracranial  pressure 
may  very  well  not  disturb  central  vision  at  all.  A man 
may  have  papilledema  of  four  or  five  diopters  and 
enlargement  of  his  physiologic  blind  spot  to  twice 
its  normal  size  and  still  have  20/20  vision.  When  one 
sees  an  edematous  nerve  head,  the  first  step  in  deter- 
mining the  cause  is  to  check  the  patient’s  visual  acuity. 
If  this  is  good,  the  papilledema  is  probably  due  to 
extrinsic  pressure;  if  it  is  poor,  the  cause  is  probably 
local  disease,  for  example  optic  neuritis.  Even  slight 
inflammatory  disease  of  the  optic  nerve,  either  at  the 
nerve  head  or  in  the  retrobulbar  position,  will  usually 
affect  the  patient’s  central  vision.  On  the  other  hand, 
choked  disc  unaccompanied  by  impairment  of  central 
vision  is  a finding  that  calls  for  careful  further  in- 
vestigation, the  more,  perhaps,  if  the  neurologic  ex- 
amination is  otherwise  normal,  as  it  was  in  this  case. 

Dr.  Friesen:  Dr.  Williamson,  are  meningiomas 
always  benign? 

Dr.  Williamson:  Not  always.  Malignant  menin- 
giomas are  uncommon,  but  they  do  exist  and  may 
result  in  meningiomatosis. 

Dr.  Friesen:  If  they  become  sarcomatous,  do  they 
metastasize  ? 

Dr.  Stowell:  Perhaps  "malignant”  is  a better  term 
than  "sarcomatous,”  since  the  origin  of  these  tumors 
is  still  uncertain.  Meningiomas,  even  the  benign  ones, 
tend  to  grow  into  the  overlying  bone ; but  even  malig- 
nant meningiomas  rarely  if  ever  give  rise  to  metas- 
tases  either  within  the  cranium  and  spinal  canal  or 
outside.  One  case  of  metastasizing  meningioma  has 
been  described  by  Cushing  and  Eisenhardt.1  In  the 
present  case  histologic  examination  of  the  tumor  re- 
vealed a benign  meningioma,  and  we  can  feel  confi- 
dent of  a complete  cure. 
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PHYSICIANS’  ACTIVITIES 


Dr.  George  L.  Thorpe,  Wichita,  has  been  named 
chairman  of  the  American  Medical  Association  Sec- 
tion on  General  Practice.  He  will  preside  at  the  gen- 
eral practice  scientific  assembly  at  the  A.M.A.  meet- 
ing in  New  York,  June  3-7,  1957. 


The  town  of  Attica,  which  completed  construction 
of  a hospital  building  five  months  ago,  announced  re- 
cently that  a physician  had  been  secured  for  the  com- 
munity. Dr.  Warren  J.  Scherlingkamp,  a graduate 
of  Louisiana  State  University  School  of  Medicine, 
who  had  been  practicing  in  New  Orleans  for  seven 
years,  opened  an  office  in  Attica  last  month. 


Dr.  Martin  L.  Brakebill,  Sharon  Springs,  has  re- 
signed as  physician  for  the  Union  Pacific  Railroad. 
He  will  continue  in  private  practice  with  an  office 
in  his  home. 


Dr.  Bill  Justus,  who  recently  began  practice  in 
Pleasanton,  has  been  made  health  officer  of  Linn 
County.  Dr.  William  K.  Walker  is  serving  in  the 
same  capacity  in  Chautauqua  County. 


The  Gelvin-Haughey  Clinic,  Concordia,  announces 
that  Dr.  Paul  L.  Nelson  is  now  a member  of  its 
staff.  Dr.  Nelson,  a graduate  of  the  University  of 
Kansas  School  of  Medicine,  recently  completed  in- 
ternship in  Denver. 


Dr.  Herbert  C.  Miller,  chairman  of  the  Depart- 
ment of  Pediatrics  at  the  University  of  Kansas  MecL 
ical  Center,  is  among  the  founding  members  of  the 
newly-organized  National  Council  on  Infant  and 
Child  Care.  The  council  was  formed  to  assist  writers 
and  editors  in  presenting  developments  in  pediatric 
medicine  to  the  public. 


A feature  story  in  the  Concordia  Blade-Empire  re- 
cently paid  tribute  to  Dr.  Guy  E.  Martin,  who  has 
begun  his  51st  year  of  practice. 


Dr.  Perry  D.  Petterson,  Wichita,  recently  be- 
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came  a diplomate  of  the  American  Board  of  Internal 
Medicine. 


After  having  practiced  more  than  50  years  in  Ben- 
nington, Dr.  Llewellyn  M.  Hinshaw  has  retired.  He 
was  honored  by  the  community  in  1952  for  his  long 
service. 


Dr.  Henry  Laurens,  Jr.,  formerly  of  Salina, 
joined  the  staff  of  the  Scott  and  White  Clinic,  Tem- 
ple, Texas,  on  October  1 and  is  specializing  in  gas- 
troenterology and  proctology  there. 


Feature  stories  about  Dr.  C.  B.  Harris,  Sr.,  Gar- 
nett, who  has  completed  50  years  of  practice,  were 
carried  last  month  in  the  Kansas  City  Times,  the 
Topeka  Daily  Capital,  and  newspapers  in  the  locality 
of  Garnett.  At  a dinner  in  his  honor  given  by  the 
Anderson  County  Medical  Society,  Dr.  Harris  was 
given  a 50-year  pin.  The  presentation  was  made  by 
his  son,  Dr.  C.  B.  Harris,  Jr. 


Dr.  Alfred  M.  Tocker  and  Dr.  W.  G.  Cauble, 

Wichita,  collaborated  to  write  a paper,  "Urinary  In- 
continence in  Lerich  Syndrome:  Treatment  by  Ex- 
cision of  Occluded  Abdominal  Aorta  and  Common 
Iliac  Arteries  and  Replacement  with  Homograft,” 
published  in  a recent  issue  of  Journal  of  Urology. 


"Severe  Radiation  Accident”  was  the  title  of  an  ex- 
hibit presented  at  the  September  meeting  of  the 
Kansas  City  Southwest  Clinical  Society  by  the  follow- 
ing physicians  from  Kansas  City:  Dr.  Peter  E.  Hie- 
bert,  Dr.  Lewis  G.  Allen,  Dr.  William  R.  Allen, 
and  Dr.  Doris  A.  Kubin. 


Dr.  Marshall  P.  Ballard,  Delphos,  was  the  sub- 
ject of  a feature  story  in  a recent  issue  of  the  Delphos 
Republican. 


Dr.  E.  N.  Robertson,  Concordia,  recently  com- 
pleted 50  years  in  the  practice  of  medicine  and,  with 
Dr.  Guy  E.  Martin  of  Concordia,  was  honor  guest 
at  a dinner  given  by  the  staff  of  St.  Joseph’s  Hospital, 
Concordia.  Each  physician  was  given  a citation  ex- 
pressing appreciation  for  50  years  of  service. 


An  office  has  been  opened  in  Garden  City  by  Dr. 
Richard  E.  Hille,  who  will  have  a general  prac- 


tice. He  was  graduated  from  the  University  of  Kan- 
sas School  of  Medicine  in  1955  and  recently  com- 
pleted his  internship  at  the  University  of  Kansas 
Medical  Center. 


Dr.  Chester  M.  Lessenden,  Jr.,  Topeka,  was 

one  of  the  speakers  at  a meeting  of  the  Kansas  State 
Pediatric  Society  at  Emporia  last  month.  He  discussed 
adolescent  acne  and  tinea  capitis. 


Fifty  years  in  the  practice  of  medicine  have  been 
completed  by  Dr.  Walter  A.  Carr,  Junction  City.  A 
story  about  Dr.  Carr  was  printed  in  the  September  6 
issue  of  the  Junction  City  Union. 


Dr.  George  L.  Basham,  who  formerly  practiced 
in  Wichita,  has  opened  an  office  in  Oaklawn. 


Dr.  William  J.  Reals  announces  that  Dr.  Peter 
J.  Wick  is  now  associated  with  him  in  the  practice 
of  pathology  at  Wichita-St.  Joseph  Hospital,  Wichita. 


Dr.  D.  V.  Conwell,  Wichita,  attended  the  first 
Pan-American  Congress  of  Gerontology  in  Mexico 
City,  September  15  to  22,  and  presented  a paper, 
"The  Influence  of  Insulin  on  the  Renal  Function  of 
Geriatrics  Patients.”  The  Pan-American  Congress  is 
sponsored  by  the  International  Association  of  Ger- 
ontology and  affiliated  societies  of  the  American  con- 
tinent. 


COUNTY  SOCIETIES 


Dr.  Robert  Weber,  of  the  Department  of  Medicine 
at  the  University  of  Kansas  Medical  Center,  was 
guest  speaker  at  the  September  meeting  of  the  Shaw- 
nee County  Medical  Society.  He  discussed  "Current 
Problems  in  Antibiotic  Therapy."  At  the  business 
session  the  group  approved  use  by  the  Kansas  State 
Board  of  Health  at  the  Kansas  Free  Fair  in  Topeka 
of  a device  for  testing  blood  sugar. 


"The  Past,  Present,  and  Future  of  Blue  Shield" 
was  the  subject  discussed  by  the  Wyandotte  County 
Medical  Society  at  a meeting  held  in  Kansas  City 
on  September  18.  Dr.  Frank  L.  Feierabend,  Kansas 
City,  president  of  Kansas  City  (Missouri)  Blue 
Shield,  and  Dr.  Francis  T.  Collins,  Topeka,  president 
of  Kansas  Blue  Shield,  were  speakers. 
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Gastric  Studies 


ROSS  L.  JEWELL,  M.D.,  Wichita 


Advantages  and  Limitations  of  Uropepsinogen 
Excretion  Tests  in  Diagnosis 


The  desirability  of  having  a method  for  measuring 
gastric  peptic  activity  under  life  stress  situations  in 
health  and  disease  without  requiring  the  passage  of 
a stomach  tube  has  stimulated  much  work  during  the 
past  decade  on  a quantitative  determination  of  the 
proteolytic  enzyme,  uropepsinogen,  in  timed  urine 
specimens.  This  procedure  is  not  only  free  of  the 
physical  and  emotional  discomforts  of  gastric  suction, 
but  is,  in  some  conditions  of  psychogenic  or  organic 
illness,  one  of  the  few  methods  for  obtaining  impor- 
tant information. 

Briicke,9  in  1861,  discovered  uropepsinogen  when 
he  incubated  urine  with  a highly  acid  fibrin  substrate 
and  noted  digestion  of  the  fibrin.  This  observation 
was  confirmed  by  Grutzner31  in  1882.  Bucher,11  in 
her  excellent  review  of  the  development  of  the  en- 
zyme chemistry  of  uropepsinogen,  states  that  many 
reports  about  the  enzyme  appeared  in  the  German  lit- 
erature soon  after  Grutzner  reported  his  observation. 
Little  of  the  early  data  is  fully  acceptable  today  because 
of  the  dearth  of  knowledge  concerning  enzyme  reac- 
tions and  the  inability  of  the  methods  available  at  that 
time  to  give  reproducible  results.  This  enzyme  was 
thought  to  be  pepsin  until  Glaessner,21  in  1902,  dis- 
covered that  it  was  pepsinogen  and  demonstrated  its 
conversion  into  pepsin.  Northrop48’ 49  crystallized 
pepsin  from  swine  and  bovine  stomachs  and  found 
this  protein  to  act  as  a unit  in  proteolysis. 

Variations  of  the  original  fibrin  digestion  tech- 
nique for  determining  uropepsinogen  excretion  were 
used  until  1910.  A number  of  techniques  then  ap- 
peared.11' 49  However,  no  significant  advancements 
were  made  until  Gottlieb,24  in  1924,  devised  an  ac- 
curate method  for  the  simultaneous  study  of  pepsin 
in  the  stomach,  blood,  and  urine.  He  was  the  first 
worker  to  employ  careful  measurements  of  the  pH 
and  specific  gravity  of  urine,  to  use  a 24-hour  urine 
output,  and  to  consider  the  influence  of  diet  in  con- 
trolling his  experiments. 

In  1927  Folin  and  Ciocalteu18  devised  a colorimet- 
ric method  for  estimating  tyrosine  in  protein  hydroly- 
sate with  the  use  of  a phenol  reagent.  Anson  and 

This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected  for 
publication  by  the  Editorial  Board  from  a group  judged  to 
be  the  best  by  the  faculty  at  the  school.  Dr.  Jewell  is  now 
serving  his  internship  at  Wesley  Hospital,  Wichita. 


Mirsky,1  in  1932,  devised  an  accurately  reproducible 
technique  for  estimating  peptic  activity  by  an  en- 
zymatic splitting  of  carboxyhemoglobin  substrate  as 
determined  by  the  release  of  a tyrosine-like  substance. 
The  test  they  outlined  is  essentially  the  test  most 
widely  used  today.  However,  it  has  received  certain 
modifications,  e.g.,  Anson2  standardized  the  pH  at  1.6 
to  give  the  optimum  enzyme  reaction,  and  Bucher 
et  al.10  found  that  an  accurate  measurement  of  the  en- 
zyme activity  in  a concentrated  sample  could  be  ac- 
complished only  by  dilution  of  the  sample.  Duffin  and 
Kowlewski15  stated  that  dialized  urine  samples  should 
be  used  to  obtain  accurate  uropepsinogen  estimations. 
Bridgewater,7  however,  demonstrated  that  dialysis  is 
unnecessary  for  the  assay.  By  1950  the  unit  of  activity 
was  defined50  as  a release  of  0.04  mgm.  of  tyrosine- 
like substance  during  30  minutes  incubation  at  37° 
centigrade. 

A number  of  workers  consider  24-hour  samples 
necessary  for  accurate  uropepsinogen  excretion  estima- 
tions.11’ 28-  57  Other  workers  claim  similar  results 
from  specimens  of  shorter  duration.4’  60  Wolfson  and 
Timms,63  in  1954,  reported  that  the  diurnal  variation 
of  creatinine  excretion  matched  that  of  uropepsinogen. 
On  the  basis  that  a minimum  day  to  day  variation 
of  creatinine  had  previously  been  demonstrated  by 
Smith,55  they  concluded  that  the  determination  of 
uropepsinogen :creatinine  on  casual  urine  specimens 
gives  information  similar  to  that  from  24-hour  sam- 
ples. 

A simple,  rapid  laboratory  technique  using  the 
coagulation  of  milk  as  an  end  point  and  requiring 
no  blank  or  colorimetric  determinations  was  described 
by  West  et  al.60  in  1952.  Although  this  procedure  has 
been  criticized  by  advocates  of  the  hemoglobin  tech- 
nique, Balfour4  stated  that  the  test  gives  comparable 
results  to  those  obtained  by  proteolytic  activity  and 
is  adequate  for  hospital  and  laboratory  purposes. 

ORIGIN  AND  ROUTE  OF  UROPEPSINOGEN 

Bucher11  stated  that  the  early  workers  postulated 
that  pepsin  was  manufactured  in  some  extragastric 
region  and  adsorbed  on  fibrin  during  its  formation,  or 
that  pepsin  was  carried  from  the  stomach  to  the  kid- 
neys by  leukocytes.  The  stomach  was  demonstrated 
to  be  the  source  of  uropepsinogen  by  Frouin19  in  1904. 
He  reported  that  uropepsinogen  excretion  had  rapidly 
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disappeared  from  a totally  gastrectomized  dog  and 
did  not  reappear  when  the  dog  was  fed  gastric  juice 
from  normal  dogs.  He  also  reported  that  a normal 
level  of  uropepsinogen  excretion  remained  in  a dog 
with  an  externalized  gastric  pouch  in  which  the  blood 
supply  was  kept  intact.  From  there  experiments  he 
concluded  that  uropepsinogen  enters  the  blood  stream 
as  an  endocrine  secretion  of  the  peptic  cells  of  the 
stomach  and  that  no  resorption  occurs  from  the  intes- 
tine. This  verified  the  findings  of  Langly.44 

Langly,  in  1881,  was  the  first  to  demonstrate  that 
pepsinogen  was  secreted  from  the  gastric  mucosa  and 
was  rapidly  converted  to  pepsin  in  the  stomach.  He 
also  described  the  rapid  breakdown  of  pepsin  in  the 
small  intestine.  Gottlieb,24  using  his  improved  tech- 
niques, found  pepsinogen  in  the  blood  and  demon- 
strated that  its  level  correlated  closely  with  gastric 
pepsin.  Mirsky  et  al.,46  in  1948,  reported  that  the 
feeding  of  pepsin  or  pepsinogen,  or  the  intravenous 
injection  of  pepsin,  did  not  increase  uropepsinogen 
excretion,  but  the  intravenous  injection  of  pepsinogen 
did  raise  the  level.  Herriott34’  35  added  confirmation 
to  the  evidence  of  a proenzyme  transfer  by  the  blood 
when  he  described  the  autocatalytic  conversion  of 
urinary  pepsinogen  to  pepsin  as  starting  at  pH  5. 
The  pepsinogen,  Hirschowitz30  stated,  is  carried  by 
the  blood  to  the  kidneys  where,  due  to  its  compara- 
tively low  molecular  weight,  it  is  filtered  through  the 
glomerular  membrane  and  partially  reabsorbed  by 
the  tubules. 

Convincing  evidence  of  a uropepsinogen  excre- 
tion :gastric  pepsin  ratio  of  approximately  1:99  was 
submitted  by  Janowitz  and  Hollander.38’  39’  40  They 
found  no  evidence  that  pathological  changes,  short 
of  complete  atrophy  of  the  gastric  mucosa,  would 
affect  the  ratio  and  they  suggested  that  the  failure  of 
histamine  to  stimulate  uropepsinogen  excretion  is 
probably  explained  by  the  inability  of  histamine  to 
stimulate  pepsin  secretion  in  the  stomach.  Similar 
findings  have  been  reported  by  Bucher11  and  Spiro 
et  al.57  Gray  et  al.28  however,  found  this  correlation 
of  gastric  pepsin : uropepsinogen  excretion  to  range 
from  98.0-99.5:2  0-0.5.  The  ratio,  they  stated,  re- 
mained constant  for  each  individual,  and  the  uropep- 
sinogen excretion  was  directly  proportional  to  the 
amount  of  pepsin  producing  material  in  the  stomach.29 

RELATION  TO  GASTRIC  ACIDITY 
AND  TO  ANTICOLIN  ERGICS 

Uropepsinogen  excretion  levels  have  been  report- 
ed to  be  comparable  to  levels  of  gastric  acid  and  pep- 
sin secretion  under  conditions  of  basal  secretion  in 
normal  individuals5  as  well  as  in  persons  under  stress 
situations  induced  by  ACTH  therapy,27  gartric  and 
duodenal  ulcers,  and  gastric  carcinoma.38  Podore  et 
al.,52  however,  could  find  no  causal  relationship,  and 
they  considered  the  correlation  to  be  only  fortuitous. 
Podore’s  findings  have  been  verified  by  many  workers 
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who  observed  a loss  of  correlation  between  gastric 
acid  and  uropepsinogen  excretion  in  a number  of 
peptic  ulcer  patients,30  in  individuals  treated  with  in- 
sulin,20 in  persons  receiving  caffeine  or  histamine,12’  22 
and  occasionally  in  hyperchlorhydric  patients.3  Al- 
though Gray  et  al.28  and  Balfour4  found  no  change  in 
uropepsinogen  excretion  in  response  to  anticholinergic 
therapy,  Whitrock  et  ah, 01  Silver  et  al.,53  and  Cub- 
berly  et  al.13  noted  a decrease  in  uropepsinogen  excre- 
tion levels  following  methantheline  and  propan- 
theline medication. 

RELATION  TO  URINARY  EXCRETION 

Podore  et  al.51  and  Spiro  et  al.57  found  that  the  rate 
of  excretion,  volume,  specific  gravity,  or  pH  of  normal 
urine  had  no  influence  on  the  uropepsinogen  excretion 
level.  Balfour4  reported  no  retention  of  uropepsino- 
gen in  patients  with  marked  kidney  disease.  He 
pointed  out  that  with  no  destruction  of  uropepsino- 
gen in  the  urine,  with  no  known  catabolism  of  it  in 
the  body,  and  with  no  overflow  to  the  kidney,  any  de- 
creased level  of  uropepsinogen  excretion  demonstrates 
little  or  no  production  by  the  stomach. 

UROPEPSINOGEN  EXCRETION  IN 
THE  NORMAL  INDIVIDUAL 

Various  workers  have  demonstrated  that  the  levels 
of  uropepsinogen  excretion  are  similar  to  the  normal 
gastric  acid  levels  reported  by  Van  Zant  et  al.59  in 
1932.  Podore  et  al.51  found  children  to  have  a lower 
excretion  level  than  adults.  Eastcott  et  al.1G  noted  men 
to  have  a somewhat  higher  level  than  do  women. 
Balfour4  reported  a lower  level  in  older  age  groups. 
Hirschowitz,30  however,  could  find  no  statistical  dif- 
ference between  the  younger  and  older  adult  groups. 

Balfour4  observed  uropepsinogen  excretion  to  rise 
slightly  above  normal  during  menstruation  and  preg- 
nancy and  to  drop  below  normal  levels  following  par- 
turition. Most  workers  report  no  significant  difference 
in  uropepsinogen  excretion  levels  following  ordinary 
variations  in  diet,  but  there  have  been  differences  in 
the  findings  reported  from  persons  subjected  to 
marked  diet  changes.  Balfour4  found  a lowered  uro- 
pepsinogen excretion  level  to  be  associated  with  re- 
duction programs  and  starvation.  Bucher11  and  Bucher 
and  Anderson12  observed  a marked  increase  of  uro- 
pepsinogen excretion  by  doubling  the  protein  intake 
for  three  days  and  a decrease  caused  by  a similar  pe- 
riod of  low  protein  intake.  Smith  and  Cowgill54  and 
Goodman  et  al.23  could  find  no  variation  in  gastric 
pepsin  or  in  uropepsinogen  excretion  from  individuals 
changed  from  a regular  diet  to  a high  protein  diet. 

RESPONSE  TO  DISEASE 

In  1955  Gray  et  al.30  reported  the  mean  value  of 
uropepsinogen  excretion  to  be  3670  units  in  normal 
people,  8471  units  in  patients  with  duodenal  ulcer, 
1815  units  in  patients  with  gastric  carcinoma,  and  13 
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units  in  patients  with  pernicious  anemia.  Cubberly  et 
al.13  found  superficial  gastritis  and  mixed  gastritis 
to  give  no  conclusive  variations  in  uropepsinogen 
excretion  whereas  a normal  appearance  of  the  gastric 
mucosa  was  not  necessarily  associated  with  a normal 
level. 

In  three  of  four  patients  in  whom  lymphoma  in- 
volved the  stomach,  Balfour4  observed  an  elevated 
uropepsinogen  excretion.  Spiro  et  al.58  reported  a sur- 
prisingly high  percentage  of  increased  blood  pepsino- 
gen levels  and  elevated  gastric  acid  values  in  gastric 
ulcer  patients,  and  he  suggested  that  the  usual  clinical 
findings  of  decreased  acidity  may  result  from  mucous 
buffers  of  the  nonparietal  secretion. 

Podore  et  al.51’  52  reported  a definite  rise  of  uropep- 
sinogen excretion  in  the  majority  of  duodenal  ulcer 
patients  and  a much  greater  than  normal  fluctuation 
from  the  mean  level;  however,  there  was  a fairly 
characteristic  rate  of  uropepsinogen  excretion  for  each 
ulcer  patient.  They  stated  that  the  gastric  pepsin  and 
uropepsinogen  excretion  of  normal  persons  and  those 
of  duodenal  ulcer  patients  have  too  much  overlapping 
to  have  much  diagnostic  value  when  used  alone  but 
may  be  of  value  as  an  adjunct  in  the  diagnosis  of  pep- 
tic ulcers. 

Gray  et  al.29  demonstrated  that  gastric  pepsin  is  not 
significantly  reduced  in  peptic  ulcer  patients  follow- 
ing vagotomy.  He  pointed  out  that  the  mean  average 
uropepsinogen  excretion  levels  before  and  after  va- 
gotomy were  4923:4196  units,  whereas  the  mean 
average  value  before  and  after  subtotal  resection  was 
7010:2792  units. 

Hirschowitz36  used  a more  complete  separation  of 
patient  groups  than  was  used  by  the  other  workers. 
He  found  that  women,  with  or  without  ulcers,  had 
normal  amounts  of  uropepsinogen  excretion,  that  men 
with  duodenal  ulcers  of  less  than  five  years  duration 
had  normal  levels,  but  uropepsinogen  excretion  was 
elevated  in  men  with  duodenal  ulcers  of  more  than 
five  years  duration. 

Most  workers  have  reported  lower  than  normal 
levels  in  patients  with  gastric  carcinoma.  Gray  et  al.29 
observed  a lower  than  normal  mean  average  uropep- 
sinogen excretion  value ; however,  they  found  that 
14  per  cent  of  the  levels  in  these  patients  were  be- 
tween 4,000  and  30,000  units,  the  normal  being  3670 
units.  Within  a small  group  of  gastric  carcinoma  pa- 
tients, Balfour4  noted  an  increased  postoperative  sur- 
vival rate  in  individuals  who  had  demonstrated  sub- 
stantial preoperative  uropepsinogen  excretion  levels 
as  compared  to  those  with  low  preoperative  levels.  He 
theorized  that  the  low  values  were  possibly  caused  by 
an  inadequate  protein  intake  as  well  as  by  the  destruc- 
tive efforts  of  carcinoma  on  the  gastric  mucosa. 

All  workers  report  lower  than  normal  levels  in 
achlorhydric  patients,  and  elevated  levels  in  the  ma- 
jority of  patients  with  hypertropic  gastritis. 


Helmer  et  ah, 33  in  1932,  found  the  peptic  activity 
of  gastric  juice  from  patients  with  pernicious  anemia 
to  be  about  one  per  cent  of  the  normal  level.  All 
workers  have  found  blood  pepsinogen  and  uropepsin- 
ogen excretion  levels  in  these  patients  to  be  corre- 
spondingly low  or  absent  in  the  presence  or  absence 
of  stress  situations. 

Uropepsinogen  excretion  has  little  correlation  with 
extragastric  diseases  such  as  gout57  or  ulcerative 
colitis.0'  23’  43  Gray  et  al.29  postulated  that  the  lowered 
level  in  myxedema  is  secondary  to  the  decreased  ad- 
renal function. 

RELATION  TO  STRESS 

Asher3  stated  that  the  most  important  factor  in 
uropepsinogen  excretion  at  any  given  time  is  the  stress 
situation  of  the  patient.  The  stress  factor  may  have 
much  bearing  on  the  diurnal  variation  and  varia- 
tion from  hour  to  hour  of  the  levels  of  individuals. 
Asher,3  Balfour,4  Eastcott  et  ah, 10  Levine  et  ah, 45  and 
Spiro  et  ah58  report  variations  of  level  during  the  day. 
Podore  et  al.52  and  Goodman  et  al.23  reported  minor 
to  marked  diurnal  variation  in  24-hour  and  overnight 
samples  respectively.  Broh-Kahn  et  ah, 8 however, 
found  a fairly  constant  logarithmic  value  of  uropep- 
sinogen excretion  levels  throughout  the  day  and  from 
day  to  day  in  healthy  men. 

Gray  et  ah28  observed  a low  uropepsinogen  excre- 
tion level  in  Addison’s  disease  and  a high  level  asso- 
ciated with  hyperactivity  of  the  adrenal,  pituitary,  or 
hypothalamus  in  the  presence  or  absence  of  the  vagus 
nerve.  They  deduced  from  their  findings  that  emotion- 
al and  systemic  stress  may  follow  a pathway  to  the 
stomach  other  than  the  hypothalamus  vagus  route 
demonstrated  by  Cushing14  and  Keller.41' 42  They 
theorized  that  "stress  may  cause  the  hypothalamus  to 
secrete  a hormonal  substance  which  stimulates  the 
pituitary  to  secrete  ACTH.  This  activates  the  adrenal 
cortex  to  release  a number  of  steroid  hormones  which 
cause  the  gastric  glands  to  secrete  acid  and  pepsino- 
gen." They  observed  that  acute  physical  stress  caused 
a higher  elevation  of  uropepsinogen  excretion  than 
was  caused  by  chronic  physical  stress,  the  mean  max- 
imums  being  22,000:10,000  units  respectively. 

A rise  of  uropepsinogen  excretion  to  high  levels 
has  been  observed  by  Balfour4  in  patients  undergoing 
acute  emotional  stress.  Jacobs  et  al.37  found  levels  to 
decrease  when  psychotic  patients  lost  contact  with 
reality  but  to  rise  gradually  when  the  patients  recover- 
ed from  insulin  shock.  Jacobs  et  al.  considered  that  a 
release  of  adrenalin  and  its  effect  on  the  pituitary  ad- 
renal axis  was  partially  responsible  for  the  uropepsin- 
ogen excretion  elevation. 

During  recent  years  there  have  been  many  reports 
concerning  the  stress  effects  of  corticosteroids  on  uro- 
pepsinogen excretion  levels.  Gray  et  al.28  pointed  out 
that  the  glycocorticoid  type  hormones,  ACTH,  corti- 
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sone,  compound  B,  and  compound  F are  effective 
in  uropepsinogen  excretion  elevation.  Wolfson  and 
Timms,64  however,  noted  that  corticosterone,  which 
has  both  glycocorticoid  and  mineralocorticoid  activity, 
was  ineffective  in  elevating  the  level.  They  concluded 
from  this  observation  that  the  elevation  cannot  be 
closely  related  to  glycocorticoid  action.  Gray  et  ah, 29 
Spiro  et  al., 57  and  others50  stated  that  continued 
ACTH  administration  stimulates  physiologic  reactions 
of  stress  in  that  it  elicits  many  of  the  same  responses 
as  those  of  sustained  alarm. 

Gray  et  al.27  observed  that  single  large  doses  of 
ACTH  or  cortisone  given  to  normal  persons  did  not 
elevate  the  gastric  acid  or  pepsin,  but  a single  dose 
did  cause  marked  increase  in  volume  and  acidity  of 
gastric  juice  when  given  to  a person  with  an  inactive 
duodenal  ulcer.  A response  similar  to  that  found  in 
the  inactive  duodenal  ulcer  patient  appeared  in  nor- 
mal persons  in  one  to  two  days  of  repeated  adminis- 
trations of  excess  amounts  of  ACTH  or  cortisone.20 
The  maximum  effect  of  these  doses  in  normal  persons 
occurred  in  7 to  14  days  of  continuous  treatment.27 
This  period  of  7 to  14  days  coincides  with  the  usual 
time  which  precedes  reactivation,  perforation,  or 
hemorrhagic  manifestations  of  peptic  ulcers  during 
continous  ACTH  or  cortisone  therapy.26'  32’  56 

Active  duodenal  ulcer  patients  do  not  display  the 
immediate  rise  of  uropepsinogen  excretion  seen  in 
the  normal  person  when  ACTH  is  started.  Gray  et 
al.25  described  a delayed  elevation  of  about  five  days 
in  duodenal  ulcer  patients,  and  he  postulated  that  this 
delay  may  denote  the  effect  of  a chronic  alarm  reac- 
tion on  the  adrenal  cortex.  Woldman62  found  a strik- 
ing correlation  between  the  severity  of  adrenal  dam- 
age and  the  incidence  of  mucosal  hemorrhage  and 
ulceration  of  the  upper  gastrointestinal  tract.  Gray 
et  al.25  pointed  out  that  the  elevation  of  uropepsinogen 
excretion  and  blood  pepsinogen  was  the  result  of  pep- 
tic cell  stimulation  and  not  of  renal  threshold  eleva- 
tion. Their  reasons  for  this  hypothesis  are  the  gradual 
increase  for  four  days  of  the  already  high  uropepsino- 
gen excretion  of  duodenal  ulcers  following  adminis- 
tration of  ACTH  for  five  days  and  the  increase  in  gas- 
tric pepsin  after  ACTH  stimulation. 

Garst  and  Hillyard20  observed  that  the  adrenal 
pathway  is  more  prominent  in  young  than  in  older 
persons.  These  workers  measured  uropepsinogen 
excretion  and  17-ketosteroids  before,  during,  and 
after  stressful  situations  and  observed  a marked  cor- 
relation in  young  persons  and  a negative  correlation 
in  older  men.  They  postulated,  from  these  observa- 
tions, that  pathways  other  than  the  hypothalamic- 
pituitary-adrenal  route  predominate  in  older  persons. 

CONCLUSIONS 

A number  of  limitations  for  the  clinical  use  of 
uropepsinogen  excretion  approximation  have  been 


pointed  out ; however,  the  test  has  also  been  shown 
to  have  advantages. 

This  approximation  cannot  be  used  alone  to  differ- 
entiate between  the  normal  person  and  the  duodenal 
ulcer  patient,6'  23-  36  and  it  should  not  be  used  as  an 
index  of  adrenocortico  activity  unless  the  morphologic 
state  of  the  gastric  mucosa  is  known.13  This  test  is 
not  suitable  as  a screening  procedure  for  gastric  car- 
cinoma, because  only  55  per  cent  of  gastric  carcinoma 
patients  have  less  than  1000  units  of  uropepsinogen 
excretion.30 

The  advocates  of  this  examination,  however,  suggest 
that  it  is  useful  within  limits  as  an  adjunct  in  the  differ- 
ential diagnosis  of  duodenal  ulcer  from  other  sources 
of  hematemesis,3'  16’  29  from  gastric  ulcer,6'  16'  47'  52 
from  gastric  carcinoma,16-  29  and  from  other  causes 
of  dyspepsia.16  The  measurement  of  uropepsinogen 
excretion  is  particularly  valuable  in  the  determina- 
tion of  gastric  peptic  activity  under  life  stress  situa- 
tions.4- 6-  16-  2f)-  36'  4o-  53  It  has  about  the  same  value 
as  measuring  gastric  analysis  in  estimating  the  total 
constant  functioning  activity  of  the  stomach,4  and 
normal  or  elevated  uropepsinogen  excretion  appears 
to  be  of  considerably  more  value  than  levels  of  gastric 
acid  in  the  diagnosis  of  benign  gastric  lesions.30  In 
certain  conditions  such  as  upper  gastrointestinal 
hemorrhages,  uropepsinogen  excretion  can  be  deter- 
mined when  it  would  be  impossible  to  measure  gas- 
tric acidity.4 

Gastric  ulcer,  ulcerating  carcinoma,  adrenal  and 
pituitary  hypersensitivity,  ACTH  and  cortisone  ther- 
apy, and  stress  all  possess  higher  than  normal  mean 
uropepsinogen  excretion  values,  whereas  gastric  car- 
cinoma, pernicious  anemia,  Addison’s  disease,  myxede- 
ma, and  total  gastrectomy  all  have  lower  than  normal 
mean  levels.29 

The  proteolytic  test  is  difficult  to  perform  and  re- 
quires accurate  periods  of  collection.6  The  milk  co- 
agulation test,  however,  is  comparatively  rapid  and 
simple  to  perform,4  and  it  is  easier  to  obtain  urine 
than  gastric  juice  and  requires  less  of  the  patient's 
time.4’  53 

Other  criticisms  of  the  test  point  toward  the  short 
term  fluctuations  of  the  uropepsinogen  excretion  level 
which  require  multiple  observations  during  any  test 
period,  and  toward  the  occasional  slowly  developing 
shifts  of  base  line  which  may  obscure  changes  result- 
ing from  experimental  procedure  unless  multiple  con- 
trol periods  are  used.8-  28-  53 

A uropepsinogen  excretion  examination  at  reg- 
ular intervals  is  especially  valuable  in  measuring  gas- 
tric pepsin  secretion  after  subtotal  gastric  resection,4 
and  it  is  an  aid  in  the  diagnosis  of  total  gastric  resec- 
tion,23- 29  or  pernicious  anemia.  17-  23>  29 

Elevated  or  low  values  in  "normal”  persons  may  be 
the  indication  of  a precurser  condition  to  duodenal 
ulcer  or  pernicious  anemia  respectively.47  It  is  possibly 
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of  some  value  in  determining  the  state  of  nutrition.-1’ 11 

The  examination  of  uropepsinogen  excretion  offers 
an  opportunity  to  study  certain  drugs  over  periods  of 
weeks  rather  than  hours.53  The  determination  is  of 
much  value  during  cortisone  or  ACTH  therapy  for 
the  measurement  of  gastric  response,28’  29  or  as  a guide 
to  the  management  of  an  ulcer  program.4  Some 
changes  in  functional  states  as  related  to  stress  and 
in  Cushing’s  ulcer  are  comparatively  apparent  by  the 
uropepsinogen  excretion  test.  The  test  is  also  of  value 
in  judging  the  proper  dosage  of  cortisone  for  the  treat- 
ment of  lymphoma.4  It  may  possibly  serve  as  a meas- 
ure of  studying  adrenocortical  situations.16'  29,  37’  57 
There  is  evidence  that  uropepsinogen  excretion  deter- 
mination is  of  value  in  differentiating  the  effects  of 
direct  psychic  stress  from  the  effects  of  secondary 
stress  involving  adrenocortical  oversecretion.4 
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Results  of  Tuberculosis  Study 

Recommendations  of  the  out-of-state  team  of  spe- 
cialists who  have  made  a study  of  tuberculosis  in 
Kansas  were  presented  by  Dr.  Joseph  B.  Stocklen, 
Cleveland,  study  chairman,  at  the  annual  meeting  of 
the  Kansas  Tuberculosis  and  Health  Association  in 
Wichita,  September  27. 

"The  Kansas  Medical  Society  has  followed  the 
work  of  the  study  team  with  interest,”  said  Dr.  Monti 
L.  Belot,  Lawrence,  president  of  the  Kansas  Trudeau 
Society.  "Members  of  the  Committee  on  Control  of 
Tuberculosis,  under  the  chairmanship  of  Dr.  J.  W. 
Spearing,  as  well  as  many  individual  physicians,  have 
participated  actively  in  the  project.” 

Notable  progress  in  tuberculosis  control  in  Kansas 
was  recognized,  but  Dr.  Stocklen  reminded  doctors 
and  health  and  social  workers  that  there  is  much  to 
be  done  if  control  of  tuberculosis  is  to  become  a 
reality  in  the  foreseeable  future.  The  need  for  unified 
direction  of  public  health  and  hospitalization  aspects 
of  the  disease  was  stressed  as  -essential. 

Dr.  Stocklen  mentioned  the  function  of  private 
physicians  in  casefinding  and  in  the  treatment  of 
tuberculosis  patients.  These  are  particularly  impor- 
tant, he  said,  because  of  the  total  lack  of  diagnostic 
and  treatment  facilities  for  non-hospitalized  patients 
in  many  counties  and  extremely  limited  facilities  in 
others. 

The  report  noted  that  with  new  treatment  meth- 
ods, the  private  physician  will  be  called  upon  more 
and  more  frequently  to  care  for  patients  with  tuber- 
culosis. This  points  up  the  need  for  continued  pro- 
fessional familiarity  with  present  concepts  of  treat- 
ment and  its  public  health  implications. 

The  high  prevalence  of  tuberculosis  in  low  income 
groups  and  the  lack  of  public  tuberculosis  clinics  in 
Kansas  were  revealed  by  the  study.  After  consulta- 
tion with  the  Kansas  Medical  Society's  Committee 
on  Control  of  Tuberculosis,  the  study  team  recom- 
mended that  a system  of  medically  approved  clinics 
be  established  for  casefinding,  diagnosis,  and  treat- 
ment of  tuberculosis. 

The  study  report  suggested  the  Kansas  Medical 
Society  and  the  Kansas  State  Board  of  Health  con- 
tinue collaboration  in  the  development  of  a plan  for 
the  proper  care  and  treatment  of  the  recalcitrant 
tuberculous  patient. 

To  coordinate  the  efforts  of  various  agencies,  the 
study  group  recommended  that  a tuberculosis  con- 
trol officer  with  experience  in  clinical  and  public 
health  aspects  of  tuberculosis  be  placed  in  charge  of 
the  entire  tuberculosis  program  in  Kansas. 

The  group  also  recommended  more  frequent  x-ray 
surveys  for  those  in  southeast  Kansas  and  in  met- 
ropolitan areas  where  there  is  the  highest  incidence 
of  the  disease.  It  was  noted  that  the  cause  of  control 
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youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 


BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 

READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages, 


MYSTECLIN  SUSPENSION:  a fruit -flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125,000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfub 
Supplied  in  two-ounce  bottles. 


Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250,000  units  Mycostatin)  and  Half  Strength  Capsules  (125  mg. 
Steclin  Hydrochloride  and  125,000  units  Mycostatin). 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


'MYSTECLIN'®,  ‘STECLIN’®,  AND  'MYCOSTATIN'®  ARE  SQUIBB  TRADEMARK* 
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could  be  advanced  by  educating  the  public  to  better 
participation  in  x-ray  programs. 

Copies  of  the  complete  report,  containing  these 
and  other  recommendations,  are  available  in  limited 
number.  Those  wishing  to  have  copies  may  secure 
them  through  the  Kansas  Medical  Society,  315  West 
Fourth  Street,  Topeka,  or  through  the  Kansas  Tuber- 
culosis and  Health  Association,  1134  Topeka  Avenue, 
Topeka. 


THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

Regardless  of  which  party  organizes  the  next 
Congress  or  who  occupies  the  White  House,  health 
and  welfare  legislation  promises  to  take  up  consid- 
erable time  and  attention  of  lawmakers.  There  is 
nothing  to  indicate  that  the  general  subject  of  health 
has  lost  its  appeal  either  to  the  public  in  general  or 
to  men  who  run  for  political  office  in  particular. 

The  national  platforms  on  which  the  candidates 
of  both  parties  have  been  campaigning  are  somewhat 
of  a blueprint  for  the  type  of  legislation  to  come  in 
the  85th  Congress,  convening  next  January  3;  gen- 
erally, both  parties  advocate  more  rather  than  less 
federal  participation  in  health  and  welfare  pro- 
grams. Here  are  some  of  the  points  in  the  two  plat- 
forms: 

Aid  to  Medical  Schools — The  Republicans  recom- 
mend "federal  assistance  to  help  built  facilities  to 
train  more  physicians  and  scientists’’  as  a supplement 
to  action  of  the  84th  Congress  authorizing  federal 
grants  to  schools  and  other  groups  for  laboratory  re- 
search facilities.  The  Democrats  state:  "We  pledge 
ourselves  to  initiate  programs  of  federal  financial 
aid,  without  federal  controls,  for  medical  education.’’ 

Aid  to  Hospital  Construction — The  Republican 
plank:  "Republican  leadership  has  enlarged  federal 
assistance  for  construction  of  hospitals.”  The  Demo- 
cratic plank:  "We  pledge  continuing  and  increased 
support  for  hospital  construction  programs." 

Medical  Research — Republicans:  "We  have  asked 
the  largest  increase  in  research  funds  ever  sought 
in  one  year  to  intensify  attacks  on  cancer,  mental 
illness,  heart  diseases,  and  other  dread  diseases.” 
Democrats:  "We  shall  continue  to  support  vig- 
orously all  efforts,  both  public  and  private,  to  wage 
relentless  war  on  diseases.  . . . We  commend  the 
Democratic  party  for  its  leadership  in  obtaining 
greater  Congressional  authorizations  in  this  field. 

Vocational  Rehabilitation — Republicans:  "We 


have  fully  resolved  to  continue  our  steady  gains  in 
man’s  unending  struggle  against  disease  and  disa- 
bility.” Democrats:  "We  pledge  support  to  a vastly 
expanded  rehabilitation  program  for  these  physically 
handicapped,  including  increased  aid  to  states.” 

Medical  Care — Republicans:  "We  have  encour- 
aged a notable  expansion  and  improvement  of  vol- 
untary health  insurance,  and  urge  that  reinsurance 
and  pooling  arrangements  be  authorized  to  speed 
this  progress.”  Democrats:  "We  pledge  ...  in- 
creased federal  aid  to  public  health  services,  par- 
ticularly in  rural  areas.” 

Social  Security — Republicans:  "We  shall  continue 
to  seek  extension  and  perfection  of  a sound  social 
security  system.”  Democrats:  "By  lowering  the  re- 
tirement age  for  women  and  for  disabled  persons, 
the  Democratic  84th  Congress  pioneered  two  great 
advances  in  social  security.  . . . We  shall  continue 
our  efforts  to  broaden  and  strengthen  this  program 
by  increasing  benefits  to  keep  pace  with  improving 
standards  of  living,  by  raising  the  wage  base  upon 
which  benefits  depend,  and  by  increasing  benefits 
for  each  year  of  covered  employment.” 

NOTES 

Further  evidence  that  federal  aid  to  medical  schools 
will  be  high  on  the  agenda  of  the  next  Congress  is 
the  survey  under  way  by  the  staff  of  the  House  Inter- 
state and  Foreign  Commerce  Committee.  More  than 
50  organizations  have  been  sent  letters  requesting 
background  facts  on  financial  needs  of  medical 
schools  and  the  demand  for  medical  school  appli- 
cants "rather  than  arguments  intended  to  support  or 
oppose  any  particular  form  of  federal  aid.”  The  in- 
formation is  being  gathered  as  a preliminary  to 
hearings  in  the  next  Congress. 

Public  Health  Service  announced  the  availability 
of  250  traineeship  grants  for  graduate  or  specialized 
training  of  professional  public  health  personnel 
under  the  newly  enacted  Health  Amendments  (Om- 
nibus) Act.  Emphasis  is  on  bringing  new  and  young- 
er people  into  public  health,  men  and  women  under 
35  years  of  age.  Congress  voted  $1  million  for  this 
program  this  year.  Another  500  traineeships  from 
a $2  million  appropriation  are  offered  for  graduate 
nurses  in  administrative,  supervisory,  and  teaching 
positions. 

While  Defense  Department  officials  were  putting 
the  finishing  touches  on  regulations  to  carry  out  the 
military  dependents  medical  care  program,  the  State 
Department  was  working  on  its  own  version  of  a 
program  for  furnishing  care  to  about  13,500  depend- 
ents of  Foreign  Service  personnel  stationed  over- 
seas. In  most  instances,  medical  and  hospital  care 
(with  a $35  deductible  clause)  will  be  supplied  in 
U.  S.  military  installations. 


part  of  every  illness 


ANXIETY 

is  part  of 


ULCER 


MEPROBAMATE 

(2-methyl-2-n-propyl-l ,3-propanediol  dicarbamate) 
Licensed  under  U.S.  Pat.  No.  2,724,720 


. . functional  nervousness,  including  fatigue  and  anxiety,  ivas  by  far 
the  greatest  detectable  cause  of  recurrences  of  peptic  ulcer  symptoms,  and 
in  many  instances  it  seemed  likely  that  the  same  etiological  factors  were 
initially  responsible  for  the  ulcer.”1 

Peptic  ulcer  is  a combination  of  the  emotional  and  the  physi- 
cal. Fortotal  management,  a combination  of  measures  isoften 
indicated.  Equanil  adds  to  the  adequacy  of  routine  treatment 
by  countering  psychic  stress  as  a stimulant  to  vagal  activity. 

It  combats  the  anxiety  and  tension,  and  encourages  restful 
sleep.2 

In  every  patient ...  a valuable  adjunct  to  the  customary  therapy 


Supplied:  Tablets,  400  mg.,  bottles  of  50. 
Usual  Dose:  1 tablet,  t.i.d. 

1.  Weiss,  E.,  and  English,  O.S.:  Psychoso- 
matic Medicine.  W.  B.  Saunders  Co.,  Phil- 
adelphia, 1949,  p.  358. 

2.  Lemere,  F.:  Northwest  Med.  54:1098 
(Oct.)  1955. 


anti-anxiety  factor  with  muscle-relaxing  action 


y//fyef/i 

® 

Philadelphia  1,  Pa: 
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BOOK  REVIEWS 


The  Recovery  Room — Immediate  Postoperative 
Management.  By  Max  S.  Sadove.  M.D.,  and  James  H. 
Cross , M.D.  Published  by  W.  B.  Saunders  Company, 
Philadelphia.  391  Page$-  Price  $12. 

This  book  opens  up  an  entirely  new  concept  of 
management  of  critically  ill  patients.  Though  it  is 
stated  on  the  cover  that  it  is  written  about  immedi- 
ate postoperative  management,  it  proceeds  in  its  first 
chapter  to  discuss  and  describe  what  is  termed  an 
"Intensive  Therapy  Unit.”  This  unit  is  designed  to 
care  for  patients  emerging  from  anesthesia  and  those 
who  are  critically  ill — comatose,  cardiac,  neurosur- 
gical, and  accident  cases. 

The  book  is  an  exhaustive  and  detailed  collection 
of  ideas  on  management  of  critically  ill  patients  of 
every  category.  It  is  well  written  and  informative. 
If  there  could  be  any  criticism,  it  might  be  that  the 
authors  left  nursing  care  in  the  recovery  room  to  the 
last  and  gave  it  comparatively  little  space.  It  has 
been  our  observation  that  the  quality  of  nursing 
care  in  the  recovery  unit  is  one  of  the  most  important 
factors  in  its  success. 

This  book  should  be  considered  a "must”  in  the 
recovery  room  library  and  should  be  referred  to  by 
doctors  and  nurses  alike  in  operating  existing  units 
and  in  planning  and  expanding  new  facilities. — 
W.O.M. 


Diseases  of  the  Chest.  By  Corwin  Hinshaw,  M.D., 
and  L.  Henry  Garland.  M.D.  Published  by  W.  B. 
Saunders  Company,  Philadelphia.  121  pages.  634 
illustrations.  Price  $13. 

The  authors  have  presented  a well  organized  sur- 
vey of  the  diseases  of  the  chest  exclusive  of  heart 
disease.  They  have  most  successfully  made  this  a 
contemporary  book  with  an  inclusion  of  the  latest 
developments  in  the  field  evaluated  in  the  light  of 
their  extensive  experience. 

The  initial  section  of  the  book  involving  diagnos- 
tic procedures  may  occasionally  seemingly  refute 
some  of  our  classic  conceptions;  for  example,  the 
authors  advised  that  the  physician  have  the  x-ray 
image  in  mind  prior  to  the  physical  examination  of 
the  chest.  As  one  reads  on,  however,  there  remains 
no  doubt  about  the  thoroughness  of  the  authors’ 
technics  of  physical  diagnosis. 

The  apparent  bulk  of  the  volume  is  diluted  by 
extremely  frequent  and  well  chosen  x-ray  pictures. 
The  print  is  easily  read.  The  outlines  preceding  each 
chapter  and  the  summaries  following  are  quite  help- 
ful. 


I feel  this  book  is  a useful  reference  volume,  and 
its  main  worth  will  be  in  the  readiness  with  which 
current  views  in  the  field  of  chest  disease  may  be 
found  in  an  office  or  hospital  library. — J.L.M. 


A Modern  Pilgrim's  Progress  for  Diabetics.  By 
Garfield  G.  Duncan,  M.D.  Published  by  W.  B. 
Saunders  Company,  Philadelphia.  222  pages.  Price 
$2.30. 

This  compact  book  is  small  enough  to  fit  con- 
veniently in  a suit  coat  pocket.  It  is  composed  of  two 
parts.  The  first  part  (144  pages)  is  about  the  expe- 
riences of  a young  diabetic  social  worker  who  is 
employed  in  a diabetic  clinic.  The  remainder  of  the 
222-page  book  is  devoted  primarily  to  an  appendix 
with  a short  glossary  and  index. 

Problems  faced  by  all  young  diabetics  are  cov- 
ered in  an  interesting  fashion  in  the  social  worker’s 
own  life.  In  the  clinic  she  meets  all  the  typical  types 
of  diabetic  patients.  These  are  all  treated  as  person- 
alities and  are  given  names  so  that  their  character- 
istics may  be  better  remembered  and  understood  by 
a new  or  old  diabetic  who  reads  the  book.  During 
the  course  of  the  story,  explanations  are  made  regard- 
ing blood  sugar,  heredity,  insulin,  and  other  sub- 
jects. Footnotes  indicate  where  to  find  more  details 
on  a given  problem  in  the  appendix.  Cases  of  in- 
sulin reactions,  diabetic  acidosis,  gangrene,  neuritis, 
intermittent  claudication,  and  other  complications 
are  illustrated.  Finally  the  patient  marries  and  has 
a baby,  giving  an  opportunity  to  cover  the  problem 
of  diabetes  and  pregnancy. 

The  appendix  gives  detailed  descriptions  of  what 
diabetics  should  know  about  diabetes.  The  various 
insulins  and  their  administration  and  the  care  of 
insulin  reactions  are  discussed.  Testing  of  urine  for 
sugar  and  ketones  and  diabetic  coma  receive  de- 
tailed attention.  Diets  are  explained,  and  the  ex- 
change system  is  thoroughly  covered.  In  the  glos- 
sary, definitions  of  such  terms  as  calorie,  fat  atrophy, 
and  Sucaryl  are  given. 

In  the  index  one  can  find  quick  reference  to  where 
a subject  is  covered  both  in  the  story  and  in  the 
appendix. 

This  book  deserves  a thorough  clinical  trial  both 
as  a ready  reference  book  for  the  physician  and  as  a 
book  of  instruction  for  the  diabetic  patient. — T.J.L. 


The  Neuroses  in  Clinical  Practice.  By  Henry  P. 
Laughlin,  M.D.  Published  by  W.  B.  Saunders  Com- 
pany, Philadelphia.  802  pages.  Price  $12.30. 

This  volume  sets  forth  the  neurotic  reactions  in 
a readable,  lucid,  well-constructed  arrangement.  The 
author’s  modest  hopes  expressed  in  the  preface  are 
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confirms  and  defines  superiority  over 
other  Rauwolfia  preparations  in  the 
treatment  of  HYPERTENSION 


• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions1  of  several  Rauwolfia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 


• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwolfia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwolfia  root.  Recent  investigations  confirm  the  desirability 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids)  over  single  alkaloidal  preparations;  ”...  mental  depres- 
sion..  .was ...  less  frequent  with  alseroxylon. ..”2 

The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe . . . merely  two  2 mg.  tablets  at  bedtime. 


Riker 


1.  Cronheim,  G.,  and  Toekes,  I.  M.;  Comparison  of  Sedative  Properties  of  Single 
Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am.  Soc.  Pharmacol.  & Exper. 
Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  (Rauwolfia)  of  Hyperten- 
sion. II.  A Comparative  Study  of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used 
Alone  (Orally)  for  Therapy  of  Ambulatory  Patients  with  Hypertension,  A,M.A. 
Arch.  Int.  Med.  96: 530  (Oct.)  1955. 


Rauwiloid  is  the  original  alseroxylon  fraction  of  India-grown 
Rauwolfia  serpentina,  Benth.,  a Riker  research  development. 
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exceeded  because  he  has  successfully  combined  sev- 
eral essential  elements:  extensive  and  interesting  dis- 
cussions of  the  subject  matter,  sufficient  historical 
references  to  orient  his  presentation,  and  ample  bib- 
liography to  indicate  the  amount  of  background  ef- 
fort entering  into  such  a work. 

We  learned  medicine  in  the  concise,  comfortable 
etiology-diagnosis-therapy-prognosis  pattern  and  have 
always  had  trouble  fitting  the  psychiatric  entities  into 
the  same  nice  pattern.  We  were  heartened,  therefore, 
to  find  that  the  author  has  given  us  a practical,  usable 
reference  with  due  allowance  for  the  infinite  variety 
of  mental  reactions. 

He  performs  one  service  if  no  other:  the  inclusion 
of  a glossary  of  psychiatric  terms.  We  have  always 
had  a suspicion  that  we  ''somatically-oriented”  char- 
acters were  not  so  far  removed  from  our  psychiatric 
brethren  if  we  only  knew  what  all  those  words  really 
meant. — D.E.G. 


The  Doctor’s  Marital  Guide  for  Patients.  By  Ber- 
nard R.  Greenblat,  M.D.  Published  by  the  Budlong 
Press , Chicago.  88  pages.  Sample  copies  free  to 
physicians.  Patient  price  $1.50. 

This  is  a condensed  presentation  on  the  alleged 
facts  of  life  and  seems  to  us  to  be  well  written  and 
as  adequate  for  the  orientation  of  young  couples  as 
the  more  involved  books.  After  all,  there  is  a limit 
to  how  much  one  can  learn  out  of  books.  There  is 
also  a limit  to  the  information  a physician  can  get 
over  to  a nervous  young  couple  in  a reasonable 
period  of  time,  and  a manual  of  this  sort  for  later 
perusal  makes  an  excellent  adjunct  to  his  remarks. 
There  is  also  a Catholic  edition  with  obvious  dif- 
ferences in  reference  to  the  matter  of  contracep- 
tion. Perhaps  the  best  recommendation  is  that  both 
of  the  reviewer’s  copies  were  lent  to  prospective 
brides  and  have  never  been  returned. — D.E.G. 


Sleep.  By  Marie  Carmichael  Stopes,  D.Sc.,  Ph.D. 
Published  by  the  Philosophical  Library,  Inc.,  New 
York.  154  pages.  Price  $3.00. 

This  reviewer  first  felt  sympathy  for  the  author, 
an  English  woman  so  sensitive  that  she  once  recog- 
nized a variation  of  four  degrees  from  true  north 
in  the  placement  of  her  bed.  Next  came  a feeling  of 
irritation  for  one  who  can  find  so  much  about  which 
to  complain  in  our  present  civilization.  Finally  came 
a feeling  of  amusement  and  the  thought  that  some 
of  the  cures  proposed  are  less  attractive  than  the 
complaint. 

It  seems  incredible  that  the  author  can  seriously 
mean  the  following  statements:  "The  soft  foam  rub- 
ber mattress  is  an  example  of  a modern  'advance’  to 


be  avoided  by  all  who  value  their  health.  It  is  per- 
nicious . . . because  rubber  is  an  insulator,  and  cuts 
you  off  from  electric  currents  of  the  earth  with  which 
you  should  be  in  contact.”  "It  [leg  cramp]  was 
brought  ...  by  the  stink  given  off  by  my  new  rub- 
ber hot-water  bottle.”  "Till  he  is  15  or  16,  no  child 
should  do  brain  work  after  that  time  [four  o’clock 
in  the  afternoon],  "No  child  should  be  waked,  not 
even  a child  of  school  age.  Sleep  is  of  far  more 
value  to  a child  than  lessons.”  "If,  on  the  other  hand, 
as  is  so  often  and  so  foolishly  the  plan  in  modern 
homes,  the  sleeper  has  no  chamber  pot  handy  under 
or  beside  his  bed  ...  he  will  be  very  thoroughly 
awakened.  I have  seen  no  protest  by  any  doctor,  nor 
any  public  statement  anywhere  about  the  evil  effects 
of  this  retrograde  innovation  in  banishing  the  bed- 
room chamber,  now  so  rampant  among  us  mas- 
querading as  'modern  hygiene.’  ” 

The  author’s  pleasure  in  derogatory  statements 
about  this  country  is  seen  in  the  following:  "About 
half  the  people  in  the  United  States  of  America  suf- 
fer from  sleeplessness.  One  is  tempted  to  say,  'It 
serves  them  jolly  well  right.’  They  infringe  the  most 
fundamental  laws  of  nature  more  than  any  other 
nation,  and  the  ever-increasing  tempo  of  their  lives, 
combined  with  a mounting  fear  of  future  conditions, 
creates  exactly  the  type  of  mind  to  defeat  sleep’s 
gentle  ministrations.” 

It  also  creates  the  type  of  mind  to  predict  that 
this  book  will  enjoy  little  popularity  in  the  United 
States.  One  is  tempted  to  say  of  its  author,  "And  it 
serves  her  jolly  well  right.”— P.F. 


Electrocardiography — Fundamentals  and  Clinical 
Application.  Second  Edition.  By  Louis  Wolff,  M.D. 
Published  by  W.  B.  Saunders  Company,  Philadelphia. 
522  pages,  109  figures.  Price  $11.50. 

The  first  edition  of  this  text  was  among  the  earliest 
to  substitute  a rational  basis  of  electrocardiographic 
interpretation  for  the  pattern  memorization  method. 
The  second  edition  preserves  the  simplicity  and 
understandability  of  the  original  introduction  which 
included  just  enough  electrophysics  to  permit  a log- 
ical explanation  of  the  various  deflections  of  the 
normal  and  abnormal  electrocardiogram. 

The  author  has  brought  the  text  up  to  date  by 
skillfully  weaving  in  the  concepts  of  vectorcardiog- 
raphy and  ventricular  gradients  and  pointing  out  the 
additional  information  they  may  yield.  His  presenta- 
tion of  vectorcardiography  is  purposely  superficial 
on  the  basis  that  its  applicability  to  clinical  electro- 
cardiography has  not  yet  been  clearly  defined. 

In  addition  to  the  chapters  on  right  and  left  ven- 
tricular hypertrophy,  right  and  left  bundle  branch 
block,  myocardial  infarction,  and  coronary  artery 
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the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 
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disease  included  in  the  first  edition,  there  have  been 
added  chapters  on  arrhythmias,  pericarditis,  pul- 
monary embolism,  and  abnormal  electrolyte  patterns. 

The  simplicity  of  language  and  the  conciseness 
of  this  book  make  it  an  ideal  introduction  to  electro- 
cardiography for  the  novice,  yet  there  are  helpful 
facts  which  make  it  worth  while  reading  for  the  more 
advanced  student  as  well. — R.T.C. 


Christopher’ s Textbook  of  Surgery.  Sixth  Edition. 
Edited  by  Loyal  Davis.  M.D.  Published  by  W . B. 
Saunders  Company,  Philadelphia.  1484  pages,  1339 
illustrations  on  716  figures.  Price  $13.30. 

For  20  years  Christopher’s  Textbook  of  Surgery 
has  been  a popular  and  standard  single-volume  text. 
The  present  volume  is  a worthy  successor  and  is  the 
first  to  appear  under  the  editorship  of  Loyal  Davis. 

Recognizing  the  futility  of  attempting  to  put  every- 
thing in  one  volume,  ".  . . Each  contributor  to  this 
edition  has  had  the  aim  to  present  his  subject  in 
such  a way  that  he  will  stimulate  the  young  and  older 
students  of  surgery  alike  to  read  further,  to  think 
through  the  problems  presented  by  each  of  their  pa- 
tients, and  to  ascertain  by  themselves  the  anatomic, 
physiologic,  bacteriologic,  pathologic,  biochemic  and 
pharmacologic  factors  involved.  Surgery  is  the  art  of 
the  application  of  the  basic  medical  sciences  and 
each  individual  engaged  in  its  complexities  of  judg- 
ment, responsibility  and  decision  must  continue  to 
educate  and  improve  himself  without  thought  of  an 
end  point. 

"Each  contributor  has  written  in  his  own  style  of 
teaching  and  each  one  is  authoritative  in  his  field; 
each  hopes  that  he  will  create  in  the  reader  a desire 
to  learn  more  about  the  subject  presented.  Reading 
references  have  been  provided  to  encourage  the  in- 
quisitive and  imaginative  to  seek  further.” 

In  keeping  with  the  changing  scope  of  surgical 
practice,  some  chapters,  such  as  those  on  thoracic 
surgery  and  vascular  surgery,  have  been  expanded, 
but  not  to  the  exclusion  of  proper  emphasis  on  com- 
mon conditions  such  as  hernia,  gastrointestinal  tract, 
biliary  tract,  and  fractures.  An  introductory  chapter 
on  History  of  Surgery  and  a final  one  on  Qualifica- 
tions of  a Surgeon  round  out  a well  balanced  vol- 
ume. The  book  deserves  and  will  continue  to  be  a 
most  popular  text  for  medical  students  and  prac- 
ticing surgeons. — O.R.C. 


Great  ideals  and  principles  do  not  live  from  gen- 
eration to  generation  just  because  they  are  right,  nor 
even  because  they  have  been  carefully  legislated. 
Ideals  and  principles  continue  from  generation  to 
generation  only  when  they  are  built  into  the  hearts 
of  the  children  as  they  grow  up. — George  S.  Benson. 


ANNOUNCEMENTS 


Twenty-sixth  annual  clinical  conference,  Okla- 
homa City  Clinical  Society,  Oklahoma  City,  Octo- 
ber 22-25.  Write  503  Medical  Arts  Building  for 
program.  Credit  under  category  1 by  American  Acad- 
emy of  General  Practice. 


Five  short-term  courses  related  to  heart  and  cir- 
culatory system  offered  by  New  York  University 
Postgraduate  Medical  School  during  November. 
Covered  are  cardiac  roentgenology,  electrocardiog- 
raphy, clinical  electrocardiographic  interpretation, 
peripheral  vascular  diseases,  cardiac  arrest  and  resus- 
citation. Write  the  Dean,  550  Forst  Avenue,  New 
York  16,  New  York. 


December  1,  deadline  for  submitting  applications 
to  National  Foundation  for  Infantile  Paralysis  for 
postdoctoral  fellowships.  Fellowships  available  in 
rehabilitation,  psychiatry,  orthopedics,  management 
of  poliomyelitis,  preventive  medicine,  research,  and 
academic  medicine.  Stipends  from  $3,600  to  $6,000. 
Write  Division  of  Professional  Education,  National 
Foundation,  120  Broadway,  New  York  City. 


Course  in  practical  electrocardiology  presented  by 
Dr.  Demetria  Sodi-Pallares,  Mexico  City,  under  aus- 
pices of  University  of  Texas  Postgraduate  School  of 
Medicine  and  Baylor  University  College  of  Medicine, 
Houston,  December  3-7.  Write  Postgraduate  School 
of  Medicine,  Texas  Medical  Center,  Houston  25, 
Texas. 


Award  of  $500  for  best  article  by  a physician  on 
any  subject  of  medical  economics,  $100  to  $300  for 
other  articles  accepted.  Deadline  December  31,  1956. 
Address  Awards  Editor,  Medical  Economics,  Oradell, 
New  Jersey. 


Next  scheduled  examination  (Part  I),  written,  and 
review  of  case  histories  for  candidates  of  American 
Board  of  Obstetrics  and  Gynecology,  Inc.,  in  various 
cities,  February  1,  1957.  Case  reports  due  within  30 
days  of  notification  of  eligibility  to  Part  I.  Deadline 
for  requests  for  re-examination  in  Part  II,  February 
1.  Write  the  Secretary,  Robert  L.  Faulkner,  M.D., 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 


Eleventh  annual  symposium  on  fundamental  can- 
cer research,  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  March  7-9, 
1957.  Subject,  "Viruses  and  Tumor  Growth.” 
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A.M.A.  Clinical  Session 

The  A.M.A.  clinical  session  will  be  held  in  Seat- 
tle, November  27-30,  with  headquarters  at  the  Olym- 
pic Hotel  where  House  of  Delegates  and  committee 
meetings  will  be  held. 

The  scientific  program  at  the  Seattle  Civic  Audi- 
torium will  consist  of  45  papers  beamed  at  the  gen- 
eral practitioner  and  covering  such  subjects  as  fluid 
balance,  urological  problems,  office  psychiatry,  vari- 
cose veins,  fractures,  diabetes,  and  heart  disease.  Tel- 
evision clinics,  both  operative  and  non-operative, 
will  treat  of  anesthesia,  burns,  bleeding  problems, 
intestinal  obstruction,  caesarean  section,  hand  sur- 
gery, and  vein  stripping. 


The  problem  of  darkness  does  not  exist  for  a 
man  gazing  at  the  stars.  No  doubt  the  darkness  is 
there,  fundamental,  pervasive  and  unconquerable  ex- 


cept at  the  pinpoints  where  the  stars  twinkie;  but 
the  problem  is  not  why  there  is  such  darkness,  but 
what  is  the  light  that  breaks  through  it  so  remark- 
ably; granting  this  light,  why  we  have  eyes  to  see  it 
and  hearts  to  be  gladdened  by  it. — George  Santayana. 


Wives  are  more  likely  than  husbands  to  promote 
regular  family  savings,  the  University  of  Michigan 
Research  Center  has  found. 


CLASSIFIED  ADVERTISEMENTS 

NEW  OFFICE  BUILDING  available  for  rent  or  sale. 
Owner  starting  Navy  career.  Open  staff  hospital,  19  miles. 
Maternity  home,  1 mile.  Rural  farming  and  ranching  area. 
Practice  unlimited.  Write  the  Journal  10-56. 

WANTED — An  R.N.  laboratory  and  x-ray  technician  for 
office  in  central  Kansas  town.  Write  the  Journal  11-56. 

FOR  SALE — Complete  office  furniture  and  equipment, 
three  years  old,  excellent  condition,  priced  to  sell.  Write  the 
Journal  9-56. 
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Colon 

The  Selection  of  Operation  for  Carcinoma  of  the  Colon 


PETER  A.  ROSE  M.D.,  and  NICHOLAS  J.  CAPOS,  M.D.,  Chicago 


Because  of  its  segmental  blood  supply  and  lymph 
drainage,  the  colon  lends  itself  to  radical  resection  for 
carcinoma.  Physiologically,  long  segments  of  colon 
can  be  removed  without  any  apparent  disturbance  of 
bowel  function.  In  view  of  these  facts,  in  planning 
operations  for  carcinoma  of  the  colon,  every  attempt 
should  be  made  to  remove  the  tumor  and  its  region  of 
local  spread  and  lymph  node  metastases.  In  order  to 
obtain  the  greatest  number  of  surgical  cures  for  car- 
cinoma of  the  colon,  wide  resection  of  the  tumor  and 
its  avenues  of  spread  should  be  done  in  all  cases. 

Radical  resection  of  malignant  tumor  is  accepted 
in  principle  by  all  surgeons.  However,  there  is  no  uni- 
form opinion  as  to  the  extent  to  which  an  operative 
procedure  is  to  be  carried  in  order  to  effect  a cure. 
Resectability  of  carcinoma  of  the  colon,  particularly 
the  large,  often  fixed,  and  infiltrating  tumors,  is  gov- 
erned not  only  by  the  training  and  experience  of  the 
surgeon  but  also  by  the  acceptance  of  the  fact  that 
today,  at  least,  surgery  is  the  only  hope  for  a cure 
or  relief  of  symptoms. 

In  our  own  series  of  385  patients  with  carcinoma 
of  the  colon  operated  upon  in  the  period  between 
1940  and  1950,  the  carcinoma  was  resectable  in  330, 
or  a resectability  rate  of  86.6  per  cent.  The  mortality 
rate  in  the  resected  cases  was  3.3  per  cent.  In  the  1950 
to  1953  period  there  were  149  patients,  of  whom  144 
were  treated  by  resection,  or  a resectability  rate  of 
96.6  per  cent  and  a mortality  rate  of  5.5  per  cent  in 
the  resected  cases.  Although  the  mortality  is  2.2  per 

Presented  at  the  97th  annual  session,  Kansas  Medical 
Society,  Topeka,  May  2,  1956. 


cent  greater  in  the  1950  to  1953  period,  during  which 
time  the  tumors  were  resected  radically,  our  resect- 
ability rate  increased  10  per  cent,  thereby  giving  an 
additional  7 to  8 per  cent  of  operated  patients  greater 
comfort,  if  not  a greater  possibility  of  cure. 

PREOPERATXVE  PREPARATION  AND  ANESTHESIA 

The  generally  accepted  plan  of  preparing  patients 
for  colon  surgery  is  by  improving  their  general  con- 


Factors  determining  elioiee  of  oper- 
ation are  discussed,  along  with  pre-oper- 
ative preparation,  anesthesia,  and  surgi- 
cal procedures  effective  in  various  areas 
of  the  colon. 


dition  through  high  protein,  high  carbohydrate,  low 
residue  diet  and  multiple  blood  transfusions  when- 
ever necessary.  The  preoperative  use  of  antibiotics, 
either  the  relatively  nonabsorbable  sulfonamides, 
namely  Sulfasuxidine  and  Sulfathalidine,  or  one  of 
the  broad-spectrum  antibiotics  such  as  Aureomycin, 
terramycin,  neomycin  or  Chloromycetin,  in  order  to 
reduce  the  number  of  organisms  in  the  colon,  has  add- 
ed greatly  to  the  safety  of  colon  surgery.  These  drugs 
reduce  the  hazards  of  infection  and  have  been  respon- 
sible for  the  great  reduction  of  morbidity  and  mor- 
tality. Although  antibiotics  are  available  today  which 
will  reduce  the  number  of  bacteria  in  the  colon  to  low 
and  clinically  insignificant  concentrations,  evidence  of 
toxicity  has  been  demonstrated. 
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In  our  series  there  seemed  to  be  little  if  any  differ- 
ence in  postoperative  morbidity  and  mortality  between 
the  preoperative  use  of  Sulfasuxidine  and  Sulfathali- 
dine,  the  preoperative  administration  of  neomycin, 
Aureomycin,  terramycin  and  Chloromycetin,  alone 
or  in  conjunction  with  Sulfasuxidine.  In  the  group 
of  patients  who  were  given  either  Aureomycin,  terra- 
mycin or  neomycin,  we  had  three  cases  of  pseudo- 
membranous colitis,  one  of  which  proved  fatal,  and 
one  fatal  case  of  diffuse  jejunitis,  ileitis  and  colitis. 

While  these  conditions  had  been  known  to  occur 
before  the  introduction  of  antibiotics,  the  increased 
incidence  of  these  complications  seems  to  be  more 
than  a coincidence.  The  broad-spectrum  antibiotics 
are  invaluable  and  often  life-saving;  however,  their 
use  should  be  restricted  to  definitely  established  in- 
fections. They  should  not  be  used  indiscriminately. 
Until  less  toxic  drugs  are  available,  it  seems  that  the 
relatively  nonabsorbable  drugs  such  as  Sulfasuxidine 
or  Sulfathalidine,  which  are  associated  with  fewer 
toxic  sequelae,  are  more  suitable  for  the  preparation 
of  the  colon  for  surgery. 

In  the  preparation  of  the  gastrointestinal  tract  for 
surgery  there  is  great  need  for  an  agent  which  will 
destroy  the  desquamated  cancer  cell  in  much  the  same 
way  the  antibiotics  suppress  bacterial  activity.  Tumors 
in  the  gastrointestinal  tract  give  off  isolated  or  clumps 
of  cancer  cells  which  lie  free  in  the  lumen  of  the 
bowel.  These  cells  are  frequently  viable  and  can  be 
locally  transplanted  during  the  surgical  procedure, 
particularly  if  the  bowel  is  resected  and  an  open 
anastomosis  is  done.  Much  can  be  done  to  prevent 
local  seeding  of  malignant  cells  during  operation  by 
careful  attention  to  asepsis  and  discarding  all  instru- 
ments, needles,  gloves,  and  drapes  potentially  contam- 
inated by  cancer  cells ; or  by  mechanically  removing 
desquamated  cells  by  rectal  lavage  just  prior  to  a 
colon-rectal  anastomosis.  However,  some  viable  malig- 
nant cells  undoubtedly  are  spread  locally  and  under 
suitable  conditions  grow  into  residual  tumors. 

Anesthesia  has  played  an  important  role  in  the  re- 
duction of  mortality  and  morbidity  following  colon 
surgery.  There  seems  to  be  little  difference  in  mor- 
bidity and  mortality  in  the  use  of  general  as  contrasted 
with  spinal  anesthesia.  However,  too  little  attention 
has  been  given  to  local  anesthesia  in  the  so-called 
poor  risks,  elderly  and  debilitated  patients.  It  is  sur- 
prising how  frequently  an  extensive  intestinal  resec- 
tion can  be  done  under  local  procaine  anesthesia  and 
with  little  shock  to  the  patient. 

FACTORS  DETERMINING  CHOICE  OF  OPERATION 

The  choice  of  operation  for  carcinoma  of  the  colon 
is  determined  by  the  site  of  the  tumor,  its  local  spread, 
and  regional  lymph  node  drainage.  Clinicopathological 


studies  of  Westhues,  Gilchrist  and  David,  Duke  and 
Waugh  have  established  the  course  of  lymph  node 
spread  of  carcinoma  of  the  colon  and  also  determined 
the  rather  limited  spread  of  the  carcinoma  in  the  bowel 
wall,  either  proximally  or  distally  to  the  tumor.  As  a 
result  of  these  studies  there  has  developed  a generally 
uniform  opinion  among  surgeons  as  to  the  amount  of 
bowel  which  should  be  removed  in  order  to  eradicate 
the  local  spread  of  the  malignancy  in  the  bowel  wall 
itself.  There  is  no  such  uniformity  of  opinion  as  to 
the  extent  of  lymph  node  resection  necessary  in  order 
to  effect  the  greatest  number  of  cures.  It  may  be  that 
the  disparity  in  statistics  as  to  five  or  more  years  cure 
of  cancer  of  the  colon  is  a result  of  differences  in  the 
extent  of  resection  of  the  potentially  involved  region- 
al lymph  nodes.  These  differences  may  occur  between 
various  segments  of  colon  and  between  the  results 
obtained  by  different  surgeons. 

In  our  follow-up  studies  of  patients  operated  upon 
for  cancer  of  the  colon,  the  five-year  survivals  were 
better  on  the  right  than  on  the  left  side  of  the  colon. 
Since  the  type  of  tumor  and  method  of  spread  are 
essentially  alike  in  all  segments  of  the  colon,  it  was 
felt  that  the  extent  of  resection  of  the  potentially  in- 
volved lymph  nodes  was  probably  the  cause  of  the 
fewer  cures  on  the  left  as  opposed  to  the  right  colon. 
In  order  to  improve  our  postoperative  curability  of 
cancer  of  the  colon,  particularly  on  the  left  side,  we 
have  extended  resections  of  the  colon  and  mesentery 
so  as  to  include  the  greatest  number  of  lymph  nodes 
that  drain  the  involved  segment  of  bowel. 

CHOICE  OF  OPERATION  IN  VARIOUS  AREAS 

Cecum.  Tumors  of  the  cecum  spread  predominantly 
along  the  ileocolic  group  of  lymph  nodes.  The  greatest 
number  of  cures  in  this  group  of  tumors  can  be  ob- 
tained by  a right  hemicolectomy  with  resection  of  the 
terminal  20  cm.  of  ileum  and  the  right  colon  along 
with  their  entire  lymph  node  containing  mesentery 
up  to  the  midcolic  artery.  The  continuity  of  the  bowel 
is  re-established  with  an  end-to-end,  end-to-side,  or 
side-to-side  anastomosis,  whichever  is  most  suitable. 

Ascending  Colon  and  Region  of  Hepatic  Flexure. 
Tumors  of  the  ascending  colon  and  region  of  the 
hepatic  flexure  spread  predominantly  along  the  right 
colic  and  middle  colic  group  of  nodes.  Resection 
of  the  right  colon  and  transverse  colon  with  all 
the  lymph  nodes  along  the  right  and  middle  colic 
arteries  is  a necessity  in  order  to  remove  tumor  and 
resectable  lymph  node  metastases  in  this  area.  The 
continuity  of  the  bowel  is  re-established  with  an  anas- 
tomosis between  the  ileum  and  colon  in  the  region 
of  the  splenic  flexure. 

Mid  transverse  Colon  to  Region  of  Splenic  Flexure. 
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Tumors  from  the  midtransverse  colon  to  the  region  of 
the  splenic  flexure  metastasize  to  lymph  nodes  that  lie 
along  an  arterial  arcade  that  reaches  from  the  middle 
colic  to  the  left  colic  arteries.  From  these  chains  of 
nodes,  the  tumor  cells  may  reach  the  superior  mesen- 
teric, inferior  mesenteric,  and  periaortic  group  of 
lymph  nodes.  In  order  to  remove  the  tumor  and  the 
metastatic  carcinomatous  lymph  nodes,  the  operation 
of  choice  would  be  a resection  of  the  ascending, 
transverse,  and  descending  colon  with  their  entire 
group  of  regional  nodes.  The  ileocolic,  right,  and 
middle  colic  arteries  are  ligated  at  their  origin  from 
the  superior  mesenteric  artery;  the  left  colic  artery 
is  ligated  at  its  origin  from  the  inferior  mesenteric 
artery,  and  the  lymph  nodes  around  the  inferior 
mesenteric  artery  and  aorta  are  excised.  The  continuity 
of  the  bowel  is  re-established  by  anastomosing  the 
ileum  to  the  lower  sigmoid  colon. 

Left  Colon.  Tumors  of  the  left  colon,  from  de- 
scending colon  to  rectum,  have  a definite  pattern  of 
upward  spread  from  the  regional  lymph  nodes  to  the 
lymph  nodes  around  the  inferior  mesenteric  artery 
and  aorta.  While  the  number  of  patients  who  have 
carcinomatous  lymph  node  metastases  to  inferior 
mesenteric  and  periaortic  groups  of  nodes  and  who 
have  curable  cancer  has  not  been  established  and  can 
be  determined  only  by  prolonged  follow-up  studies, 
operation  for  left  colon  carcinomas  should  include, 
with  resection  of  the  tumor,  this  entire  lymph  node 
bearing  area. 

In  a study  of  36  patients  with  carcinoma  of  the  left 
colon  in  which  lymph  node  spread  was  determined  in 
formalin-fixed,  surgically  resected  specimens,  three 
patients,  or  eight  per  cent,  had  involved  nodes  along 
the  inferior  mesenteric  artery  from  its  origin  at  the 
aorta  to  its  bifurcation,  or  approximately  within  1 cm. 
of  the  aorta.  Five  patients,  or  14  per  cent,  had  car- 
cinomatous nodes  within  2 cm.  of  the  aorta,  and  8 
patients,  or  22  per  cent,  had  malignant  cells  in  nodes 
3 cm.  from  the  aorta.  The  increased  amount  of  surgi- 
cal trauma  that  results  from  the  dissection  of  periaor- 
tic nodes  and  ligation  of  the  inferior  mesenteric  artery 
does  not  affect  postoperative  morality  or  morbidity. 

In  our  own  series  there  were  119  patients  with 
limited  segmental  resections  of  colon  with  one  death 
and  49  patients  with  division  of  the  inferior  mesen- 
teric artery  at  the  aorta  and  dissection  of  periaortic 
nodes  which  reservedly  is  called  left  hemicolectomy, 
with  no  deaths.  There  were  136  patients  who  had  a 
Miles  type  of  abdominoperineal  resection  with  6 
deaths,  or  a mortality  rate  of  4.4  per  cent,  and  55 
patients  who  had  an  abdominoperineal  resection  with 
left  hemicolectomy  with  three  deaths,  or  a mortality 
rate  of  5.5  per  cent.  The  differences  in  morbidity  and 
mortality  rates  between  the  limited  segmental  resec- 


tions of  the  left  colon  and  the  extended  resection  or 
left  hemicolectomy  are  statistically  insignificant,  so  as 
to  warrant  the  performance  of  a left  hemicolectomy 
in  all  patients  with  left  colon  carcinoma. 

Descending  Colon  and  Sigmoid.  Tumors  of  the 
descending  colon  and  sigmoid  metastasize  to  the 
regional  lymph  nodes,  to  the  inferior  mesenteric  group 
of  nodes,  and  to  the  nodes  along  the  aorta.  The  oper- 
ation of  choice  for  this  group  of  carcinomas  is  a resec- 
tion of  the  left  colon  with  its  entire  lymph  node  con- 
taining mesentery  from  the  splenic  flexure  to  the  rec- 
tum, that  is,  left  hemicolectomy.  The  continuity  of  the 
bowel  is  re-established  by  an  anastomosis  of  the  colon 
from  the  region  of  the  splenic  flexure  to  the  rectum. 

Rectosigmoid.  Tumors  in  the  region  of  the  recto- 
sigmoid, as  shown  by  histological  studies  of  resected 
tumor  specimens,  spread  predominantly  upward  along 
the  inferior  mesenteric  group  of  lymph  nodes  with 
little  tendency  to  spread  retrograde  to  lymph  nodes 
below  the  lower  edge  of  the  tumor.  Carcinomatous 
involved  nodes  are  rarely  found  more  than  4 cm.  be- 
low the  lower  border  of  the  tumor,  although  isolated 
instances  are  recorded  in  which  metastatic  carcinoma 
was  found  in  lymph  nodes  that  lay  10  to  15  cm.  be- 
low the  tumor.  The  results  of  these  histological 
studies  of  resected  specimens  have  been  accepted  by 
surgeons  as  guides  in  determining  the  length  of  colon 
to  be  resected  proximal  and  distal  to  the  carcinoma. 
Very  little  attention  has  been  drawn  to  the  fact  that 
these  studies  were  done  on  formalin-fixed  specimens 
which  may  have  contracted  considerably  as  a result  of 
the  action  of  formalin. 

In  the  transference  to  distances  obtained  from  the 
study  of  formalin-fixed  tumors  back  to  the  living  pa- 
tient, allowances  must  be  made  for  the  amount  of 
contraction  of  the  bowel  after  it  is  resected,  which 
often  is  as  much  as  50  per  cent,  and  allowance  made 
for  further  retraction,  if  the  bowel  is  fixed  in  for- 
malin without  first  being  pinned  to  a board  so  to 
maintain  its  original  size.  Since  the  length  of  resected 
bowel  is  rarely  measured  in  its  living  state  in  the  pa- 
tient and  in  its  fixed  state  in  order  to  obtain  the  factor 
of  contraction,  the  distances  obtained  in  histological 
studies  of  resected  specimens  of  bowel  carcinomas  are 
only  approximate ; they  may  often  be  only  half  to  one- 
third  the  distances  in  the  respective  patient.  If  histo- 
logical distances  are  interpreted  without  the  knowledge 
of  amount  of  specimen  contraction,  then  they  cannot 
be  safely  applied  to  the  patient  without  first  empirical- 
ly assuming  a contraction  factor  of  two  to  three.  If, 
for  example,  a carcinomatous  lymph  node  is  found 
4 cm.  below  the  tumor  in  an  unpinned  formalin-fixed 
specimen,  in  the  patient  this  distance  would  probably 
have  been  about  8 to  12  cm.  below  the  tumor. 

The  conflicting  results  of  the  high  incidence  of 
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local  recurrences  following  segmental  resection  of  car- 
cinomas of  the  rectosigmoid  in  the  face  of  limited 
retrograde  spread  in  histological  studies  or  resected 
specimens  is  probably  due  in  part  to  the  direct  appli- 
cation of  uncorrected  histological  distances  to  the  pa- 
tient with  the  result  that  local,  probably  resectable 
carcinomatous  tissue  is  left  in  the  patient.  Also,  un- 
derestimating the  extent  of  retrograde  spread  of  car- 
cinoma may  came  carcinomatous  lymph  nodes  to  be 
divided  and  malignant  cells  to  be  seeded  locally.  Be- 
cause of  these  two  potential  dangers,  it  has  been  our 
practice  never  to  attempt  to  do  a segmental  resection 
of  carcinoma  of  the  rectosigmoid  unless  12  to  15  cm. 
of  bowel  with  its  mesentery,  below  the  tumor,  can 
be  removed. 

Tumors  of  the  rectosigmoid  spread  through  the 
lymph  nodes  along  the  superior  hemorrhoidal,  sig- 
moid, and  inferior  mesenteric  arteries  with  possible 
retrograde  spread  to  the  lymph  nodes  as  low  as  10 
to  12  cm.  below  the  tumor.  The  entire  left  colon,  up 
to  the  region  of  the  splenic  flexure,  the  regional 
lymph  nodes  up  to  and  including  the  periaortic  nodes 
around  the  origin  of  the  inferior  mesenteric  artery, 
and  about  15  cm.  of  bowel  with  its  mesentery  below 
the  tumor  should  be  resected  in  order  to  obtain  the 
greatest  number  of  cures. 

The  continuity  of  the  bowel  is  re-established  by  an 
anastomosis  between  the  colon  from  the  region  of  the 
splenic  flexure  to  the  lower  rectum.  In  those  patients 
in  whom  it  is  not  possible  to  remove  from  12  to  15 
cm.  of  bowel  below  the  lower  edge  of  the  tumor,  an 
abdominoperineal  resection  with  left  hemicolectomy 
is  done. 

Rectum.  Carcinoma  of  the  rectum,  because  of  its 
location  in  the  midst  of  the  rich  lymphatic  network 
in  the  pelvis,  spreads  upward  along  the  superior 
hemorrhoidal  to  the  inferior  mesenteric  and  periaortic 
nodes,  but  it  also  spreads  laterally  along  the  middle 
hemorrhoidal,  hypogastric,  and  iliac  group  of  lymph 
nodes.  Because  of  this  wide  local  dissemination  of 
carcinoma  of  the  rectum,  complete  eradication  of  the 
tumor  tissue  is  difficult  to  accomplish. 

Of  the  patients  who  presented  themselves  with 
residual  carcinoma  following  abdominoperineal  re- 
section, as  shown  by  Diddish,  in  50  per  cent  the  car- 
cinoma was  limited  to  the  structures  of  the  pelvis  at 
the  initial  operation.  The  residual  carcinoma  was 
found  especially  in  the  posterior  vaginal  wall  and  in 
the  fascia  posterior  to  the  prostate  and  seminal  ves- 
icles. Because  of  the  extensive  local  spread  of  car- 
cinoma of  the  rectum,  operation  should  be  planned 
so  as  to  remove  all  the  regions  of  tumor  infiltration 
and  metastases. 

The  operation  of  choice  for  rectal  carcinomas  is 
an  abdominoperineal  resection  with  resection  of  the 


mesentery  of  the  left  colon  up  to  the  origin  of  the 
inferior  mesenteric  artery,  which  is  divided  from  the 
aorta,  and  dissection  of  the  periaortic  lymph  nodes. 
The  colon  in  the  region  of  the  splenic  flexure  is 
brought  out  as  a colostomy  through  a stab  wound  in 
the  left  upper  quadrant. 

Since  metastatic  carcinoma  is  found  in  lymph  nodes 
along  the  middle  hemorrhoidal,  obturator,  hypogas- 
tric, and  iliac  chain  of  lymph  nodes  in  as  high  as  24 
per  cent  of  cases  of  advanced  carcinomas  of  the  rec- 
tum, abdominopelvic  node  dissection  should  be  per- 
formed more  frequently  than  it  has  been  heretofore 
with  the  hope  of  increasing  the  curability  of  this 
group  of  tumors. 

Carcinoma  of  the  rectum  which  has  extended  into 
the  pelvic  urogenital  system  presents  particular  prob- 
lems. In  females  in  whom  there  is  infiltration  of  the 
posterior  vaginal  wall  or  uterus  by  rectal  carcinoma, 
resection  of  the  genital  tract,  that  is,  ovaries,  tubes, 
uterus,  and  vagina,  along  with  the  attached  tumor, 
is  necessary  in  order  to  give  the  greatest  chance  for 
a cure. 

In  males,  extension  of  the  rectal  cancer  into  the 
urinary  bladder  may  require  a local  resection  of  the 
bladder.  Infiltration  of  the  seminal  vesicles  and  pros- 
tate may  require  excision  of  these  organs,  if  the  ex- 
tension seems  limited  to  them.  If,  however,  tumor 
tissue  has  extended  beyond  these  structures,  complete 
removal  of  the  pelvic  viscera  with  implantation  of  the 
ureters  into  the  bowel  or  on  the  skin,  gives  the  patient 
his  only  hope  for  the  relief  of  his  symptoms  or  possi- 
ble cure. 

Patients  who  have  undergone  pelvic  exenteration 
for  rectal  cancer  have  little  difficulty  in  adjusting  to 
the  new  way  of  life.  The  relief  from  pain  and  rectal 
bleeding  more  than  compensates  for  the  inconveni- 
ence of  a wet  colostomy  or  multiple  abdominal  wall 
stomata  that  result  from  transfer  of  the  ureters  to  the 
colon,  ileal  conduit,  artificial  bladder,  or  to  the  skin. 

Pelvic  exenteration  is  a recent  development  in  the 
treatment  of  advanced  rectal  cancer,  and  there  is  still 
insufficient  statistical  data  to  determine  its  role  in  the 
treatment  of  these  infiltrating  tumors.  With  new 
developments  in  surgical  techniques  and  postoperative 
care,  the  operative  mortality  for  pelvic  exenteration 
is  about  10  per  cent,  which  is  an  acceptable  mortality 
rate  for  a fatal  disease.  Pelvic  exenteration,  whenever 
possible  to  perform,  is  a more  acceptable  operation 
than  the  so-called  palliative  colostomy  with  the  tumor 
left  in  situ.  Palliative  colostomy,  except  for  the  relief 
of  symptoms  of  bowel  obstruction,  offers  little  or  no 
relief  from  the  ravages  of  this  infiltrating  tumor. 
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Application  of  Splinting  Agents  for 
Immobilization  of  Injuries 


GEORGE  E.  OMER,  JR.,  M.D.,  Fort  Riley 


From  the  time  of  ancient  Egyptian  history,  many 
different  substances  have  been  recorded  as  splinting 
agents  for  immobilization  of  injuries.  As  late  as  the 
last  half  of  the  19th  century,  a list  of  agents  used  for 
stiffening  mesh  bandage  fracture  dressings  would  in- 
clude starch,  paraffin,  glue,  gum  thickened  with  pow- 
dered chalk,  silicate  of  soda,  white  of  egg  stirred  with 
flour  to  form  stiff  batter,  and  plaster  of  Paris.  Today 
the  plaster  of  Paris  bandage  cast  is  the  most  versatile 
material  in  common  use  for  immobilization  of  a frac- 
ture. 

Plaster  of  Paris  was  used  by  the  Arabians  long  be- 
fore it  was  introduced  as  a casting  agent  in  Europe 
early  in  the  19th  century.  The  early  casting  technique 
consisted  of  placing  the  injured  limb  in  a trough  into 
which  the  liquid  plaster  was  poured.  After  the  plaster 
dried,  the  limb  and  its  encasing  moulded  cast  was 
broken  free  from  the  trough.  This  awkward  method 
was  replaced  in  1852  when  Antonius  Mathijsen,  a 
Flemish  Army  surgeon,  devised  the  method  of  using 
a mesh  bandage  impregnated  with  plaster  of  Paris. 
Two  years  later  the  plaster  bandage  was  used  exten- 
sively in  the  Crimean  War  and  became  the  standard 
technique  for  fracture  immobilization. 

Plaster  of  Paris  is  produced  by  heating  gypsum, 
or  calcium  sulfate,  until  the  water  of  crystallization 
evaporates.  In  its  natural  state,  gypsum  contains  ap- 
proximately 21  per  cent  water  of  crystallization.  In 
the  manufacturing  process,  all  but  approximately  six 
per  cent  of  the  water  is  evaporated.  The  dehydrated 
gypsum  is  plaster  of  Paris.  When  water  is  added  to 
the  dry  plaster  of  Paris  powder,  the  action  is  reversed 
and  moisture  is  taken  up  to  form  crystals  of  gypsum. 
This  plaster  "setting”  mechanism  produces  consider- 
able heat  and  is  accomplished  when  the  chemical  for- 
mation and  interlocking  of  the  gypsum  crystals  is 
completed.  Practically,  setting  is  complete  when  heat 
is  no  longer  given  otf  from  the  cast. 

Plaster  of  Paris  bandages  are  manufactured  by 
several  reliable  companies  and  practically  all  plaster 
of  Paris  now  on  the  market  is  consistently  good.  Luck4 
demonstrated  that  more  unsatisfactory  plaster  casts 
are  the  result  of  poor  technique  of  application  than 
the  result  of  defective  plaster.  In  an  emergency,  plas- 
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paedic Surgery  Service  at  U.  S.  Army  Hospital,  Fort  Riley. 


ter  bandages  can  be  made  from  ordinary  crinoline 
bandages  and  dental  plaster  of  Paris.  The  plaster 
powder  is  rubbed  into  the  meshes  of  the  crinoline, 
and  the  bandage  is  loosely  rolled.  The  setting  of  this 
substitute  plaster  bandage  can  be  speeded  by  adding 
three  or  four  teaspoonfuls  of  salt  per  quart  of  water. 
Commercial  fast-setting  plaster  bandages  placed  in 


Many  failures  in  the  treatment  of  frac- 
tures can  be  traced  to  inadequate  appli- 
cation of  plaster  casts.  Good  fracture  re- 
sults involve  careful  attention  to  posi- 
tion, padding,  equal  distribution,  and 
uniform  thickness  of  plaster  bandages. 


salted  water  may  produce  too  much  heat  and  result 
in  a burned  patient. 

A plaster  cast  should  be  applied  while  the  patient 
is  lying  down  on  a narrow  slightly  padded  table  that 
is  a convenient  height  for  the  surgeon.  If  the  patient 
watches  the  rolling  of  the  plaster  bandages,  it  becomes 
difficult  for  him  to  relax.  Plaster  cast  application  is 
thus  best  performed  with  the  relaxed  patient  lying 
down  and  his  interest  diverted  from  the  operation 
as  much  as  possible. 


Figure  1.  The  functional  position  of  the  lower  ex- 
tremity. 
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Figure  2.  The  functional  position  of  the  upper  ex- 
tremity. 


In  applying  a plaster  cast  the  surgeon  holds  the 
extremity  or  occasionally  supports  it  by  a special  ap- 
paratus such  as  an  overhead  sling.  It  is  better  for  the 
more  experienced  surgeon  to  support  and  position  the 
injured  extremity  while  the  less  experienced  operator 
applies  the  plaster  rolls.  If  the  lower  extremity  is 
involved,  two  assistants  are  required  for  the  important 
functional  angles  of  the  hip,  knee,  and  tarsal  joints. 
The  most  important  single  feature  in  the  proper 
application  of  a plaster  cast  is  to  secure  the  proper 
functional  position  of  the  injured  part. 

The  functional  position  of  the  ankle  joint  is  90  de- 
grees or  at  right  angles  with  the  long  axis  of  the  leg. 
The  other  tarsal  joints  should  be  moulded  to  main- 
tain a normal  arch  and  to  prevent  rotation  of  the  foot 
from  its  normal  axis.  The  knee  joint  should  be  placed 
at  15  degrees  of  flexion  from  a fully  extended  posi- 
tion. If  the  hip  joint  is  included  in  a spica-cast,  the 
joint  should  be  in  15  to  20  degrees  of  flexion  and  15 
to  20  degrees  of  abduction. 

The  wrist  should  be  in  a hand-shaking  position, 
with  30  to  40  degrees  of  dorsiflexion  at  the  carpal 
joint  and  the  interphalangeal  joints  in  45  degrees  of 
flexion.  The  elbow  is  best  maintained  at  90  degrees 
of  flexion  or  at  right  angles  with  the  long  axis  of  the 
arm.  The  forearm  is  placed  in  a neutral  or  midline 
position  with  the  thumb  up  and  the  little  finger  down. 
The  shoulder  joint  should  usually  be  maintained  in 
the  salute  position,  with  60  to  75  degrees  of  abduc- 
tion, 45  degrees  of  anterior  flexion,  and  45  degrees  of 
external  rotation  (Figures  1 and  2). 

During  the  entire  period  of  application  and  setting 
of  the  plaster  cast,  all  joints  of  the  involved  extremity 
should  be  aligned  and  maintained  in  a position  of 
function. 

A protective  padded  covering  for  the  skin  is  ap- 
plied after  the  desired  position  and  alignment  of  the 


involved  extremity  have  been  secured.  The  protective 
padding  and  the  overlying  plaster  bandage  should 
extend  proximal  or  above  and  distal  or  below  the  first 
major  joint  adjacent  to  the  injury  (Figure  3).  Thus, 
a tibial  fracture  should  be  immobilized  in  a long  leg 
cast  that  includes  the  foot  and  the  thigh. 

If  the  injury  is  acute  with  associated  hematoma  and 
edema  of  the  extremity,  a layer  of  sheet  wadding 
should  lie  next  to  the  skin  as  padding.  Sheet  wadding 
is  a thin  non-absorbent  cotton  batting.  It  is  applied  by 
rolling  it  on  the  limb,  rather  than  pulling  or  twisting, 
and  it  should  accurately  conform  to  the  contour  of  the 
extremity.  Bony  protuberances  and  subcutaneous 
nerves  should  receive  extra  padding  (Figure  4).  The 
added  padding  should  be  carefully  placed.  Displaced 
or  bulky  padding  is  not  only  ineffective  but  may  result 
in  increased  chafing  and  skin  irritation. 

If  swelling  is  not  anticipated,  stockinette  may  be 
applied  as  the  immediate  skin  covering.  Stockinette  is 
a seamless  tubular  knit  cotton  fabric.  The  proper 


Figure  3.  A long  leg  cast.  Note  the  rounded-arc  walk- 
er and  toe  plate  for  protection  during  ambulation. 
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width  stockinette  is  pulled  over  the  limb  with  special 
care  to  smooth  all  wrinkles.  Spot  padding  over  stock- 
inette is  usually  composed  of  soft  wool  felt  or  foam 
rubber  of  medium  density.  All  spot  padding  should 
be  anchored  with  sheet  wadding  before  the  actual 
wrapping  of  the  plaster  bandage  is  accomplished. 

After  the  extremity  has  received  protective  pad- 
ding, an  appropriate  width  of  plaster  bandage  should 
be  selected.  For  example,  a plaster  bandage  six  inches 
wide  is  too  bulky  for  use  on  any  extremity  of  a six 
weeks  old  child. 

The  selected  bandage  roll  is  placed  on  one  end  in 
water  deep  enough  to  cover  the  entire  bandage.  Suffi- 
cient water  should  be  available  so  that  it  may  be 
changed  after  every  few  rolls  of  plaster  and  kept  clear 
and  clean.  Cool  water  retards  setting  time  and  warm 
water  accelerates  the  setting  time,  so  the  temperature 


of  the  water  should  depend  on  the  operator  and  his 
technical  speed  of  cast  application.  The  bandage  roll 
is  saturated  with  water  when  bubbles  no  longer  rise 
to  the  surface.  The  roll  is  then  grasped  at  both  ends 
and  lifted  from  the  water.  Excess  water  is  gently 
squeezed  from  the  roll  by  pushing  both  hands  toward 
the  middle.  The  bandage  roll  should  not  be  bent  or 
twisted  (Figure  5).  The  roll  should  be  squeezed  out 
over  a separate  container  since  excessive  plaster  par- 
ticles collected  in  the  bottom  of  the  water  basin 
will  act  as  "feeding  agents”  and  accelerate  the  setting 
time  of  the  plaster. 

The  loose  leading  edge  of  the  plaster  roll  is  fitted 
to  the  extremity  and  then  rolled  onto  the  limb  like 
a rug.  The  roll  of  plaster  bandage  remains  in  contact 
with  the  surface  of  the  limb  and  is  not  lifted,  twisted, 
or  placed  under  tension  or  pull.  The  bandage  should 
be  allowed  to  turn  in  the  direction  in  which  it  will 
lie  flat,  and  the  plaster  is  advanced  down  the  extrem- 
ity by  overlapping  each  turn  of  the  bandage  by  ap- 
proximately half  its  width.  Each  turn  is  applied  care- 
fully, and  the  surgeon's  hands  should  follow  the  nat- 
ural inclination  of  the  bandage  roll  without  forcing  it 
into  a twisted  position.  At  tapering  parts  of  the  limb 
the  turns  are  made  to  lie  evenly  by  utilizing  small 
"tucks”  that  are  made  in  the  redundant  edge  of  the 


Figure  5.  Technique  of  handling  moist  plaster  rolls. 
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Figure  6.  Technique  of  rolling  plaster  bandages. 

plaster  roll  with  a quick  movement  of  the  index 
finger  before  each  turn  is  moved  into  final  position 
(Figure  6).  While  the  major  hand  is  engaged  in  the 
rolling-on  process,  the  flat  of  the  minor  hand  is  con- 
stantly smoothing  and  rubbing  the  plaster.  The  dura- 
bility of  the  cast  and  its  strength  for  any  given  weight 
depend  on  the  welding  together  of  the  individual 
plaster  turns  by  these  smoothing  movements  of  the 
hands. 

The  surgeon  and  his  assistants  should  support  the 
plaster  cast  with  the  flat  of  their  hands  and  not  with 
their  fingers.  Finger  pressure  produces  ridges  in  the 
plaster  and  results  in  uneven  cutaneous  pressure.  It 
cannot  be  over-emphasized  that  internal  folds  and 
wrinkles  in  a cast  result  in  pressure  sores  and  tissue 
necrosis.  The  hands  should  move  constantly  and  rub 
and  work  the  plaster  for  a smooth  consistency  and 
even  tension. 

The  pressure  made  by  the  plaster  bandages  should 
be  evenly  distributed  since  tension  on  a circular  band- 
age is  cumulative  and  may  build  up  to  a point  of  dan- 
gerous constriction.  To  insure  even  pressure  and  to 
guard  against  a sharp  cutting  edge,  the  plaster  band- 
age should  be  centrally  placed  in  a deep  flexure  such 
as  the  knee  joint.  It  is  also  more  desirable  to  cut  the 
plaster  roll  than  to  reverse  its  direction  in  a deep 
flexure  such  as  the  elbow  or  knee  joints. 


No  single  factor  has  more  influence  on  the  ultimate 
effectiveness  and  strength  of  the  plaster  cast  than  the 
maintenance  of  immobility  during  the  period  of  set- 
ting. Any  attempt  at  manipulation  or  realignment 
during  this  period  results  in  a greatly  weakened  cast. 
Tests  conducted  by  Luck4  showed  a 77  per  cent  re- 
duction in  the  strength  of  plaster  casts  which  were 
bent  during  this  critical  period.  During  the  period  of 
setting  a heat  cradle  is  usually  not  indicated,  but  the 
cast  should  be  left  uncovered  in  order  that  it  may  dry 
out  as  much  as  possible. 

If  marked  swelling  or  edema  of  the  extremity  is 
anticipated,  the  cast  should  be  split  in  a convenient 
location,  such  as  the  anterior  aspect.  A second  tech- 
nique is  a bivalved  or  bisected  cast  where  one-half 
of  the  cast  is  easily  lifted  up  for  inspection.  A split 
cast  can  be  removed  without  special  tools.  If  a person 
with  an  acute  fracture  is  to  be  transported,  the  cast 
should  always  be  split.  It  is  imperative  that  all  com- 
ponents of  the  dressing  are  split;  a single  turn  of 
sheet  wadding  against  the  skin  is  as  constrictive  as  the 
entire  overlying  plaster. 

Many  failures  in  the  treatment  of  fractures  can  be 
traced  to  inadequate  application  of  the  plaster  cast. 
A good  plaster  cast  can  be  applied  only  if  the  in- 
volved extremity  is  in  good  functional  position,  the 
padded  covering  of  the  limb  is  adequately  placed 
without  being  bulky,  the  plaster  bandage  has  been 
smoothly  rolled  with  equal  distribution  of  pressure 
and  uniform  thickness,  and  the  cast  has  been  kept 
immobile  until  the  plaster  has  thoroughly  "set.”  Ade- 
quate skill  in  plaster  cast  application  is  not  to  be 
found  in  the  textbook;  it  can  be  learned  only  by  a 
process  of  continuous  repetition. 
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When  all  the  mountains  in  the  world  have  been  scaled,  when  the  poles  hold  no  more  secrets, 
when  the  last  acre  of  the  last  continent  has  been  traversed,  when,  in  short,  everything  on  our  planet 
is  known  and  catalogued,  the  way  will  still  be  open  for  discovery.  The  world  will  never  be  conquered 
so  long  as  the  zest  for  conquest,  for  adventure,  is  in  men’s  hearts.  — Maurice  Herzog 


Chlorpromazine  and  Reserpine 

Limitations  of  Their  Use  in  Office  Practice 

JOHN  A.  GRIMSHAW,  M.D.,  Topeka 


So  much  has  been  said  about  the  value  of  chlorpro- 
mazine and  reserpine  in  the  last  two  years  that  I feel 
some  discussion  of  their  failures  and  limitations  is 
appropriate.  Conservative  estimates  indicate  that  ap- 
proximately 5 tons  of  chlorpromazine  alone  was  in- 
gested in  the  last  year  in  the  United  States  and  that 
much  of  this  was  prescribed  by  physicians  other  than 
psychiatrists. 

Although  most  published  data  concerning  these 
drugs  are  to  be  found  in  psychiatric  journals,  we 
must  be  aware  that  the  drugs  are  being  widely  used 
for  emotional  problems  by  non-psychiatrists.  It  is 
to  them  that  this  paper  is  directed,  to  share  with  them 
some  observations  from  an  intensive  study  of  a few 
cases  in  a setting  similar  to  that  of  their  own  patients 
rather  than  a statistical  study  of  state  hospital  patients 
such  as  already  has  been  done  repeatedly.  Studies  of 
psychiatric  patients  in  an  office  setting  have  not  been 
common. 

In  the  first  place,  let  me  state  that  the  much 
heralded  "psychiatric  revolution”  which  was  supposed 
to  result  from  the  introduction  of  these  "tranquilizers” 
or  ataractics  has  settled  down  to  a more  calm  appraisal 
and  less  emotional  and  more  realistic  conclusions. 
These  drugs  are  without  question  valuable  additions 
to  the  treatment  of  anxiety,  and  it  is  most  probable 
that  new  and  better  drugs  will  follow,  but  it  must 
be  remembered  that  there  are  limitations,  dangers, 
and  unpredictable  disappointments  in  the  use  of  the 
present  ones.  These  dangers  can  be  minimized  and  the 
disappointments  averted  if  we  keep  in  mind  the 
limitations  this  paper  will  discuss. 

Statistical  studies  indicating  percentages  of  success 
and  failure  are  misleading  and  so  far  are  concerned 
almost  exclusively  with  hospitalized  psychiatric  pa- 
tients. The  setting  of  office  practice  and  the  types  of 
patient  dealt  with  are  so  different  from  state  hospital 
experience  that  comparison  of  results  is  impossible. 
It  is  also  difficult  to  define  success  or  failure  accurately 
and  to  have  adequate  controls  of  scientific  method. 

Because  of  these  difficulties,  then,  my  own  statistical 
results  are  not  significant  from  the  standpoint  of  ac- 
curately defining  the  value  of  these  drugs.  I have, 
however,  given  these  drugs  only  to  patients  in  whom 
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there  was  some  reason  to  anticipate  success,  and  in 
this  selected  group  one  should  expect  the  best  results. 

In  this  selected  group,  a total  of  38  patients,  63 
per  cent  had  good  results  and  37  per  cent  were 
deemed  failures  in  therapy.  These  figures  are  ren- 
dered still  more  conservative  by  the  fact  that  many 
of  the  "good  results”  group  may  well  have  been  due 
to  other  therapies  given  simultaneously  rather  than 
to  the  drug  alone.  Supportive  measures,  expressive 
psychotherapy,  occupational  therapies,  and  environ- 
mental manipulations  were  employed  wherever  indi- 
cated in  addition  to  the  drugs,  and  it  is  clear  that 
without  such  supplementation  results  would  be  worse 
than  reported  above. 


Although  ataractics  have  an  important 
place  in  management  of  certain  person- 
ality disorders,  they  have  limitations  and 
are  subject  to  abuse.  The  need  for  fur- 
ther research  on  such  drugs  is  stressed. 


My  statistics  are  given  only  as  a rough  indication 
that  many  failures  occur,  and  it  is  with  these  failures 
that  this  paper  is  primarily  concerned.  A study  has 
indicated  the  following  classifications  of  failures: 

A.  Lack  of  favorable  outcome  predicted 

1.  If  depression  is  the  chief  or  only  symptom. 

2.  When  given  in  insufficient  dosage. 

3.  Where  environmental  stress  is  a major  factor. 

4.  When  obsessive-compulsive  features  exist. 

5.  When  a change  in  basic  character  structure 
would  be  necessary. 

6.  When  these  drugs  are  used  as  an  easy  substitute 
for  proper  study  and  diagnosis. 

7.  Where  the  drug  is  used  alone  instead  of  as  an 
adjunct  to  other  therapies. 

8.  To  obtain  social  compliance  despite  continuance 
of  obvious  etiologic  factors. 

9.  Failures  due  to  unknown  causes  when  known 
factors  for  success  seem  satisfied. 

B.  Adverse  effects  of  the  drugs  necessitating  dis- 
continuance despite  temporary  favorable  outcome  or 
with  insufficient  trial. 

1.  Side  effects 
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Drowsiness,  vasomotor  instability,  muscular  weak- 
ness. 

2.  Toxic  effects 

Jaundice,  allergy,  agranulocytosis. 

A discussion  of  the  above  classification  will  make 
it  more  concrete: 

1.  Many  authors  have  mentioned  the  worsening 
of  depression  with  the  use  of  chlorpromazine  and 
reserpine,  and  attempts  have  been  made  more  recently 
to  circumvent  this  by  the  addition  of  amphetamines 
to  the  prescription.  In  general  where  depression  is 
accompanied  by  psychomotor  retardation,  feelings 
of  worthlessness,  lethargy,  disinterest  in  activities, 
and  such,  these  drugs  are  either  useless  or  harmful. 
But  depression  of  mood  with  anxiety,  agitation,  wor- 
ries, and  obsessive  thoughts  can  often  be  helped  by 
the  ataractics.  If  one  keeps  in  mind  that  these  drugs 
are  valuable  in  the  treatment  of  anxiety  and  utilizes 
them  primarily  for  that  purpose,  then  the  actual  diag- 
nosis or  the  presence  of  other  symptom  complexes 
should  not  act  as  contraindications. 

One  of  our  patients,  for  example,  an  elderly 
woman,  was  so  distraught  by  panic-like  anxiety  re- 
actions that  she  became  morose,  pessimistic,  and  con- 
templated suicide.  Certainly  those  were  depressive 
symptoms,  but  it  was  felt  that  anxiety  was  the  chief 
difficulty  and  she  was  placed  on  large  doses  of  chlor- 
promazine with  great  relief.  Unfortunately  she  lived 
at  some  distance  and  was  not  seen  by  her  family 
physician  for  about  two  months.  Her  husband  had 
taken  the  chlorpromazine  away  from  her,  and  all  her 
original  symptoms  had  recurred.  She  hanged  herself 
three  days  later.  It  is  probable  that  chlorpromazine 
might  actually  have  prevented  suicide  in  this  de- 
pressed and  anxious  woman  if  it  had  been  continued. 

2.  Cases  of  insufficient  dosage  are  commonly  seen 
by  the  psychiatric  consultant.  Medical  and  surgical 
uses  of  these  drugs,  especially  chlorpromazine,  require 
relatively  small  doses,  but  the  relief  of  massive  anxiety 
sometimes  requires  huge  doses.  Since  toxic  symptoms 
are  not  related  to  total  dosage  alone,  it  is  generally 
safe  to  push  dosages  to  the  point  where  adverse  side 
reactions  appear  or  clinical  relief  has  been  accom- 
plished before  assuming  the  drug  has  failed.  I have 
had  some  patients  on  doses  as  high  as  1200  mgs. 
daily,  and  doses  much  higher  than  this  are  recorded 
in  the  literature.  My  average  dose  is  much  smaller, 
however,  approximately  300  mgs.,  and  I follow  all 
patients  carefully  for  toxic  signs,  including  frequent 
white  blood  counts  for  agranulocytosis. 

3.  If  environmental  factors  are  apparently  the 
major  cause  of  anxiety,  it  seems  that  failure  of  these 
drugs  is  more  likely.  Indeed,  even  if  such  potent 
drugs  existed  as  to  tranquilize  these  patients,  their 
use  seems  questionable.  Let  us  remember  that  there 


are  some  situations  that  should  be  corrected  of  them- 
selves, and  tranquility  or  equanimity  in  the  face  of 
them  would  be  abnormal,  especially  if  it  led  to  accept- 
ance and  complacence.  In  some  situations  it  might 
be  wise  to  consider  that  anxiety  is  acting  as  a benefi- 
cial goad  to  stimulate  action  in  the  direction  of  chang- 
ing an  adverse  situation  rather  than  quietly  yielding 
to  it. 

4.  Obsessive-compulsive  states  with  severe  anxiety, 
phobias,  fears  of  going  crazy,  and  many  somatic 
complaints  are  sometimes  relieved  and  sometimes 
not.  My  experience  is  about  equally  divided  among 
successes  and  failures  in  such  cases,  and  I know  no 
way  of  predicting  in  advance  what  the  response  will 
be.  Patients  who  have  seemed  to  me  to  be  parallel  in 
every  way  have  reacted  differently.  I suggest  that  the 
drugs  be  used  empirically  in  such  cases. 

5.  Medication  cannot  be  expected  to  change  basic 
character  structure  or  life-long  modes  of  adapting  to 
stress  that  are  typical  of  "psychopaths,”  those  with 
personality  disorders,  inadequate  characters,  etc.  If 
symptoms  are  primarily  due  to  these  causes,  failures 
will  result.  In  this  group  of  patients  anxiety  is  rarely 
felt  as  such,  and  it  is  usually  handled  by  acting  out — 
attempts  to  alter  the  environment,  or  by  the  expecta- 
tions of  passively  foisting  themselves  on  people  around 
them.  Since  these  drugs  are  chiefly  useful  in  control- 
ling overt,  consciously  perceived  anxiety,  their  fail- 
ure to  help  in  such  cases  can  be  understood.  In  fact 
it  is  probable  that  in  many  such  cases  they  might  be 
contraindicated ; they  might  release  what  few  inhibi- 
tions such  patients  normally  possess  and  lead  to  fur- 
ther socially  unacceptable  behavior.  It  is  well  known 
that  lobotomy  sometimes  has  such  effects,  and  the  use 
of  these  drugs  sometimes  leads  to  results  quite  similar 
to  lobotomy. 

6.  Use  of  these  drugs  for  convenient  and  immediate 
relief  of  the  urgent  complaints  of  patients  is  common 
and,  of  itself,  is  usually  to  be  commended.  If,  how- 
ever, no  further  attempts  are  made  to  discover  the 
causes  of  the  original  symptoms,  it  might  be  possible 
to  miss  situations  that  need  more  definitive  treatment. 
As  with  morphine,  no  one  would  practice  medicine 
without  it  at  times,  but  everyone  would  be  cautious 
that  its  use  did  not  mask  underlying  conditions  re- 
quiring attention.  So  with  ataractics.  We  must  not  be 
lulled  into  diagnostic  apathy  by  the  absence  of  com- 
plaints following  their  use.  True,  we  are  not  always 
able  to  find  etiological  relationships  in  psychiatric 
illnesses,  and  the  use  of  these  drugs  should  not  be  ex- 
cluded because  of  this,  but  an  adequate  history,  a 
physical  examination  with  appropriate  laboratory 
studies,  and  a simple  mental  status  or  psychiatric  in- 
terview should  be  the  minimum.  This  is  not  to  imply 
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that  every  such  patient  should  be  seen  in  psychiatric 
consultation,  but  the  physician  should  at  least  attempt 
to  rule  out  acute  schizophrenic  conditions,  organic 
brain  disease,  drug  intoxications,  or  general  metabolic 
diseases  leading  to  personality  changes.  Ataractics 
might  even  be  used  in  such  conditions,  but  other 
forms  of  treatment  exist  for  them  and  might  be  pref- 
erable. 

7.  These  medications  are  not  to  be  regarded  as  the 
sole  form  of  treatment.  For  many  years  before  the 
"ataractic  revolution,”  anxious  patients  were  managed, 
for  the  most  part  quite  adequately,  by  the  physician 
who  was  willing  and  able  to  spend  some  time  in 
supervising  their  daily  routine,  prescribing  activities, 
allowing  them  to  catharse  by  patient  listening,  or  by 
more  formal  psychotherapy.  It  is  my  practice  to  em- 
phasize to  all  my  patients  that  these  drugs  are  only 
a supplement  to  a total  prescription  of  management 
devices. 

8.  The  continuance  of  etiological  factors  which 
remain  uncorrected  can  be  a cause  of  failure  though 
often  we  can  obtain  apparent  remissions,  changes  in 
behavior,  social  compliance.  We  are  not  sure  that  all 
such  change  is  the  result  of  lessened  anxiety ; some- 
times it  is  the  result  of  a sort  of  apathetic  disinterest,  a 
lobotomy-like  effect  which  is  not  always  desirable. 

Frequently  patients,  and  more  frequently  their 
families,  indicate  that  relief  from  anxiety  has  been 
marked,  but  replacing  it  has  been  a dull,  lethargic, 
emotionless  automaton  that  isn’t  human.  Symptoms 
are  often  the  symbolic  language  of  the  patient — his 
way  of  calling  attention  to  situations  that  cry  out  for 
correction.  This  is  often  the  case  in  behavioral  prob- 
lems of  children,  and  merely  suppressing  these  symp- 
toms by  pharmacologic  means  is  not  good  medical 
practice.  Again,  because  these  drugs  are  sometimes 
effective  in  suppressing  these  symptoms,  we  may  be  led 
to  complacency  because  of  their  convenience.  What 
such  patients  need  is  psychotherapy.  Despite  its  incon- 
veniences, it  is  directed  to  underlying  problems  and  not 
merely  to  covering  them  up.  There  are,  of  course, 
many  situations  that  make  this  treatment  of  choice 
impossible  and  the  ataractics  are  of  tremendous  value 
here,  but  mature  judgment  is  needed  to  make  this 
decision.  Get  a psychiatric  consultation  in  such  cases. 


9.  There  are  still  failures  that  we  cannot  account 
for.  The  complexities  of  the  dynamics  of  the  person- 
ality, the  physiology  of  anxiety,  and  the  pharmacology 
of  these  drugs  must  in  some  unknown  ways  account 
for  such  failures.  No  doubt  in  the  near  future  newer 
drugs  will  be  more  uniformly  effective,  less  toxic, 
more  predictable. 

In  this  paper  I have  not  concerned  myself  with 
adverse  effects  of  the  drugs  such  as  side  effects  and 
toxic  effects.  These  have  been  described  elsewhere, 
and  although  there  no  doubt  is  more  to  be  added  to 
our  knowledge  of  them,  I feel  I have  little  of  interest 
to  contribute  at  this  time  with  one  exception:  muscu- 
lar weakness,  tiredness,  lassitude  are  noticed  in  many 
of  our  patients  and  do  not  always  seem  to  be  part  of  a 
depressive  reaction,  though  patients  with  depression 
may  complain  of  these  on  a psychological  basis.  We 
believe  these  symptoms  in  many  cases  are  physiologi- 
cal. This  seems  to  be  borne  out  by  changing  such  pa- 
tients to  some  of  the  newer  ataractics,  some  of  which 
seem  to  control  anxiety  without  causing  these  side 
effects. 

SUMMARY 

1.  Ataractics  have  an  important  place  in  the  mod- 
ern management  of  certain  personality  disorders, 
many  of  which  come  to  the  attention  of  the  general 
practitioner. 

2.  These  new  drugs  have  certain  limitations  and 
abuses,  some  of  which  have  been  outlined  here. 

3.  The  physician  is  warned  against  complacent 
inattention  to  etiological  and  dynamic  factors  that 
may  be  operating  and  which  may  be  instigated  by  the 
convenience  and  physiological  effectiveness  of  these 
drugs. 

4.  Further  research  will  produce  more  drugs  whose 
physiological  effectiveness  and  pharmacological  draw- 
backs will  enhance  their  convenience  and  also  these 
dangers. 

5.  Further  study  conducted  over  a period  of  years 
is  necessary  to  determine  total  effects  on  personality, 
especially  in  the  developing  personalities  of  children, 
from  these  drugs. 

Topeka  Medical  Center 
10th  and  Fillmore 
Topeka,  Kansas 


The  great  problems  of  the  age,  international,  national  and  corporate,  have  to  do  with  the  relation- 
ships of  people.  One  must  be  skilled  in  getting  along  with  others.  But  this  skill  must  rest  upon  some 
such  foundation  as  this:  Technical  competence;  broad  intellectual  outlook;  high  sense  of  honor — moral 
and  spiritual  values;  attention  to  the  public  interest;  understanding  and  appreciation  of  human  rela- 
tionships. — Robert  N.  Hilkert 


Iniencephalus 


Description  of  an  Abnormal  Tubal  Human  Embryo 

PAUL  G.  ROOFE,  Ph.D.,  Lawrence 


This  paper  has  two  purposes: 

1.  To  describe  an  abnormal  tubal  3 mm.  human 
embryo,  iniencephalus. 

2.  To  request  specimens  of  human  embryos  of  less 
than  a menstrual  age  of  five  or  six  weeks  with  special 
notes  on  their  handling. 

The  abnormal  tubal  3 mm.  human  embryo,  in- 
iencephalus, pictured  in  Figure  2 was  obtained  in 
July  1955  by  Dr.  L.  Claire  Hays,  Hays  Hospital, 
Cedar  Vale.  A summary  of  the  detailed  history  is 
interpreted  as  follows: 

"A  normal  period  was  early  in  May.  Conception 
occurred  late  in  May  if  we  consider  the  bleeding  of 
June  6-7  as  the  'placental  sign’  which  occasionally 
occurs  at  about  the  time  of  the  expected  menstrual 

The  author  is  professor  and  chairman  of  the  Department 
of  Anatomy,  University  of  Kansas,  Lawrence. 


Figure  1.  Normal  human  embryo,  4^2  weeks  (men- 
strual age),  from  Department  of  Embryology,  Carnegie 
Institution  of  Washington. 


period.  Development  then  proceeded  for  from  four 
to  five  weeks,  to  judge  from  the  appearance  of  the 
embryo.  The  flow  of  July  1 appeared  after  the  death 
of  the  product  of  conception.  This  agrees  with  the 
degenerated  placenta  and  the  macerated  condition 
of  the  embryo.” 

This  is  a rare  specimen  of  a monster  known  as 
iniencephalus.  No  doubt  the  ectopic  condition  con- 
tributed to  the  abnormality.  Our  knowledge  of  causes 
of  abnormal  growth  is  limited.  Here  we  see  the  dorsal 
flexure  of  the  18-21  somite  period. 

Causative  factors  involved  in  abnormal  development 


The  embryo  described  is  of  interest 
because  of  its  rarity.  A request  is  made 
for  additional  specimens. 


are  little  known.  They  undoubtedly  can  be  related  to 
two  major  areas,  heredity  and  environment.  In  the 
present  case  no  doubt  the  ectopic  (tubal)  position 
might  be  assigned  as  a reasonable  agent  for  the  fur- 
rowed occiput  and  enlarged  brain.  We  cannot  assign 
a blanket  causative  agent  that  is  responsible  for  de- 
velopmental abnormalities.  There  are  definite  Mende- 
lian  factors  operating  in  such  defects  as  the  lack  of 
all  or  parts  of  appendages.  Another  hereditary  trait, 
achondroplasia,  is  in  this  category.  Cleft  palate  and 
cleft  lip  may  readily  be  Mendelian  recessive. 

On  the  environmental  side  we  have  very  little  to 
go  on.  Physical  factors,  such  as  temperature  and  radi- 
ation, play  a major  role  in  producing  abnormalities. 
Temperature,  however,  may  be  ruled  out  in  the  case 
of  mammalian  irregularities  of  form  and  structure. 
However,  x-rays  and  other  types  of  ionizing  radiation 
play  a considerable  role,  especially  at  the  experimental 
level. 

It  has  been  proved  experimentally  that  vitamin 
deficiency  in  rats  will  regularly  produce  measured 
abnormal  skeletal  defects. 

Factors  influencing  abnormalities  do  so  in  various 
stages.  One  factor  may  operate  in  early  development 
and  fail  to  do  so  in  later  stages.  Some  systems  are 
more  sensitive  than  others  to  these  physical  and  chem- 
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Figure  2.  Abnormal  human  embryo,  4y2  weeks  (men- 
strual age),  iniencephalus,  from  Department  of  Em- 
bryology, Carnegie  Institution  of  Washington. 


ical  factors.  Certain  inhibiting  and  accelerating  stimuli 
need  not  act  long.  They  need  to  operate  only  at  short 


intervals  during  critical  periods  to  produce  pro- 
nounced abnormalities. 

Our  aim  is  not  to  collect  abnormal  specimens  of 
embryos  or  fetuses.  What  we  need  and  need  badly 
in  this  area  are  specimens  of  human  embryos  under 
four  or  five  weeks  of  menstrual  age.  Another  age 
group  would  be  fetuses  from  the  third  trimester.  We 
use  these  in  many  ways  in  human  gross  anatomy.  Our 
plastic  models  of  this  age  group  are  of  considerable 
value  in  teaching. 

In  handling  of  all  specimens  it  is  best,  of  course, 
to  obtain  the  material  as  near  as  possible  to  the  living 
state.  The  specimen  should  be  placed  in  10  per  cent 
formalin,  and  the  volume  used  should  be  at  least  10 
times  the  volume  of  the  specimen.  Ship  by  express,  col- 
lect, to  the  Anatomy  Department,  University  of  Kansas 
School  of  Medicine,  Lawrence,  Kansas.  The  container 
should  be  absolutely  filled  to  prevent  movements  of 
the  specimen.  If  it  is  packed  loosely  with  absorbent 
cotton,  so  much  the  better.  A strict  complete  case  his- 
tory of  the  menses  and  other  pertinent  data  will  make 
possible  a scientific  understanding  of  the  development 
of  the  embryo.  This  material  will  be  handled  dis- 
creetly, scientifically,  and  with  care. 

Figure  1 is  a photograph  of  a normal  41/,-weeks- 
old  human  embryo  (menstrual  age).  This  permits 
comparison  with  the  iniencephalus  (Figure  2)  of 
similar  age. 

Department  of  Anatomy 
University  of  Kansas 
Lawrence,  Kansas 


The  medical  profession  has  been  described  as  being  divided  as  Gaul  was,  in  three  parts.  One — 
the  active  member,  always  willing  to  help  in  every  worthwhile  action,  willing  to  sacrifice  some  of 
his  time  for  the  profession  or  public  good.  Two — the  complacent  member,  who  is  theoretically  en- 
listed in  the  activities  of  the  organized  bodies,  but  actually  does  nothing  more  than  occasionally  at- 
tend a meeting.  Third — a minority,  who  simply  don’t  give  a damn  for  anything  that  does  not  give 
them  a personal  profit. 

The  profession  lives  because  of  the  first  class.  By  some  form  of  inciting  interest,  or  even,  by  com- 
pulsory requirements  of  participation,  many,  if  not  most  of  the  second  class  may  be  brought  into 
class  1.  The  third  class  ought  to  be  eliminated  from  our  efforts  and  our  councils.  They  are  parasites 
and  we  will  be  stronger  without  them.  Why  should  we  hesitate  to  dismiss  them  by  attendance 
rules,  fair  but  sternly  administered?  Those  who  will  not  participate,  ought  not  enjoy  the  benefits 
available  to  those  who  give  freely  of  themselves,  their  time,  and  their  money.  I am  not  a believer 
in  the  desirability  of  having  every  medical  man  in  the  society.  Let  it  be  a privilege  gained  by  effort 
and  participation. 

\V . U.  Kennedy,  M.D.,  President’s  Page 
journal  of  the  Indiana  State  Medical  Association 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

The  emergency  session  of  the  House  of  Delegates  was  held  in 
Wichita  on  October  28,  and  the  following  action  was  taken: 

( 1 ) The  military  dependents’  care  program  was  approved, 
designating  Blue  Shield  as  the  fiscal  agent  and  the  medical  soci- 
ety as  the  administrative  agent,  adopting  a fee  schedule  similar 
to  the  Blue  Shield  $6,000  proposal  of  a year  ago,  and  authorizing 
the  president  to  sign  a contract  in  Washington  on  November  9. 

(2)  The  proposed  A.M.A.  Code  of  Ethics,  a copy  of  which 
was  received  by  all  of  you,  was  not  approved.  Kansas  delegates 
were  instructed  to  do  all  in  their  power  to  defeat  that  proposal. 

If  they  are  successful,  the  Code  of  Ethics  will  remain  as  it  now 
stands. 

(3)  The  House  of  Delegates  unanimously  approved  amend- 
ments to  the  Basic  Science  Act  and  a newly  written  Healing  Arts 
Act  for  Kansas. 

Another  event  of  significance  occurred  during  the  past  month 
—formation  of  the  American  Association  of  Medical  Assistants 
(A.A.MA.).  The  group  became  an  official  organization  with  the 
adoption  of  a constitution  and  by-laws  at  a meeting  in  Milwaukee  on 
October  27.  The  Kansas  Medical  Society  is  proud  of  the  honor  be- 
stowed on  the  state  in  the  election  of  Miss  Maxine  Williams  of  Kan- 
sas City  as  first  president  of  the  national  group.  We  are  confident  that 
she  will  perform  the  duties  of  her  office  with  distinction.  Kansas  was 
well  represented  at  Milwaukee,  and  it  is  my  hope  that  more  of  us  will 
send  representatives  to  the  next  national  meeting,  to  be  held  in  San 
Francisco  in  October  of  1957. 

Fraternally, 

President 
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EDITORIAL  COMMENT 


Rural  Health 

The  National  Conference  on  Rural  Health  will  be 
held  at  Wichita  in  1959,  as  a feature  of  the  cen- 
tennial celebration  of  the  Kansas  Medical  Society. 
The  correspondence  between  the  American  Medical 
Association  and  this  office,  printed  below,  tells  the 
story. 

September  13,  1956 

"Dear  Mr.  Ebel: 

"As  Chairman  of  the  Council  on  Rural  Health  of 
the  American  Medical  Association,  it  is  my  pleasure 
to  inform  you  that  the  Council,  meeting  in  session 
on  September  9,  voted  unanimously  to  accept  the 
gracious  invitation  of  The  Kansas  Medical  Society, 
along  with  invitations  from  other  leading  organiza- 
tions, and  hold  its  Fourteenth  National  Conference 
on  Rural  Health  in  Wichita,  Kansas,  March  5-7, 
1959.  The  Broadview  Hotel  has  been  designated  as 
the  official  headquarters  hotel  for  this  meeting. 

"Will  you  please  convey  to  the  members  of  your 
House  of  Delegates  our  appreciation  of  their  con- 
sideration and  interest. 

"In  the  months  ahead  we  shall  look  forward  to 
working  very  closely  with  you,  in  order  to  plan  for 
a most  successful  National  Conference  in  Wichita. 

Cordially  yours, 

(Signed) 

F.  S.  Crockett,  M.D.,  Chairman 
Council  on  Rural  Health” 

October  1 6,  1956 

"Dear  Doctor  Crockett: 

"We  are  enormously  pleased  and  very  deeply  chal- 
lenged by  your  letter  stating  that  Wichita  has  been 
selected  for  the  1959  National  Conference  on  Rural 
Health.  We  shall  try  our  very  best  to  make  this  meet- 
ing completely  fulfill  all  your  hopes  for  such  an  oc- 
casion. 

"Clyde  W.  Miller,  M.D.,  President,  has  already  ap- 
pointed two  committees  who  will  separately  and  to- 
gether assist  you  in  the  preparations  for  this  event. 
The  chairman  of  our  Committee  on  Rural  Health  is 
V.  E.  Brown,  M.D.  of  Sabetha.  The  chairman  of 
the  committee  planning  our  Centennial  Year  is 
Thomas  P.  Butcher,  M.D.  of  Emporia.  He  will,  if 
usual  customs  prevail,  be  president  of  The  Kansas 
Medical  Society  during  that  year.  We  in  this  office 
serve  as  secretaries  to  both  committees  and  will  be 
pleased  to  write  you  from  time  to  time  in  the  near 
future  concerning  suggestions  these  committees  might 
have,  or  asking  questions  of  you  about  things  the 
committees  might  do. 


"We  are  experiencing  a feeling  of  pride  over  the 
fact  that  your  National  Conference  on  Rural  Health 
will  come  to  Kansas  during  our  Centennial  Celebra- 
tion and  wish  to  state  that  the  Council  of  The 
Kansas  Medical  Society  in  formal  action  taken  at 
Topeka  on  Sunday,  September  30,  1956,  authorized 
the  Executive  Office  to  assist  you  in  every  possible 
way  in  completing  local  arrangements  for  the  meet- 
ing. We  in  this  office  are  pleased  for  the  opportunity 
to  work  with  you. 

"Again  thanks  and  with  best  wishes,  1 remain 
Very  truly  yours, 

(Signed) 

Oliver  E.  Ebel, 
Executive  Secretary” 


Standard  Medical  Report 

The  Kansas  Medical  Society  has  approved  a stand- 
ard form  for  reports  to  insurance  companies.  After 
several  years’  study  by  the  Committee  on  Medical 
Economics,  a very  brief  and  concise  form  has  been 
devised.  It  is  modeled  after  some  already  in  use 
by  other  state  medical  societies  where  the  procedure 
appears  to  meet  with  satisfaction. 

For  years,  physicians  have  complained  because  of 
the  time  spent  in  completing  form  reports.  This  is 
augmented  because  of  the  fact  that  many  different 
forms  exist  and  each  report  is  different  from  the 
last.  Insurance  companies  are  not  overly  insistent 
upon  their  particular  report  blank.  They  want  the 
information  and  appear  to  be  satisfied  with  stand- 
ard forms  adopted  by  state  medical  societies.  We, 
therefore,  do  not  anticipate  any  problem  with  in- 
surance companies. 

The  Kansas  approved  blank  will  shortly  be  mailed 
with  an  order  blank.  Your  use  of  this  is  strictly  op- 
tional and  not  at  all  required.  The  Kansas  Medical 
Society  is  making  this  available  as  a personal  service 
to  its  members,  but  no  one  is  required  to  change 
whatever  system  he  may  prefer  to  use  in  its  stead. 

This  approved  form  will  give  your  name  and  ad- 
dress at  the  top.  In  a box  it  states  that  the  use  of 
this  form  is  approved  by  the  Kansas  Medical  Soci- 
ety, that  the  report  is  supplied  without  charge,  and 
that  additional  reports  if  desired  may  be  had  at  a cost 
of  $3.00  each. 

The  body  of  the  report  is  the  center  section  of 
one  side  of  a standard  size  typewriter  page.  It  offers 
space  for  identifying  the  patient,  your  diagnosis, 
treatment,  prognosis  and  remarks.  On  the  bottom,  be- 
low the  physician’s  signature,  is  a line  to  be  signed  by 
the  patient  authorizing  the  report  and  assigning  the 
benefits  if  applicable.  The  paper  is  light  enough  to 
make  the  preparation  of  a carbon  copy  easy. 
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These  standard  insurance  report  forms  will  be  pre- 
pared in  pads  and  can  be  purchased,  because  of  the 
large  volume,  at  much  less  than  the  cost  of  an  in- 
dividual order.  The  announcement  will  be  received 
soon  and  will  carry  complete  information  on  cost, 
etc. 

Your  Kansas  Medical  Society  believes  the  use  of 
this  form  will  save  the  physician’s  time  and  is 
pleased  to  offer  another  project  of  the  Committee 
on  Medical  Economics  as  a service  to  its  members. 


Leading  Causes  of  Death 

The  Health  Information  Foundation,  of  New 
York,  recently  issued  a brochure  on  changes  in  lead- 
ing causes  of  death.  The  following  material  is  para- 
phrased from  that  report. 

In  1900  the  three  leading  causes  of  deaths  were 
communicable  diseases,  pneumonia-influenza,  tuber- 
culosis, and  the  disease  group  which  includes  di- 
arrhea, enteritis,  and  infective  ulceration  of  the  in- 
testines. These  diseases  accounted  for  slightly  over 
31  per  cent  of  all  deaths  in  1900  but  less  than  5 
per  cent  in  1954. 

The  death  rate  from  the  pneumonia-influenza  cat- 
egory declined  86  per  cent;  from  12  per  cent  of 
the  total  in  1900  to  one  per  cent  in  1954. 

The  second  greatest  cause  of  death  in  1900,  tuber- 
culosis, declined  94  per  cent.  Had  the  1900  rate 
prevailed  in  1954,  there  would  have  been  an  addi- 
tional 283,000  deaths  from  this  cause  which  would 
have  been  more  than  the  actual  number  of  deaths 
from  cancer,  the  second  greatest  cause  of  death  to- 
day. 

The  death  rate  from  diarrhea  and  other  gastro- 
intestinal conditions  has  declined  96  per  cent  since 
1900  and  by  1940  was  no  longer  in  the  first  ten. 

Diphtheria  was  tenth  among  the  causes  of  death 
in  the  United  States  in  1900.  This  rate  has  declined 
by  99  per  cent  since  then.  Similar  declines  have  oc- 
curred in  other  common  communicable  diseases. 

The  major  causes  of  death  today  are  the  so-called 
degenerative  diseases  and  accidents.  Heart  disease, 
the  leading  cause  of  death  today,  resulted  in  over 
550,000  deaths  in  1954.  This  is  an  increase  of  129 
per  cent  since  1900.  This  single  cause  accounted  for 
37  per  cent  of  all  deaths. 

Cancer,  with  237,000  deaths  in  1954,  was  second. 
It  accounted  for  only  4 per  cent  of  the  total  deaths 
in  1900  and  16  per  cent  in  1954  for  an  over-all  in- 
crease of  127  per  cent. 

Vascular  lesions,  including  cerebral  hemorrhage, 
rank  third  and  have  remained  relatively  constant  dur- 
ing the  past  fifty  years. 

Although  accidents  rank  fourth  as  a cause  of  death 


for  the  total  population,  they  are  the  first  cause 
for  the  ages  one  through  twenty-four  years,  claim- 
ing 34  per  cent  of  all  deaths  among  children  one 
through  fourteen  years  and  52  per  cent  of  the  deaths 
in  the  ages  fifteen  through  twenty-four  years. 

The  meaning  behind  these  figures  and  their  rela- 
tionships are,  of  course,  readily  understood  by  phy- 
sicians. It  is  felt  that  the  figures  and  the  statistics 
might  be  of  interest. 


Diabetes  Week — November  11  to  17, 
1956 

The  American  Diabetes  Association  has  set  aside 
this  week  as  National  Diabetes  Detection  Week  and 
is  widely  publicizing  the  event.  It  is  suggested  that 
every  man,  woman  and  child  shall  be  tested  for  di- 
abetes during  the  week  of  November  11-17,  1956. 

The  public  is  being  told  that  one  person  in  seventy- 
five  is  a diabetic;  that  there  are  two  million  in  the 
United  States  of  whom  one-half  do  not  know  they 
have  the  ailment.  It  is  estimated  that  4,750,000  ad- 
ditional persons  living  today  will  develop  diabetes 
during  their  lifetime,  at  a rate  of  65,000  each  year. 

The  public  is  being  told  that  the  detection  test  is 
simple  and  takes  only  a few  minutes.  They  are  ad- 
vised for  their  own  protection  and  health  to  have 
this  test  taken,  and  some  who  heed  this  advice  will 
come  to  physicians’  offices.  The  doctor,  therefore, 
should  know  that  this  week  is  Detection  Week. 


Radioactive  Isotope  Work  in  Hutchinson 

Grace  Hospital  and  St.  Elizabeth’s  Hospital,  Hutch- 
inson, have  been  approved  by  the  Atomic  Energy 
Commission  for  radioactive  isotope  work.  The  per- 
mits for  both  hospitals  allow  radioactive  iodine  up- 
take studies,  Cobalt  60  Vitamin  B 12  study  for  per- 
nicious anemia,  use  of  radioactive  iodine  for  therapy 
purposes,  and  use  of  radioactive  phosphorus  for 
leukemia  and  polycythemia. 


A grant  of  $5,000  for  a study  of  children  in 
rheumatic  and  non-rheumatic  families  has  been 
awarded  the  Department  of  Medical  Microbiology 
at  the  University  of  Kansas  School  of  Medicine  by 
the  American  Heart  Association.  This  is  part  of  a 
continuing  grant-in-aid  approved  for  three  years. 

Dr.  Tom  R.  Hamilton  is  chairman  of  the  depart- 
ment. Dr.  Antoni  M.  Diehl  has  developed  the  proj- 
ect with  Dr.  Wallace  Lane,  retiring  director  of  the 
Kansas  City-Wyandotte  County  Health  Department, 
and  Dr.  Robert  W.  Weber. 
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"Cases  of  disease  present,  as  we  say,  certain 
leading  symptoms.  They  thrust  forward,  like  a 
soldier  who  presents  arms,  a complaint  such  as 
pain,  cough,  or  'nervousness,’  so  that  it  oc- 
cupies the  foreground  of  the  clinical  picture. 
Such  a 'present mg  symptom,’  comparable  to 
the  'presenting  part’  in  obstetrics,  may  turn 
out  to  be  of  minor  importance  when  we  have 
studied  the  whole  case.  But  at  the  outset  it  has 
the  power  to  lead  us  toward  right  or  wrong 
conclusions  in  diagnosis,  prognosis,  and  treat- 
ment, according  as  we  have  or  have  not  learned 
the  art  of  following  it  up. 

".  . . the  complaints  of  the  patient — frag- 
mentary expressions  of  the  underlying  disease 
— should  be  used  as  leads,  [which]  can  be  fol- 
lowed to  the  actual  seat  of  the  disease.  . . . 

"Diagnoses  are  missed — (a)  Usually  because 
physical  signs  are  not  recognized;  (b)  oc- 
casionally because  we  do  not  think  correctly. 

. . correct  diagnosis  depends  upon  what 
enters  the  doctor’s  head  as  possible,  and  on 
what  his  head  does  to  sift  the  possibilities  after 
they  have  entered  it,  as  well  as  on  the  direct 
recognition  of  signs  by  physical  examination. 

"To  throw  open  the  mind’s  door  and  allow 
all  disease  to  enter  into  consideration  each  time 
that  we  are  called  to  a bedside  is  foolish  in  the 
attempt,  and  impossible  in  the  performance. 
Each  case  should  lead  us  to  arrange  before  the 
mind’s  eye  a selected  group  of  reasonably  prob- 
able causes  for  the  symptoms  complained  of 
and  for  the  signs  discovered.  What  we  select 
should  depend  upon  the  clues  furnished  us  by 
the  patient  himself,  or  by  the  results  of  our 
own  examination. 

"When,  for  example,  a patient  pronounces 
the  word  ’headache,’  a group  of  causes  should 
shoot  into  the  field  of  attention  like  the  figures 
on  a cash  register.  Blue  lips  and  finger-nails 
call  up  quite  another  group  of  ideas.  Each  clue 
or  combination  of  clues  should  come  to  possess 
its  own  set  of  radiations  or  'leadings,’  deter- 
mined partly  by  what  we  know  of  anatomy 
and  physiology,  partly  by  the  hard  knocks  of 
clinical  experience.  . . . 

"Why  do  so  many  practitioners  treat  symp- 


toms only?  Why  are  their  diagnoses  and  the 
resulting  treatment  so  full  of  vagueness,  grop- 
ing, hedging,  and  ’shot-gun’  prescriptions? 

"Because  they  do  not  know  how  to  get  be- 
yond symptoms.  They  have  not  been  taught 
from  the  point  of  view  of  practice — i.e.,  of  the 
presenting  symptom.  What  are  the  possible 
causes  and  linkages  of  any  symptom?  Which 
of  them  are  most  probable?  By  what  methods 
of  questioning  or  of  examination  can  the  actual 
cause  be  found?  . . . 

. . Differential  diagnosis  [is]  a very 
dangerous  topic — dangerous  to  the  reputation 
of  physicians  for  wisdom.  It  is,  I suppose, 
owing  to  this  danger  that  so  little  has  been 
written  on  differential  diagnosis  and  so  much 
on  diagnosis  (non-differential).  To  state  the 
symptoms  of  typhoid  perforation  is  not  dif- 
ficult. To  give  a set  of  rules  whereby  the  con- 
ditions which  simulate  typhoid  perforation  may 
be  excluded  is  exceedingly  difficult.  Physicians 
are  very  naturally  reticent  on  such  matters, 
slow  to  commit  their  thoughts  to  paper,  and 
very  suspicious  of  any  attempt  to  tabulate  their 
methods  of  reasoning. 

"Yet  all  diagnosis  must  become  differential 
before  it  can  be  of  any  use.  All  recognition  of 
a lesion  or  a disease  involves  distinguishing 
possible  sources  of  error  and  excluding  them 
by  a reasoning  process — more  or  less  definite 
and  conscious.  To  be  of  any  value,  then,  di- 
agnosis must  descend  into  the  arena  where  it 
is  questioned  and  assailed,  where  all  sorts  of 
errors  and  uncertainties  arise  to  unsettle  our 
wisdom.  Those  differential  tables  which  we  all 
distrust  so  much  are  really  no  more  untrust- 
worthy than  the  diagnoses  we  make  in  practice 
— for  every  diagnosis  expresses  the  results  ob- 
tained by  using  such  a table  more  or  less  un- 
consciously, as  we  exclude  possible  errors  and 
alternative  diagnoses. 

"The  attempt  to  make  and  defend  a dif- 
ferential diagnosis  brings  all  one’s  failings  into 
sharp  relief.” 

From  the  introduction  and  preface  to  Rich- 
ard C.  Cabot’s  book,  Differential  Diagnosis, 
written  in  1912. — O.R.C. 


Clinicopathological  Conference 

Fever  With  Progressive , Fatal  Coma 


CASE  PRESENTATION 

The  case  under  consideration  today  is  that  of  a 62- 
year-old  colored  male  who  was  admitted  to  the  Uni- 
versity of  Kansas  Medical  Center  on  September  22, 
1955,  and  who  expired  30  hours  later  on  September 
23,  1955. 

The  patient  was  comatose  on  admission,  and  the 
history  was  obtained  from  members  of  his  family. 
During  the  preceding  five  years  he  had  been  under 
treatment  for  hypertension,  and  for  several  years  he 
had  had  a chronic  cough  which  had  become  worse 
during  the  two  weeks  preceding  his  admission.  Two 
days  before  admission  he  consulted  his  physician  be- 
cause of  double  vision  and  dizziness.  At  that  time  his 
temperature  and  urinalysis  were  normal,  but  the 
blood  pressure  was  said  to  be  high. 

The  patient  fell  out  of  bed  the  night  before  he  was 
admitted  to  this  hospital.  He  was  too  weak  to  return 
to  bed  himself,  but  after  being  helped  back  he  was 
rational  and  talkative.  At  that  time  it  was  found  that 
he  was  unable  to  move  his  right  arm  and  leg.  He 
apparently  fell  out  of  bed  again  the  next  morning, 
as  he  was  found  in  coma  on  the  floor.  He  was  then 
rushed  to  this  hospital. 

The  patient  had  had  typhoid  fever  at  44  years  of 
age.  He  had  had  syphilis  at  age  57  and  was  treated 
with  penicillin  at  that  time.  Sugar  had  frequently 
been  found  in  the  urine,  but  the  patient  refused  to  go 
on  a diet. 

The  family  history  and  system  review  were  non- 
contributory. 

On  physical  examination  the  patient  was  found  to 
be  an  obese  colored  man  who  was  comatose  and  who 
responded  only  slightly  to  painful  stimuli.  The  blood 
pressure  was  200/120;  pulse  128  and  regular;  tem- 
perature 106.2  degrees  rectally;  and  the  respiratory 
rate  was  30.  Enlarged  painful  preauricular  lymph 
nodes  were  present.  The  pupils  were  round  and  equal 
and  reacted  to  light.  There  was  focal  retinal  arteriolar 
spasm  but  no  papilledema.  The  neck  was  somewhat 
stiff.  The  chest  was  clear  to  auscultation  and  percus- 
sion. It  was  thought  that  the  heart  was  enlarged  on 
percussion.  The  second  aortic  sound  was  louder  than 


Edited  by  Jesse  D.  Rising,  M.D.,  and  Mahlon  Delp,  M.D., 
from  recordings  of  the  conference  participated  in  by  the 
departments  of  medicine,  pediatrics,  surgery,  radiology,  and 
pathology  of  the  University  of  Kansas  Medical  Center  as 
well  as  by  the  third  and  fourth  year  classes  of  medical 
students. 


the  second  pulmonic  sound.  There  was  a grade  II 
systolic  murmur  present  at  the  apex ; it  was  not  trans- 
mitted. 

The  abdomen  was  soft  and  obese,  and  no  masses 
were  palpable.  The  peripheral  pulses  were  good.  The 
genitalia  were  normal,  and  the  prostate  was  small 
and  firm.  The  cranial  nerves  were  intact  with  the  ex- 
ception of  a right  central  seventh  nerve  weakness. 
There  was  a flaccid  paralysis  of  the  right  arm  and 
both  legs.  The  left  arm  was  spastic  and  was  held  in 
flexion.  Fine  clonic  movements  were  visible  in  the 
left  hand  and  the  left  side  of  the  face.  The  deep 
tendon  reflexes  were  sluggish  in  the  arms  and  absent 
in  the  legs.  There  was  no  clonus,  and  Hoffman  and 
Babinski  signs  were  absent. 

The  admission  urine  had  a specific  gravity  of  1.016, 
3 plus  albumin,  negative  sugar,  and  8 to  10  pus  cells 
per  high  power  field.  There  were  many  hyaline,  gran- 
ular, and  bacterial  casts  in  each  high  power  field.  The 
red  count  was  4,750,000  with  11.2  gm.  per  cent  of 
hemoglobin.  The  white  count  was  17,400  with  85  per 
cent  neutrophils  (72  per  cent  filamented  and  13  per 
cent  non-filamented) , 11  per  cent  lymphocytes,  1 
per  cent  basophil,  and  3 per  cent  monocytes.  The 
serologic  tests  for  syphilis  were  negative.  The  serum 
non-protein  nitrogen  was  55.5  mg.  per  cent;  urea 
nitrogen,  28  mg.  per  cent;  fasting  blood  sugar,  175 
mg.  per  cent;  cholesterol,  294  mg.  per  cent;  sodium 
was  133  mEq/L,  potassium,  3.3  mEq. ; chloride, 
94  mEq.  and  carbon  dioxide,  24.4  mEq.  Serum 
amylase  was  262  Somogyi  units  per  cent,  and  serum 
lipase  was  2.0  units  per  ml. 

A lumbar  puncture  was  done;  the  opening  pres- 
sure was  170  mm.  and  the  closing  pressure  110  mm. 
There  were  78  white  blood  cells  (86  per  cent  lymph- 
ocytes) per  cubic  millimeter;  the  sugar  was  140  mg. 
per  cent;  the  chloride,  775  mg.  per  cent;  and  the  total 
protein,  42  mg.  per  cent.  The  colloidal  gold  curve 
was  0111000000.  The  spinal  tap  was  repeated  on  the 
following  day  with  an  opening  pressure  of  280  mm. 
and  a closing  pressure  of  240  mm.  There  were  90 
white  blood  cells  (82  per  cent  lymphocytes  and  18 
per  cent  polymorphonuclear)  and  4 red  blood  cells 
per  cubic  milliliter. 

Throughout  his  hospital  stay  the  patient  was  coma- 
tose except  for  a few  moments  when  he  opened  his 
eyes  and  spoke  briefly.  Attempts  were  made  to  reduce 
the  high  fever  with  alcohol  sponge  baths  and  rectal 
aspirin,  but  these  were  unsuccessful  except  for  two 
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brief  occasions  when  rectal  temperature  was  lowered 
to  102  degrees.  He  was  treated  with  2,000,000  units 
of  aqueous  penicillin  intramuscularly  every  six  hours 
and  1.0  gm.  of  Chloromycetin  by  mouth  every  12 
hours.  He  received  200  mg.  of  cortisone  intramus- 
cularly two  hours  before  he  died.  He  was  given  intra- 
venous fluids  for  hydration.  His  urinary  output  on  the 
day  of  admission  was  800  ml.;  it  was  500  ml.  on  the 
day  of  death. 

Approximately  30  hours  after  he  entered  the  hos- 
pital the  patient’s  respirations  became  labored,  and 
he  died  rather  suddenly. 

Dr.  Hugh  J.  Woods  (resident  in  medicine)  : I have 
one  addition  to  the  history:  it  was  observed  that  the 
patient’s  preauricular  nodes  became  much  larger 
during  his  hospital  stay,  and  some  observers  thought 
that  these  were  actually  the  parotid  glands. 

Dr.  Mahlon  Delp  (moderator)  : Are  there  any 
questions  of  Dr.  Woods? 

Kernie  Binyon  (fourth  year  medical  student)  :* 
What  was  this  patient  like  before  he  became  ill? 

Dr.  Woods:  We  know  nothing  about  him  except 
that  he  was  once  seen  in  the  outpatient  clinic  in 
March,  1955,  at  which  time  he  complained  of  pain  in 
his  right  shoulder.  His  tendon  reflexes  were  a little 
hyperactive,  and  the  possibility  of  his  having  tabes 
was  mentioned. 

Dwight  Adams  (fourth  year  medical  student)  : 
Was  a serology  done  on  him? 

Dr.  Woods:  It  was  negative. 

Mr.  Adams:  What  about  the  urinalysis? 

Dr.  Woods:  There  was  a slight  trace  of  albumin, 
no  sugar,  and  rare  epithelial  and  pus  cells. 

Donald  Decker  (fourth  year  medical  student)  : 
Were  there  any  blood  cultures? 

Dr.  Woods:  No. 

Mr.  Decker:  Was  there  anything  unusual  about  his 
testicles  ? 

Dr.  Woods:  No. 

Question:  Could  you  give  us  any  more  information 
on  the  second  spinal  tap? 

Dr.  Woods:  The  fluid  was  clear,  the  protein  was 
52,  sugar  was  112,  and  a culture  was  negative  at  72 
hours. 

Question:  Did  he  have  hyperpyrexia  during  the 
terminal  episode? 

Dr.  Woods:  No,  his  temperature  was  about  102 
degrees  an  hour  before  his  death.  The  medical  student 
said  he  suddenly  stopped  breathing,  and  his  heart 
beat  about  eight  or  ten  times  after  that. 

Question:  Had  he  lived  in  Kansas  City  all  of  his 
life? 

Dr.  Woods:  Yes. 


*Though  a medical  student  in  March,  1956,  when  this 
conference  occurred,  he,  like  the  others  referred  to  as  stu- 
dents, received  the  M.D.  degree  in  June,  1956. 


Question:  Did  he  have  a history  of  mumps? 

Dr.  Woods:  The  history  was  not  clear,  but  the  rel- 
atives thought  he  had  never  had  mumps. 

Question:  Was  only  one  fasting  blood  sugar  run? 

Dr.  Woods:  Yes. 

Question:  Was  he  receiving  glucose  at  that  time? 

Dr.  Woods:  No. 

Question:  Did  he  have  otitis  media? 

Dr.  Woods:  No. 

Mr.  Decker:  Would  you  describe  the  convulsive 
movements  more  clearly  ? 

Dr.  Woods:  They  were  intermittent  twitching 
movements  of  the  hands  and  left  side  of  the  face. 

Question:  Was  he  in  a light  or  a deep  coma  most 
of  the  time? 

Dr.  Woods:  It  was  deep. 

Dr.  Robert  Weber  (internist)  : What  was  his  blood 
pressure  during  the  30  hours  of  hospitalization? 

Dr.  Woods:  The  systolic  pressure  was  170  to  200 
and  the  diastolic  was  100  to  105  millimeters  of  mer- 
cury. 

Dr.  Weber:  Did  it  drop  at  all  in  the  final  six  hours  ? 

Dr.  Woods:  Two  or  three  hours  before  he  died 
his  pressure  was  180/100. 

Dr.  Delp:  What  was  his  blood  pressure  when  he 
was  in  the  outpatient  clinic  in  March? 

Dr.  Woods:  It  was  230/128. 

Dr.  Delp:  Mr.  Boese,  will  you  please  present  the 
electrocardiograms  ? 

Kenneth  Boese  (fourth  year  medical  student)  : The 
first  electrocardiogram  (Figure  1)  was  taken  when 
the  patient  was  seen  in  the  outpatient  clinic  in  March, 
1955,  and  shows  a normal  sinus  rhythm  with  a rate 
of  approximately  80.  The  PQ  interval  is  within  nor- 
mal limits.  There  is  a tall  R wave  of  two  and  one-half 
centimeters,  and  there  are  inverted  T waves  in  leads  I, 
AVL,  V3,  V4,  V5  and  V6.  The  QRS  interval  is  ap- 
proximately .08  of  a second.  This  electrocardiogram 
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shows  the  pattern  of  left  ventricular  hypertrophy, 
strain,  and  ischemia. 

The  second  electrocardiogram  (Figure  2)  was  tak- 
en the  day  after  admission.  The  rate  is  120.  The  T 
waves  are  inverted  in  leads  I and  AVL.  The  chest 
leads  have  reverted  back  to  normal.  This  tracing 
shows  left  ventricular  hypertrophy  and  strain,  but 
there  is  no  ischemia  pattern  that  I can  see. 

Dr.  Delp:  Dr.  Lin,  do  you  have  any  comments 
about  the  electrocardiograms  ? 

Dr.  T.  K.  Lin  (cardiologist)  : The  first  tracing 
showed  an  interesting  sequence  from  leads  four  and 
five,  particularly  the  inverted  T waves,  which  indi- 
cated a rather  localized  ischemia.  I saw  no  definite 
evidence  of  left  ventricular  hypertrophy  in  spite  of 
the  clinical  hypertension. 

The  second  tracing  showed  a sinus  tachycardia 
and  a possible  ischemic  pattern  in  lead  I,  but  no  evi- 
dence of  ventricular  hypertrophy. 

Dr.  Delp:  Mr.  Elliott,  will  you  demonstrate  the 
x-rays  ? 

Wade  Elliott  (fourth  year  medical  student)  : A 
shoulder  film  taken  six  months  before  admission 
shows  no  bony  abnormalities  or  calcifications  in  the 
soft  tissues.  I interpret  this  as  a normal  shoulder. 

The  cervical  spine  was  x-rayed  at  that  time,  and  it 
shows  some  increased  density  and  lipping  of  the  fifth 
cervical  vertebra  and  possibly  narrowing  of  the  joint 
space.  This  could  be  the  result  of  an  old  fracture, 
but  it  is  more  likely  an  osteoarthritic  process. 

A portable  film  of  the  skull  taken  at  the  time  of 
admission  shows  clear  frontal  sinuses.  There  is  no 
marked  sclerosis  of  the  mastoid  process.  I interpret 
this  as  being  a normal  skull. 

The  portable  chest  film  taken  on  admission,  with 
the  patient  in  some  rotation,  shows  no  bony  abnor- 
malities and  no  pathology  in  the  lung  fields.  I can- 
not decide  about  the  heart  size  on  the  basis  of  this 
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portable  film.  The  appearance  of  a mediastinal  widen- 
ing is  probably  due  to  rotation.  There  is  a deviation 
of  the  trachea  which  I cannot  explain. 

Dr.  Delp:  Are  there  any  comments,  Dr.  Germann? 

Dr.  Donald  R.  Germann  (radiologist) : The  en- 
largement of  the  mediastinum  and  the  tracheal  de- 
viation are  probably  caused  by  a moderately  wide 
aorta,  but  I doubt  if  there  is  significant  tracheal  devi- 
ation. There  is  a little  left  ventricular  prominence 
to  the  cardiac  contour.  There  is  rather  marked  joint 
space  narrowing  of  the  cervical  spine  with  osteo- 
arthritic spurring  around  it.  It  is  a degenerative 
process  probably  of  no  importance  so  far  as  this  ad- 
mission is  concerned. 

Dr.  Delp:  Will  you  present  the  differential  diag- 
nosis, Mr.  Decker? 

DIFFERENTIAL  DIAGNOSIS 

Mr.  Decker:  We  are  discussing  a 62-year-old  man 
who  was  admitted  to  the  hospital  with  the  chief  com- 
plaint of  a possible  stroke,  and  who  died  30  hours 
later.  There  is  a history  of  hypertension  and  glycosu- 
ria. Two  days  before  admission  the  patient  developed 
double  vision  and  dizziness.  He  became  weak,  hemi- 
plegic, and  comatose.  The  physical  examination  on 
admission  revealed  deep  coma,  hypertension,  tachy- 
cardia, hyperpyrexia,  bilaterally  enlarged  preauricular 
lymph  nodes  or  parotid  glands,  nuchal  rigidity,  and 
diffuse  neurological  signs  without  papilledema. 

The  laboratory  examinations  showed  evidence  of 
kidney  dysfunction,  leukocytosis,  elevated  serum  amyl- 
ase and  lipase,  and  cerebrospinal  fluid  abnormalities 
including  an  increased  cell  count  (chiefly  lympho- 
cytes) and  increased  pressure.  Despite  vigorous  treat- 
ment with  antibiotics  and  cortisone,  the  patient  re- 
mained comatose  and  died  30  hours  later. 

My  differential  diagnosis  is  based  on  the  causes  of 
coma.  First,  the  endogenous  and  exogenous  causes 
of  coma  can  be  quickly  ruled  out  on  the  basis  of  lab- 
oratory findings,  the  hospital  course,  and  the  clinical 
findings.  Traumatic  causes  of  coma,  such  as  cerebral 
concussion,  cerebral  contusion,  and  acute  epidural 
hematoma  can  be  excluded  because  there  was  no 
history  of  injury.  Subdural  hematoma  is  more  difficult 
to  rule  out  on  this  basis,  but,  because  of  the  high  fever 
and  equal  pupils,  I do  not  think  it  is  the  most  likely 
diagnosis. 

Cerebral  ischemia,  such  as  can  be  produced  by 
Stokes-Adams  attacks  and  hypertensive  encephalop- 
athies, should  be  mentioned  as  occasional  causes  of 
coma,  but  we  must  look  elsewhere  to  explain  all  the 
findings  that  we  have  in  this  case. 

Primary  or  metastatic  intracranial  tumors  character- 
istically present  with  symptoms  of  increased  intracra- 
nial pressure  including  dizziness,  visual  signs,  vomit- 
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ing,  and  severe  progressive  headache,  and  the  onset 
can  be  sudden  if  hemorrhage  occurs  into  the  tumor. 
Adults  frequently  present  with  focal  convulsions  or 
other  focal  signs.  The  cerebrospinal  fluid  protein  is 
frequently  increased.  This  case  does  not  fit  any  of  the 
well  outlined  clinical  tumor  syndromes,  but  one  must 
consider  other  more  diffuse  syndromes. 

Cerebral  vascular  accidents  must  be  considered  as 
a cause  of  coma.  Cerebral  thrombosis  is  the  most 
common  form  of  cerebral  vascular  accident,  but  con- 
sciousness is  rarely  lost,  the  patient  usually  recovers, 
the  cerebrospinal  fluid  is  usually  normal,  and  there  is 
commonly  evidence  of  a local,  unilateral  lesion.  I 
cannot  localize  a thrombus  which  would  produce  the 
widespread  signs  this  patient  had.  Cerebral  embolism 
can  be  ruled  out  on  the  same  basis,  and  there  is  no 
logical  site  for  the  origin  of  an  embolus. 

Subarachnoid  hemorrhage  usually  occurs  in  younger 
persons  and  can  be  easily  ruled  out  because  there 
was  no  blood  in  the  cerebrospinal  fluid. 

Cerebral  hemorrhage  must  be  considered  because  of 
the  patient’s  hypertension.  Characteristically  there  is 
sudden  onset,  coma  supervenes,  and  these  patients 
usually  die.  There  is  often  a progressive  rise  in  tem- 
perature and  pulse  rate.  The  cerebrospinal  fluid  may 
be  under  increased  pressure,  and  there  may  be  in- 
creased protein  and  pleocytosis.  In  about  50  per  cent 
of  such  patients  the  cerebrospinal  fluid  is  bloody, 
but  that  is  not  diagnostic.  Bleeding  into  a ventricle 
can  also  produce  hyperpyrexia.  I ruled  out  cerebral 
hemorrhage  because  I cannot  localize  a vascular  lesion 
which  would  produce  such  widespread  bilateral  neuro- 
logical deficit  without  producing  more  cranial  nerve 
signs. 

Bilateral  carotid  artery  thrombosis  usually  occurs  in 
patients  who  have  a history  compatible  with  throm- 
bosis of  one  side.  Blindness  is  frequently  produced, 
and  the  cerebrospinal  fluid  is  normal.  The  high  fever 
in  this  case  speaks  against  this. 

Cerebral  venous  lesions  such  as  lateral  sinus  throm- 
bosis and  superior  sagittal  sinus  thrombosis  must  also 
be  considered.  They  are  preceded  by  a bacterial  in- 
fection such  as  mastoiditis  or  paranasal  sinusitis,  but 
the  infection  may  not  be  recognized.  Typically  there 
is  a septic  fever  rather  than  a sustained  high  fever 
such  as  this  patient  had. 

The  septic  causes  of  coma  must  be  strongly  con- 
sidered in  this  patient.  The  bacterial  meningitides 
can  quickly  be  ruled  out  on  the  basis  of  cerebrospinal 
fluid  findings.  They  produce  a greatly  increased  poly- 
morphonuclear count  and  depress  the  glucose,  and 
the  organism  can  usually  be  cultured  from  the  cerebro- 
spinal fluid.  Brain  abscess  usually  has  a slow  onset. 
The  degree  of  pyrexia  that  this  patient  had  would  be 
unusual  unless  the  abscess  ruptured  into  the  subarach- 


noid space  or  into  the  ventricles.  I do  not  think  that 
this  is  the  most  likely  diagnosis. 

Central  nervous  system  syphilis  and  syphilitic  gum- 
mas can  be  ruled  out  on  the  basis  of  the  negative 
serology. 

The  mycotic  encephalitides  characteristically  pro- 
duce a chronic  illness  and  cerebrospinal  fluid  findings 
which  are  not  like  those  in  this  case.  They  elevate 
protein  and  depress  the  sugar. 

The  rickettsial  encephalitides  are  nearly  always 
accompanied  by  a skin  rash,  and  they  are  very  rare. 

All  of  the  findings  in  this  case  are  compatible  with 
a viral  meningo-encephalitis.  St.  Louis  encephalitis 
may  have  a sudden  onset  with  diffuse  cerebral  and 
meningeal  signs,  acute  rise  in  temperature  up  to  106 
degrees,  progressive  coma,  and  a mild  pleocytosis, 
especially  of  the  mononuclear  cells.  Tire  rest  of  the 
cerebrospinal  fluid  findings  are  compatible  with  St. 
Louis  encephalitis.  Convulsions  may  occur  and  mortal- 
ity is  high,  particularly  in  the  older  age  groups.  West- 
ern and  eastern  equine  encephalitis  are  capable  of 
producing  this  same  clinical  picture,  but  they  are  rare 
in  this  region. 

The  possibility  of  mumps  encephalitis  should  not 
be  dismissed  lightly,  although  it  is  uncommon  in  this 
age  group,  and  fatal  cases  are  extremely  rare.  Dona- 
hue1 reported  20  proved  cases.  The  bilateral  pre- 
auricular  swellings  might  have  been  the  parotid 
glands,  and  the  elevated  serum  lipase  and  amylase 
would  be  compatible  with  mumps. 

One  should  mention  other  secondary  meningo- 
encephalitides  such  as  those  caused  by  measles  and 
mononucleosis,  but  they  are  rare  in  this  age  group. 

In  summary,  the  best  diagnosis  in  this  case  is  viral 
meningo-encephalitis.  I would  only  be  speculating  to 
pin  it  down  to  any  particular  etiological  agent.  I can- 
not, with  certainty,  rule  out  cerebral  hemorrhage, 
hemorrhage  into  a brain  abscess,  hemorrhage  into  a 
brain  tumor,  or  bilateral  carotid  artery  thrombosis. 

CLINICAL  DISCUSSION 

Dr.  Delp:  What  is  your  final  diagnosis? 

Mr.  Decker:  Meningo-encephalitis,  probably  viral. 
If  I had  to  pin  it  down,  I would  say  St.  Louis  enceph- 
alitis. 

Dr.  Delp:  Mr.  Binyon,  did  you  rule  out  mumps? 

Mr.  Binyon:  Not  entirely. 

Dr.  Delp:  Do  you  think  that  it  probably  was 
mumps  ? 

Mr.  Binyon:  My  diagnosis  is  a meningo-encephalitis 
of  viral  etiology.  I do  not  know  whether  or  not  it  was 
mumps. 

Dr.  Delp.  Mr.  Deosaransingh ? 

Manohar  Deosaransingh  (fourth  year  medical 
student):  I think  that  he  had  meningo-encephalitis, 
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but  I do  not  know  the  cause.  It  is  more  or  less  an 
arbitrary  diagnosis,  and  I doubt  very  much  whether 
the  pathologists  can  get  any  closer  to  the  etiology 
than  we  can. 

Dr.  Delp:  Mr.  Doubek,  did  you  rule  out  a vascular 
lesion,  and  if  so,  how? 

Herbert  Doubek  (fourth  year  medical  student)  : I 
did  not.  The  onset  with  the  patient  falling  out  of  bed 
goes  along  with  a vascular  accident  and  progressive 
coma,  but  I think  that  the  spinal  fluid  findings  are 
against  it. 

Dr.  Delp:  Mr.  Elliott? 

Mr.  Elliott:  I agree  with  the  diagnosis  of  viral 
meningo-encephalitis,  but  I am  a bit  disturbed  by  the 
sugar  falling  in  the  second  spinal  tap.  I do  not  expect 
the  sugar  to  go  down  in  the  spinal  fluid  without  a 
correlated  blood  sugar  fall. 

Dr.  Delp:  Mr.  Decker,  how  did  you  deal  with 
that  problem  ? 

Mr.  Decker:  I did  not  deal  with  it. 

Dr.  Delp:  How  would  you  explain  the  patient’s 
fasting  blood  sugar  of  175  mg.  per  cent? 

Mr.  Decker:  I think  he  had  diabetes  mellitus. 

Dr.  Delp:  Do  you  think  that  this  contributed  to 
his  death? 

Mr.  Decker:  I think  that  he  would  have  died  any- 
way. 

Dr.  Delp:  Dr.  Berry,  there  have  been  frequent 
references  here  to  St.  Louis  encephalitis.  I want  to  call 
on  someone  who  lived  through  the  epidemic  of  Kan- 
sas City  encephalitis.  Do  you  think  that  this  picture 
at  all  simulates  your  experience  with  patients  in  that 
epidemic? 

Dr.  Maxwell  G.  Berry  (internist)  : Equine  enceph- 
alitis is  a possibility  if  this  family  lived  outside  the 
city  limits  or  close  to  a reservoir  of  some  kind.  As 
most  of  you  know,  the  main  reservoir  in  rural  Kansas 
and  Missouri  is  the  horses.  The  onset  in  September 
suggests  that  he  may  have  been  bitten  by  a mosquito. 
The  encephalitis  that  I have  seen  in  Kansas  City  itself 
has  been  sporadic  cases  of  an  encephalitis  which  is 
caused  by  an  unknown  virus. 

A year  ago  I saw  a few  patients  in  Colby  who  had 
equine  encephalitis.  The  reservoir  was  right  there  in 
a horse  barn.  The  mosquitoes  were  in  the  backyard, 
and  they  were  Anopheles,  too.  We  had  a little  trouble 
getting  the  public  health  service  to  work  on  it,  but 
when  they  did  they  traced  it  down  very  well.  To  make 
a diagnosis  of  encephalitis  in  this  patient,  we  have  to 
overlook  a lot  of  things.  You  have  more  red  herrings 
in  this  protocol  than  any  I have  seen  for  a long  time, 
i.e.  the  long  history  of  hypertension,  the  hyperglycemia, 
and  a colored  man  with  a chronic  cough.  These  situ- 
ations are  quite  suggestive  of  widely  different  diag- 
noses. Those  things  are  a little  bit  difficult  to  over- 
look. If  he  did  have  encephalitis,  it  would  have  been 


more  convincingly  suggested  by  his  living  in  the  out- 
skirts of  town  where  mosquitoes  are  more  plentiful. 

Dr.  Delp:  Dr.  Weber,  what  was  your  diagnosis? 

Dr.  Weber:  I saw  this  patient,  and  I made  the 
diagnosis  of  mumps  meningo-encephalitis. 

Dr.  Delp:  You  thought  the  man  had  parotitis? 

Dr.  Weber:  Yes,  and  I thought  that  the  blood 
sugar  might  have  been  related  to  pancreatitis. 

Dr.  Delp:  Do  you  think  the  amylase  values  are 
compatible  with  that? 

Dr.  Weber:  They  are  not  high  enough  for  an  acute 
pancreatitis. 

Dr.  Delp:  Did  he  have  any  abdominal  tenderness 
when  you  examined  him? 

Dr.  Weber:  I could  not  elicit  anything,  but  it  was 
two  or  three  hours  before  he  expired. 

Dr.  Delp:  I doubt  if  he  had  any  abdominal  tender- 
ness. I did  not  examine  him  personally,  but  I watched 
several  others  examine  him. 

PATHOLOGICAL  REPORT 

Dr.  Frank  A.  Mantz  (pathologist)  : External  exami- 
nation of  the  body  disclosed  that  the  individual  was 
moderately  obese,  and  there  was  bilateral  enlarge- 
ment and  swelling  in  the  preauricular  area. 

The  parotid  glands  were  enlarged,  exceedingly 
soft,  and  of  a distinct  yellow  color.  They  show  the 
picture  of  fat  replacement  which  is  not  uncommon 
in  people  who  are  obese  and  in  older  persons.  Similar 
fat  replacement  was  found  in  the  pancreas.  No  evi- 
dence of  inflammation  was  found  in  the  gland. 

A general  systemic  examination  yielded  little  of 
particular  note.  There  were  few,  if  any,  stigmata  of 
diabetes.  A mild  degree  of  arteriosclerosis  was  detect- 
ed. 

The  heart  weighed  680  grams  and  showed  marked 
left  ventricular  enlargement.  No  valvular  lesions  were 
detected,  and  the  coronary  vessels  were  patent  through- 
out. The  kidneys,  although  not  significantly  con- 


Figure  3.  Right  parietal  leptomeninges  showing  in- 
flammation with  edema  and  predominantly  lymphocytic 
exudate. 
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traded,  showed  fine  granularity,  and  on  microscopic 
examination  there  was  a significant  degree  of  arterio- 
losclerosis  associated  with  mild  thickening  of  the 
basement  membrane  of  the  glomerular  capillaries. 

The  gross  examination  of  the  brain  showed  no  de- 
fect. The  brain  weighed  1340  grams,  was  not  signifi- 
cantly hyperemic,  and  showed  no  evidence  of  in- 
creased intercranial  pressure;  on  section  no  discrete 
lesions  were  encountered.  Histologically,  however, 
characteristic  findings  were  noted.  There  was  a diffuse 
mild  meningitis  manifested  here  by  thickening  and 
edema  of  the  meninges  and  by  a moderate  infiltration 
of  leukocytes,  mostly  lymphocytes  (Figure  3).  The 
meningitis  was  rather  patchy  in  distribution.  It  was 
seen  most  intensely  over  the  frontal  and  parietal  re- 
gions and  to  a lesser  degree  over  the  base.  No  men- 
ingitis was  detected  over  the  cerebellum,  about  the 
brain  stem,  or  about  the  cervical  cord.  The  ependyma 
was  not  involved,  and  there  was  no  infiltration  in  the 
choroid  plexus. 

The  next  characteristic  lesion  was  in  the  neuron, 
which  displayed  a moderate  degree  of  what  might 
be  classified  as  acute  cell  disease.  This  is  manifested 
here  by  loss  of  Nissl’s  substance,  swelling  and  smudg- 
iness of  the  nuclei  (chromatolysis),  and  moderate 
satellitosis  by  glial  cells  adjacent  to  the  neurons  (Fig- 
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Figure  5.  Hippocampal  gray  matter  showing  microg- 
lial nodules. 
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Figure  4.  Right  parietal  cortex  showing  neuronal 
necrosis  and  satellitosis. 


ure  4) . In  some  areas  frank  necroses  of  the  neurons 
had  occurred,  producing  tiny  glial  reaction  sites.  In 
the  cortex  there  were,  in  addition,  clusters  of  glial 
elements,  mostly  microglia,  unassociated  with  degen- 
erating neurons,  following  the  tiny  capillaries  (Figure 
5) . These  tiny  glial  nodules  were  the  most  frequently 
encountered  and  probably  the  most  significant  change 
in  the  brain  substance. 

A third  and  striking  lesion  that  was  present 
throughout  the  brain  was  perivascular  cuffing  with 
lymphocytes  in  which  the  Virchow’s  space  about  the 
blood  vessels  was  literally  stuffed  with  lymphocytes 
(Figure  6).  Changes  within  the  brain  were  mainly 
within  the  basal  ganglia,  the  midbrain,  the  pons,  and 
the  medulla. 

A section  from  the  caudate  nucleus  showed  what 
might  be  classified  as  a fourth  type  of  lesion,  that 
of  focal  parenchymal  degeneration  unassociated  with 
significant  neuronal  damage  (Figure  7).  In  such  sites 
there  is  some  evidence  of  demyelinization,  but  char- 
acteristic perivascular  demyelinization  is  not  seen  in 
this  case.  The  cells  which  compose  the  reaction  here 
are  largely  microglia.  The  globus  pallidus  was  similar- 
ly involved.  In  fibers  which  traverse  the  internal  cap- 
sule one  encounters  occasional  small  lesions  accounting 
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Figure  6.  Midbrain  in  region  of  substantia  nigra 
showing  marked  perivascular  lymphocytic  infiltrate  in 
Virchow  Robins  space. 


for  whatever  upper  motor  neuron  changes  this  patient 
may  have  had. 

The  most  marked  changes  were  encountered  with- 
in the  substantia  nigra  which  bilaterally  was  diffusely 
involved  with  wide  areas  of  parenchymal  degenerative 
changes.  The  brain  stem  likewise  was  affected,  the  in- 
volvement extending  throughout  the  reticular  sub- 
stance. 

These  findings  are  classical  of  a viral  type  enceph- 
alitis. There  is  diffuse  distribution  throughout  the 
brain  substance,  which  suggests  that  this  was  an  en- 
cephalitis that  had  been  blood-borne.  The  absence  of 
involvement  of  the  ependyma  suggests  that  lymphocyt- 
ic chorio-meningitis  is  not  a factor  here.  Our  failure 
to  demonstrate  intracellular  inclusions  excludes  rabies, 
herpes  simplex,  and  inclusion  encephalitis.  This  prob- 
ably belongs  to  a large  group  of  insect-borne  viral 
diseases  which  include  Japanese  B encephalitis, 
Australian  X,  California,  and  a number  of  other 
somewhat  esoteric  diseases  which  can  be  excluded  on 
the  basis  of  geography.  That  leaves  us  with  St.  Louis 
encephalitis,  eastern  equine  encephalitis,  and  western 
equine  encephalitis.  Mumps  encephalitis  cannot  ab- 
solutely be  ruled  out,  but  one  would  expect  to  find 
considerably  more  perivascular  demyelinization  than 


one  sees  here.  The  pathologist  finds  himself  at  an 
impasse  and  must  enlist  the  aid  of  a virologist  to 
determine  the  definitive  diagnosis.  For  this  reason  I 
would  like  to  ask  Dr.  Werder  to  relate  to  you  the 
studies  that  he  conducted  on  material  which  we  gave 
him. 

Dr.  Alvar  A.  Werder  (microbiologist)  : When  we 
think  of  the  eastern  and  western  equine  viruses,  we 
should  remember  something  about  where  they  can  be 
found  and  what  their  natural  hosts  appear  to  be.  We 
have  known  for  about  20  or  25  years  that  they  can 
be  pathogenic  for  man.  St.  Louis  encephalitis  has 
been  common  in  this  area  as  well  as  in  St.  Louis. 
Western  equine,  as  the  name  implies,  is  common  in 
the  western  part  of  the  country,  but  it  is  spreading 
eastward  all  the  time.  Eastern  equine  encephalitis  is 
mainly  found  in  the  eastern  part  of  the  country,  but 
it  has  also  appeared  in  Texas  and  Arkansas  and  is 
moving  westward.  It  has  not  been  reported  in  Kansas. 

We  no  longer  believe  that  the  horse  is  the  natural 
host.  Chickens,  pigeons,  wild  fowl,  and  some  wild 
animals  are  now  thought  to  be  the  natural  host.  The 
virus  is  spread  accidentally  by  bite  of  either  Anoph- 
eles or  Culex  mosquitoes,  mites,  or  ticks  to  horses, 
mules,  and  human  beings. 

It  was  surprising  to  us  that  we  did  find  evidence 


Figure  7.  Caudate  nucleus  showing  focal  paren- 
chymal degeneration  with  mild  glial  reaction. 
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that  pointed  to  eastern  equine  encephalitis  virus.  We 
inoculated  brain  tissue  into  young  mice.  It  caused  an 
illness  characterized  by  ruffled  fur,  hunching  of  the 
back,  paralysis,  and  death.  This  could  be  neutralized 
by  the  addition  of  serum  from  patients  who  had  con- 
valesced from  eastern  equine  encephalitis,  but  it  was 
not  neutralized  by  serum  from  patients  who  had  had 
St.  Louis  or  western  equine  encephalitis.  This  evidence 
points  strongly  to  the  fact  that  our  patient  had  east- 
ern equine  encephalitis. 

Dr.  Delp:  Thank  you,  Dr.  Mantz  and  Dr.  Werder. 
Once  more  we  have  a case  at  this  session  in  which 
death  was  due  to  an  infectious  process,  something  I 
always  like  to  emphasize.  I was  not  being  facetious 
when  I mentioned  Kansas  City  encephalitis.  There 
was  an  epidemic  of  encephalitis  in  St.  Louis  and 
Kansas  City  in  1933,  1934,  and  1935.  Although  St. 
Louis  received  most  of  the  publicity,  and  the  virus 
has  been  named  after  that  city,  some  investigators 
have  felt  that  there  was  a subtle  difference  between 
the  two  epidemics  and  have  occasionally  referred  to 
the  epidemic  here  as  Kansas  City  encephalitis.  I 
would  not  have  guessed  that  this  was  eastern  equine 
encephalitis  because  my  own  impression  has  been 
that  it  usually  occurs  in  children,  seldom  in  adults. 
Western  equine  encephalitis  is  essentially  a disease  of 
adults. 

PATHOLOGICAL  ANATOMICAL  DIAGNOSIS 
Primary 

Eastern  equine  encephalitis,  advanced  (history  of 
diplopia,  fever,  and  coma  developing  progressively 
over  three  days  prior  to  death  and  post  mortem 
isolation  of  the  virus  with  identification  through 
neutralization  tests). 

Puncture  wounds  in  the  lumbar  region  of  the  back 
(history  of  spinal  punctures  revealing  increased 
cerebrospinal  fluid  pressure,  90  leukocytes  per  cubic 
millimeter  with  82  per  cent  lymphocytes,  total  protein 
52  mgm.  per  cent,  sugar  140  mgm.  per  cent,  and 
chloride  775  mgm.  per  cent). 

Hyperplasia  of  bone  marrow,  moderate  (history  of 
leukocytosis,  17,400  per  cubic  millimeter  with  82  per 
cent  polymorphonuclear  neutrophil  leukocytes). 

Depletion  of  cortical  lipid  of  adrenal  glands. 

Fatty  metamorphosis  of  the  liver,  slight. 

Accessory 

Arteriosclerosis  of  the  aorta  and  coronary  arteries, 
moderate,  and  of  the  cerebral,  pulmonary  and  celiac 
arteries,  slight. 

Hypertrophy  and  dilatation  of  the  heart,  620  gm. 
(history  of  hypertension  with  blood  pressure  230/130 
for  undetermined  period) . 

Arterio  and  arteriolonephrosclerosis,  slight. 

Emphysema  of  both  lungs,  slight. 


Calcified  nodule,  tracheobronchial  lymph  node. 

Obesity,  moderate,  weight  215  pounds. 

Fat  replacement  of  the  parotid  glands,  advanced. 

Fat  infiltration  of  the  myocardium  and  pancreas, 
slight. 

Small  submucosal  neurofibroma  of  the  ileum. 

Small  hemangioma  of  the  liver. 

Focal  calcification  of  renal  tubules,  slight. 

Small  retention  cyst  of  both  kidneys,  slight. 

Nodular  hyperplasia  of  the  prostate,  slight. 
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PHYSICIANS’  ACTIVITIES 


Dr.  Jerome  S.  Menaker,  Wichita,  was  invited  to 
serve  as  a speaker  at  a meeting  of  the  American 
Academy  of  Obstetrics  and  Gynecology  in  Chicago 
early  this  month. 


Dr.  David  Robinson,  professor  of  surgery  at  the 
University  of  Kansas  School  of  Medicine,  partic- 
ipated in  a symposium  on  surgery  of  the  eyelids  at 
a meeting  of  the  American  College  of  Surgeons  in 
San  Francisco  early  last  month.  Later  he  conducted 
a course  on  surgery  of  irradiated  tissue  for  the  Amer- 
ican Society  of  Plastic  and  Reconstructive  Surgeons 
at  Miami  Beach. 


Wyandotte  County  has  made  plans  for  providing 
a full  time  resident  physician  for  the  county  home 
and  hospital  and  has  appointed  Dr.  Lennert  B.  Mel- 
lott,  Bonner  Springs,  to  that  position. 


"Skin  Cancer’’  was  the  subject  of  an  address  given 
by  Dr.  A.  E.  Hiebert,  Wichita,  before  a recent  meet- 
ing of  the  Sedgwick  County  Chapter  of  the  American 
Cancer  Society. 


Dr.  LaVerne  B.  Spake,  Kansas  City,  was  notified 
recently  that  his  portrait  will  be  added  to  a collec- 
tion of  photographs  of  leaders  in  the  medical  pro- 
fession in  the  armed  forces  medical  library  in  Wash- 
ington. 
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Dr.  A.  R.  Cuadrado,  Sharon  Springs,  has  an- 
nounced plans  to  open  an  office  in  Goodland  and 
practice  there  four  half-days  a week  while  continu- 
ing to  practice  in  Sharon  Springs  the  remainder  of 
the  time. 


Dr.  Rodger  A.  Moon  and  Dr.  C.  Arden  Miller, 

of  the  University  of  Kansas  Medical  Center,  present- 
ed a case  of  psychiatric  disturbance  in  a preschool 
child  at  the  annual  meeting  of  the  Kansas  Council  for 
Children  and  Youth  in  Emporia  last  month. 


A three-year  residency  in  anesthesiology  at  the 
Mayo  Clinic,  Rochester,  has  been  begun  by  Dr. 

Bernard  A.  Brungardt,  Salina. 


Dr.  Robert  G.  Loudon  of  Edinburgh,  Scotland, 
who  recently  completed  a course  in  pulmonary  dis- 
eases at  Brompton  Hospital,  London,  arrived  in  Kan- 
sas last  month  to  join  the  medical  staff  of  the  new 
Southeast  Kansas  Tuberculosis  Hospital  in  Chanute. 


Dr.  Howard  E.  Snyder,  Winfield,  was  nominated 
as  a member  of  the  board  of  the  American  Cancer 
Society  at  a meeting  of  Region  7 at  Little  Rock  re- 
cently. Dr.  J.  P.  Berger,  Wichita,  was  elected  chair- 
man of  Region  7,  which  includes  Arkansas,  Kansas, 
Missouri,  Oklahoma,  and  Texas. 


Dr.  William  L.  Valk,  of  the  University  of  Kansas 
Medical  Center,  is  serving  as  a member  of  the 
A.M.A.  Residency  Review  Committee.  He  has  in- 
spected residency  facilities  in  California  and  Lou- 
isiana. 


Dr.  Robert  E.  Bolinger,  associate  professor  of 
medicine  at  the  University  of  Kansas  School  of  Med- 
icine, is  on  sabbatical  leave,  August  1,  1956,  to  July 
1,  1957,  to  study  insulin  and  metabolic  diseases  in 
Holland.  The  greater  part  of  the  time  will  be  spent 
at  the  University  of  Amsterdam. 


Dr.  D.  V.  Conwell,  Wichita,  has  been  appointed 
a member  of  the  Committee  on  Preliminary  Arrange- 
ments for  the  second  Pan-American  Congress  of 
Gerontology,  to  be  held  in  1958. 


Dr.  Donald  L.  Rose,  Kansas  City,  was  named 
president-elect  of  the  American  Congress  of  Physical 
Medicine  and  Rehabilitation  at  a meeting  held  at 
Atlantic  City  in  September. 

Dr.  Victor  E.  Chesky,  Halstead,  became  a fellow 
of  the  International  College  of  Surgeons  at  a meet- 
ing held  in  Chicago  last  month. 


Dr.  J.  O.  Osborne,  formerly  of  Prairie  Village 
and  Kansas  City,  has  opened  an  office  in  Eudora. 


Dr.  William  J.  Reals,  Wichita,  is  one  of  three 
authors  of  an  article,  "Determination  of  Protein- 
Bound  Iodine  by  the  Leffler  Method,”  published  in 
the  September  issue  of  U.  S.  Armed  Forces  Medical 
Journal. 


"So  You  Have  an  Allergy”  was  the  subject  of  a 
talk  given  by  Dr.  Harry  Lazar,  Wichita,  before  a re- 
cent meeting  of  the  Sedgwick  County  Medical  As- 
sistants’ Society. 


A retired  physician,  Dr.  Jacob  H.  Enns,  Newton, 
has  enrolled  as  a non-credit  student  in  the  University 
of  Wichita’s  first  political  science  telecourse.  Dr.  Enns 
will  observe  the  50th  anniversary  of  his  graduation 
from  Fairmount  College,  now  the  University  of 
Wichita,  next  June. 


Dr.  Harold  W.  Houk,  an  Oklahoman  who  re- 
cently completed  internship  in  Wichita,  opened  an 
office  in  Wellington  on  October  1. 


A feature  story  about  Dr.  Ralph  R.  Melton,  Mar- 
ion, who  has  made  a hobby  of  studying  Kansas 
history,  was  published  in  a recent  issue  of  the  Wich- 
ita Eagle.  With  his  family  Dr.  Melton  has  collected  a 
vast  amount  of  historical  data  which  is  being  pre- 
served in  the  Marion  City  Library  and  the  Marion 
County  courthouse. 


Dr.  R.  E.  Riederer,  Olathe,  addressed  the  Wash- 
ington School  Parent-Teacher  Association  there  re- 
cently on  the  subject  of  the  school  health  program. 


Dr.  H.  Preston  Palmer,  Scott  City,  recently  cel- 
ebrated his  25th  anniversary  in  practice  there.  A 
story  about  him  was  published  in  the  Scott  City  News 
Chronicle  at  the  time,  telling  of  changes  in  medical 
practice  during  the  25-year  period. 


"Health  Facts  and  Fallacies”  was  the  subject  dis- 
cussed by  Dr.  Christine  Thelen,  Wichita,  at  a recent 
meeting  of  dental  assistants  in  Wichita. 


The  establishment  of  the  Dr.  F.  D.  Lose  and  Ann 
Lose  medical  student  loan  fund  at  the  University  of 
Kansas  School  of  Medicine  has  been  announced.  Dr. 
Lose,  who  was  a member  of  the  first  graduating  class 
of  the  school,  has  practiced  in  Madison  for  50  years, 
and  the  community  expressed  its  appreciation  by 
contributing  $1,500  to  the  fund. 
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NEW  AND  IMPORTANT 


ROLICTON* 


(BRAND  OF  AMINOISOMETRADINE) 

Simple 
b.i.d.  Dosage 
for  Positive 
Diuresis 

THIS  newest  product  of  Searle  Re- 
search is  the  only  continuously  effec- 
tive oral  diuretic  that  avoids  all  these 
disadvantages : 

. . . Significant  side  effects 
. . . Complicated  dosage  schedules 
. . . Electrolyte  disturbance 
. . . Acid-base  imbalance 
. . , Fastness 

. . . Known  contraindications 


THE  GLOMERULAR  FILTERING  SYSTEM 

Configuration  of  the  renal  glomerulus 
as  revealed  by  the  electron  microscope. 

(illustration  by  Hans  Elias) 

ROLICTON  has  been  found  effective 
as  an  agent  to  eliminate,  or  greatly 
reduce  the  frequency  of,  mercurial  in- 
jections. 

dosage  is  simple.  One  tablet  b.i.d.  is 
usually  adequate,  following  adminis- 
tration of  four  tablets  the  first  day. 
G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 


♦Trademark  of  G.  D.  Searle  & Co. 
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Dr.  Harold  L.  Graber,  formerly  of  Hutchinson, 
has  moved  to  California  and  has  established  his  prac- 
tice in  Fullerton. 


Dr.  Jesse  R.  Pritchard,  Fort  Scott,  has  been 
named  health  officer  of  Bourbon  County,  replacing 
Dr.  Ralph  Y.  Strohm  who  has  resigned  after  10  years 
of  service. 


A feature  story  about  Dr.  Etta  Mundell,  retired 
Hutchinson  physician,  was  published  in  the  Hutchin- 
son News-Herald  recently  as  part  of  the  observance 
of  National  Businesswomen’s  Week. 


Dr.  Edward  X.  Crowley,  Wichita,  became  a fel- 
low of  the  American  College  of  Surgeons  at  a meet- 
ing in  San  Francisco  on  October  12. 


Dr.  Edward  J.  Fitzgerald,  formerly  of  Columbus, 
Nebraska,  has  moved  to  Wichita  to  become  director 
of  the  department  of  radiology  at  Wichita-St.  Joseph 
Hospital. 


The  Union  Pacific  Railroad  has  appointed  Dr. 
A.  R.  Cuadrado,  Sharon  Springs,  as  its  physician  in 
the  Sharon  Springs  area. 


DEATH  NOTICES 


Ione  Schultz  Clayton,  M.D. 

Dr.  Ione  S.  Clayton,  71,  an  honorary  mem- 
ber of  the  Cowley  County  Society  since  her  re- 
tirement in  1953,  died  at  her  home  in  Arkan- 
sas City  on  September  16.  She  was  graduated 
from  the  University  of  Illinois  College  of  Med- 
icine in  1908  and  came  to  Kansas  the  following 
year,  continuing  in  practice  in  Arkansas  City 
until  retirement.  She  had  served  locally  as  a 
member  of  the  board  of  education  and  state- 
wide as  a member  of  the  board  of  health. 


Samuel  Guck  Ashley,  M.D. 

Dr.  S.  G.  Ashley,  74,  who  had  practiced  in 
Neosho  County  since  1908,  died  in  Chanute  on 
September  17,  two  weeks  after  suffering  a 
cerebral  hemorrhage.  He  was  an  active  mem- 
ber of  the  Neosho  County  Society.  He  was  a 
graduate  of  the  University  Medical  College  of 
Kansas  City,  class  of  1908,  and  practiced  first 
in  Earlton,  moving  to  Chanute  in  1924.  In 
recent  years  two  sons,  Dr.  Ed  Ashley  and  Dr. 
Glen  Ashley,  had  been  associated  with  him  in 
practice  at  the  Ashley  Clinic. 


Albert  Newton  Gray,  M.D. 

An  86-year-old  physician  who  remained  ac- 
tive in  practice  until  10  days  before  his  death 
on  September  20  was  Dr.  Albert  Newton  Gray, 
Burlington.  He  had  practiced  in  Burlington 
since  1917,  having  practiced  first  in  central 
Kansas  and  Utah  after  his  graduation  from 
the  University  of  Kansas  School  of  Medicine 


in  1907.  At  the  time  of  his  death  he  was  an 
honorary  member  of  the  Coffey  County  Society, 
an  organization  he  served  as  president.  He  was 
also  health  officer  of  Coffey  County. 


George  William  Bertram  Beverley,  M.D. 

A veteran  physician,  Dr.  G.  W.  B.  Beverley, 
84,  died  at  his  home  in  Topeka  on  September 
24.  He  was  an  honorary  member  of  the  Shaw- 
nee County  Society.  Dr.  Beverley  received  part 
of  his  education  at  the  University  of  Bristol 
in  England,  receiving  his  degree  from  that 
school  in  1897.  He  later  studied  at  McGill 
University  in  Montreal,  Canada,  and  received 
his  medical  degree  from  University  Medical 
College  of  Kansas  City  in  1903.  He  began  prac- 
tice in  Alma  and  left  there  to  serve  in  the 
Army  in  World  War  I.  He  opened  an  office 
in  Topeka  when  he  returned  from  military 
service,  and  he  remained  in  practice  there  until 
his  retirement  in  1942. 


Perry  Marshall  Bell,  M.D. 

A Wichita  physician  who  had  served  as 
Sedgwick  County  physician  for  26  years,  Dr. 
P.  M.  Bell,  67,  died  at  a Wichita  hospital  on 
October  3 after  a short  illness.  He  was  grad- 
uated from  Howard  University  College  of 
Medicine,  Washington,  in  1914  and  began 
practice  in  Wichita  after  internship  in  Wash- 
ington and  a residency  in  Kansas  City,  Mis- 
souri. He  was  an  active  member  of  the  Sedg- 
wick County  Society. 
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Dr.  Donald  L.  Rose,  Dr.  Stanley  F.  Radzymin- 
ski,  and  Dr.  Ralph  E.  Beatty,  of  the  University  of 
Kansas  School  of  Medicine,  received  the  gold  medal 
of  the  American  Congress  of  Physical  Medicine  and 
Rehabilitation  at  the  organization’s  September  meet- 
ing in  Atlantic  City.  It  was  awarded  for  their  ex- 
hibit, "Effectiveness  of  Brief  Maximal  Exercise  on  the 
Strength  of  the  Quadriceps  Femoris.” 


COUNTY  SOCIETIES 


Members  of  the  Shawnee  County  Society  were 
hosts  at  a meeting  of  the  Golden  Belt  Medical  Soci- 
ety held  at  the  Hotel  Jayhawk,  Topeka,  on  October 
4.  Dr.  William  Spanos  of  Kansas  City  spoke  on 
"Toxemias  of  Pregnancy,”  and  Dr.  Derek  Miller, 
Topeka,  discussed  "The  Tranquilizing  Drugs.” 


Dr.  Arthur  Grollman,  chairman  of  the  Department 
of  Experimental  Medicine,  Southwestern  Medical 
School,  was  guest  speaker  at  a meeting  of  the  Sedg- 
wick County  Society  on  October  2.  He  discussed 
"Endocrine  Disorders  in  Everyday  Practice.” 


A meeting  of  the  Southeast  Kansas  Medical  Soci- 
ety was  held  at  the  Columbus  Country  Club  last 
month  with  members  of  the  Cherokee  County  Society 
as  hosts.  Dr.  Kenneth  E.  Cox,  Kansas  City,  Missouri, 
was  guest  speaker.  At  the  business  session  Dr.  Wil- 
liam T.  Braun,  Pittsburg,  was  named  president,  Dr. 
Raymond  W.  Lance  of  Arma  was  elected  vice-presi- 
dent, and  Dr.  Dick  B.  McKee,  Pittsburg,  was  chosen 
as  secretary-treasurer. 


Two  speakers  presented  a program  at  a meeting 
of  the  Shawnee  County  Society  held  at  Topeka  on 
October  1.  Mr.  Otto  Schnellbacher  gave  a review  of 
the  insurance  program  open  to  physicians,  and  Capt. 
C.  P.  Hungate,  M.C.,  U.S.N.R.,  Olathe,  spoke  on 
"Problems  in  Management  of  Atomic  Blast  Injuries.” 
At  the  business  session  Dr.  Harry  J.  Davis  was  elect- 
ed to  honorary  status  and  the  following  were  elected 
to  active  status:  Doctors  Lawrence  M.  Agan,  M.  Kirk 
Miller,  Jr.,  Charles  F.  Pierce,  William  R.  Powell, 
Oscar  S.  Proctor,  and  Bartlett  W.  Ramsey,  all  of 
Topeka. 


A meeting  of  the  Wyandotte  County  Society  was 
held  at  Kansas  City  on  October  16.  Two  guests,  Mr. 
David  Morantz  and  Mr.  Claude  E.  Housman,  dis- 
cussed "The  Problem  of  Collecting  Delinquent  Ac- 
counts in  Medical  Offices.” 


A program  on  thyroid  diseases  was  presented  at 
the  September  meeting  of  the  Riley  County  Society 
held  in  Manhattan.  Speakers  were  Dr.  Albert  E. 
Upsher,  pathologist;  Dr.  Ward  Wilhelm,  internist, 
and  Dr.  Sam  Chapman,  radiologist,  all  of  Kansas 
City. 


Surgeons  Elect  Officers 

Officers  for  the  coming  year  were  elected  by  the 
Kansas  Chapter  of  the  American  College  of  Surgeons 
at  a meeting  held  at  Newton  recently.  Dr.  John  A. 
Grove,  Newton,  was  named  president;  Dr.  Orville  R. 
Clark,  Topeka,  president-elect;  Dr.  Robert  W.  Myers, 
Newton,  secretary-treasurer;  Dr.  Alfred  G.  Dietrich, 
Newton,  and  Dr.  William  P.  Williamson,  Kansas 
City,  councilors. 

The  scientific  program  for  the  day  included  papers 
by  Dr.  Grove,  Dr.  John  G.  Shellito  of  Wichita,  Dr. 
Robert  E.  Pfuetze  of  Topeka,  and  Dr.  Stanley  L. 
VanderVelde  of  Emporia.  Dr.  Clark  was  moderator 
for  a panel  discussion  presented  by  Dr.  Dietrich,  Dr. 
Jack  Graves  of  Wichita,  and  Dr.  Wendell  A.  Gros- 
jean  of  Winfield. 


Grant  for  Rheumatic  Fever  Study 

A grant  of  $5,500  for  a year’s  study  of  rheumatic 
fever  in  families  has  been  made  by  the  American 
Heart  Association  to  Dr.  Tom  R.  Hamilton,  chair- 
man of  the  Department  of  Microbiology  at  the  Uni- 
versity of  Kansas  School  of  Medicine.  The  study  was 
begun  21  months  ago  under  a previous  grant. 

Fifty  families  with  members  who  have  had  rheu- 
matic fever  have  been  studied.  The  use  of  long-last- 
ing penicillin  to  prevent  throat  infections  that  pre- 
cede rheumatic  attacks  was  successful,  the  study  re- 
vealed. In  the  next  12  months  the  program  will  study 
"matched”  groups  of  families.  Comparisons  will  be 
made  of  families  with  present  cases,  those  with  past 
cases,  and  those  with  no  cases  in  their  history. 


Society  View  of  Prepayment  Plans 

The  Wayne  County  (Michigan)  Medical  Society 
recently  authorized  publication  of  the  results  of  a 
study  made  by  its  Committee  on  Prepaid  Medical 
Care  Plans.  The  report  included  the  following  points: 
(1)  The  public  wants  a medical  care  plan  which  pro- 
vides complete  coverage;  (2)  The  medical  profession 
should  assume  leadership  in  determining  the  type 
and  form  of  prepaid  medical  plans;  (3)  A prepaid 
medical  care  plan  should  embody  a sense  of  respon- 
sibility on  the  part  of  the  profession,  but  just  as  im- 
portantly a sense  of  responsibility  on  the  part  of  the 
patient,  and  (4)  The  prepaid  medical  care  plan 
should  preserve  the  traditional  right  of  the  patient 
to  select  a physician  of  his  own  choosing. 
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THE  MONTH  IN 
WASHINGTON 


Editor’s  Note.  The  following  summary  of  Wash- 
ington news  was  prepared  by  the  Washington  office 
of  the  A.M.A.  for  distribution  to  state  and  regional 
medical  journals. 

In  addition  to  helping  states  make  monthly  public 
assistance  payments  to  certain  indigent  persons,  the 
federal  government  for  a number  of  years  also  has 
contributed  to  the  cost  of  their  medical  care.  Be- 
cause the  grants  formula  is  somewhat  complicated, 
and  the  amount  of  medical  care  varies  with  the  states, 
this  U.  S.  contribution  cannot  be  fixed  definitely.  It 
is  estimated  at  about  90  million  dollars  a year. 

About  a third  of  the  states  now  deposit  these  fed- 
eral grants — which  must  be  matched  50-50 — in  a 
separate  fund,  from  which  the  medical  care  costs 
are  paid  directly  to  the  vendors,  such  as  physicians, 
dentists,  hospitals,  nursing  homes,  and  druggists. 
The  remaining  two-thirds  include  medical  care  costs 
in  monthly  checks  to  the  indigent  and  expect  these 
people  to  pay  their  own  medical  bills. 

But  beginning  next  July  1,  this  U.  S. -state  medical 
care  arrangement  is  going  to  be  drastically  altered. 

For  one  thing,  the  U.  S.  will  increase  its  payments 
from  the  current  $90  million  a year  to  between  $200 
million  and  $300  million.  For  another,  all  medical 
care  money  under  the  new  program  will  be  put  into 
a separate  fund,  from  which  the  indigents’  medical 
bills  will  be  paid,  in  one  way  or  another,  by  the  state 
itself. 

It  is  true  that  in  some  states  the  new  program  will 
not  have  much  effect.  This  will  be  the  case  with 
those  states  that  already  have  a substantial  medical 
care  program  and  see  no  reason  for  increasing  it  and 
with  those  unable  to  raise  the  matching  money. 

But  the  amount  of  money  potentially  available  to 
each  state  is  significant,  and  in  most  states  the  change- 
over from  the  old  to  the  new  systems  will  have  an 
important  effect  on  physicians  and  other  vendors  of 
medical  care.  For  example,  eight  states  will  have 
"new”  medical  care  funds  in  excess  of  10  million 
dollars,  if  they  put  up  half  the  money.  California’s 
potential  fund  is  $27  million  and  New  York’s  and 
Texas’  more  than  $18  million  each. 

Before  state  welfare  directors  can  start  operating 
under  the  new  program,  they  will  have  to  decide  (a) 
whether  they  will  require  doctors  to  agree  to  a fee 
schedule,  if  one  is  not  already  in  operation  in  their 
indigent  care  program,  and  (b)  how  the  doctors 
will  be  reimbursed  (whether  through  their  societies 
or  other  mechanisms,  or  directly  by  the  government) . 
Some  state  welfare  officials  already  have  approached 
state  medical  societies  to  talk  over  the  situation. 


(U.  S.  contributes  to  indigents  in  only  four  cat- 
egories— the  aged,  dependent  children,  the  blind, 
and  the  disabled.  For  their  medical  care,  it  will  offer 
states  $3  per  month  for  each  adult  and  $1.50  for  each 
child,  money  which  the  state  must  match.  It  is  out 
of  these  funds  that  payments  will  be  made  for  med- 
ical care.) 

NOTES 

Because  most  applicants  did  not  supply  enough 
information,  the  council  in  charge  of  grants  for  med- 
ical research  facilities  approved  only  a handful  of 
projects  at  its  first  meeting.  Although  $30  million 
was  available,  only  $764,159  was  allocated.  Money 
went  to  seven  institutions.  However,  the  expectation 
is  that  the  fund  will  be  just  about  exhausted  at  the 
December  meeting  of  the  council,  as  more  than  250 
hospitals,  schools,  and  laboratories  have  asked  for 
money. 

First  head  of  the  new  National  Library  of  Med- 
icine is  the  man  who  steered  the  Armed  Forces 
Medical  Library  through  the  last  seven  troubled  years 
— Col.  Frank  B.  Rogers.  He  is  on  loan  to  PHS,  which 
is  in  charge  of  the  new  institution  to  be  built  up 
around  AFML. 

Hearings  will  probably  be  held  in  December  by 
the  House  Interstate  and  Foreign  Commerce  com- 
mittee on  federal  aid  to  medical  education.  The  ex- 
pert panel  system  will  be  used,  instead  of  lone 
witnesses.  Currently  the  committee  staff  is  analyzing 
information  received  in  response  to  questionnaires 
sent  out  to  about  60  organizations  interested  in  med- 
ical education. 

A six-man  advisory  committee,  named  by  Secretary 
Folsom,  is  attempting  to  work  up  suggestions  that 
will  help  hospitals  improve  care  and  reduce  costs. 
Some  possibilities:  central  cafeterias  for  ambulatory 
patients,  light  housekeeping  work  done  by  some  pa- 
tients themselves. 

Regional  Small  Business  Administration  offices 
now  are  taking  applications  for  loans  to  three  types 
of  health  facilities — hospitals,  nursing  homes,  and 
medical  and  dental  laboratories.  Institutions  must  be 
"small”  and  must  be  run  for  private  profit. 


Real  intelligence  is  a creative  use  of  knowledge, 
not  merely  an  accumulation  of  facts.  The  slow 
thinker  who  can  finally  come  up  with  an  idea  of 
his  own  is  more  important  to  the  world  than  a walk- 
ing encyclopedia  who  hasn’t  learned  how  to  use 
information  productively. — D.  Kenneth  Wine- 

brenner. 


Silence  is  a talent  as  greatly  to  be  cherished  as 
that  other  asset,  the  gift  of  speech. — Josephine 
Lawrence. 
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substantiated 

in  more  than  700  published  reports 
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(phenylbutazone  geigy) 

potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 


relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 
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Myocardial  Infarction 

Study 


BRUCE  JOSEPH,  M.D.,  Honolulu 

Angina  pectoris,  acute  coronary  insufficiency,  and 
myocardial  infarction  are  terms  which  have  been  ap- 
plied clinically  to  three  syndromes  related  to  inade- 
quate oxygen  supply  of  the  myocardium.  Angina 
pectoris  is  characterized  by  anterior  chest  pain  occur- 
ring with  exercise  or  emotion  or  after  eating  but  sub- 
siding with  rest  in  two  or  three  minutes.  Myocardial 
infarction  is  characterized  by  severe,  crushing  chest 
pain  of  long  duration,  associated  later  with  signs  of 
tissue  death  such  as  an  increased  sedimentation  rate, 
fever,  and  leukocytosis.  Intermediate  between  these 
two  conditions  is  acute  coronary  insufficiency,  with 
pain  lasting  15  to  30  minutes  but  without  clinical  evi- 
dence of  tissue  necrosis.  Of  course,  all  degrees  of  myo- 
cardial ischemia  occur,  producing  clinical  features  vary- 
ing from  one  extreme  to  the  other.  For  this  reason  the 
division  into  three  groups,  although  of  clinical  signif- 
icance, is  arbitrary. 

Relative  myocardial  ischemia  may  occur  either 
when  there  is  an  increased  demand  of  the  myocardium 
for  oxygen,  as  in  tachycardia,  cardiac  hypertrophy, 
hypertension,  valvular  disease,  and  muscular  exercise, 
or  a decreased  oxygen  supply  to  the  heart.  The  latter 
may  be  the  result  of  anemia,  diffuse  chronic  pul- 
monary disease,  or  decreased  coronary  blood  flow. 

Since  the  coronary  blood  flow  takes  place  during 
diastole,  and  is  directly  proportional  to  diastolic  blood 
pressure,  a lowered  diastolic  pressure  from  shock  or 
aortic  insufficiency  may  decrease  coronary  flow  con- 
siderably. Thus,  rheumatic  heart  disease  can  not  only 
increase  the  work  of  the  heart  through  valvular  mal- 
function but  may  also  decrease  coronary  flow  if  aortic 
insufficiency  is  present.  Syphilitic  aortitis  may  result 
in  the  narrowing  or  occlusion  of  the  coronary  ostia, 
thus  decreasing  coronary  flow.  Emboli  can  obstruct 
coronary  circulation,  but  due  to  the  protected  position 
of  the  ostia  behind  the  cusps  of  the  aortic  valve,  this 
is  uncommon.  Emboli  may  arise  from  mural  thrombi 
in  the  left  ventricle,  left  auricle,  and  left  auricular 
appendage,  and  from  thrombi  on  arteriosclerotic 


This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected 
for  publication  by  the  Editorial  Board  from  a group  judged 
to  be  the  best  by  the  faculty  at  the  school.  Dr.  Joseph  is 
now  serving  his  internship  at  Tripler  Army  Hospital, 
Honolulu,  Hawaii. 


of  Syndromes  Related  to  Inadequate 
Oxygen  Supply  of  the  Myocardium 


plaques  at  the  root  of  the  aorta.  When  coronary 
embolism  occurs  as  a complication  of  bacterial  endo- 
carditis, the  source  of  the  embolus  is  usually  a vege- 
tation on  the  aortic  valve.1  Most  commonly,  however, 
myocardial  ischemia  is  at  least  partially  due  to  intrin- 
sic coronary  artery  disease  in  the  form  of  atherosclero- 
sis.2 Occlusions  generally  occur  at  the  site  of  an  ather- 
osclerotic plaque  either  by  superimposed  thrombus 
formation  or  less  commonly  by  subintimal  hemorrhage 
into  a plaque.  Rupture  of  a large  atheromatous  plaque 
may  allow  the  pultaceous  mass  to  occlude  the  lumen 
completely.  Encroachment  upon  the  lumen  by  a grad- 
ually enlarging  plaque  may  eventually  result  in  virtual- 
ly complete  occlusion. 

The  blood  supply  to  the  normal  human  heart  is 
furnished  from  the  right  and  left  coronary  arteries. 
Normally  the  right  coronary  artery  extends  to  the 
right  around  the  heart  in  the  atrioventricular  sulcus 
and  supplies  the  ventricle  and  atrium.  The  left  coro- 
nary artery  divides  almost  immediately  in  the  anterior 
sulcus  and  the  descending  branch  which  extends  to- 
ward the  apex  in  the  anterior  and  the  circumflex 
branch  which  extends  to  the  left  around  the  heart 
in  the  atrioventricular  sulcus.  In  the  normal  heart 
there  are  minute  intercommunications  between  the 
coronary  arteries.  In  the  event  of  sudden  occlusion 
of  a major  coronary  artery,  they  cannot  prevent  in- 
farction. Therefore,  the  coronary  arteries  are  func- 
tionally end  arteries  although  microscopic  anastomoses 
do  exist.3  Thus,  if  occlusion  should  suddenly  develop 
in  the  normal  heart,  infarction  of  the  area  supplied 
by  the  occluded  vessel  would  most  certainly  occur. 
However,  the  process  of  atherosclerotic  narrowing  is 
generally  a slow  one,  and  thrombosis  usually  occurs 
at  a site  previously  narrowed  by  atheromatous  plaques. 

Blumgart  and  his  group  have  demonstrated  by  their 
injection  and  dissection  technique  that  collateral 
vessels  invariably  develop  around  a narrowed  coro- 
nary segment.3  Indeed,  they  noted  that  interarterial 
anastomoses  are  abundant  in  hearts  with  long-standing 
coronary  artery  disease.  One  of  the  causes  of  the  de- 
velopment of  these  anastomoses  is  the  anoxia  that 
develops  in  the  region  that  the  narrowed  artery  sup- 
plies. 

Zoll  and  his  group4  have  shown  that  anoxia  due 
to  anemia  or  diffuse  pulmonary  disease  results  in  the 
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development  of  coronary  collateral  in  the  absence  of 
coronary  artery  disease.  Wiggers  feels  that  the  slow 
establishment  of  an  increased  pressure  gradient  fol- 
lowing partial  or  complete  occlusion  distends  the 
normally  small  and  useless  vessels  until  they  reach 
significant  size.5  This  mechanism  is  usually  quite 
effective  since  complete  occlusion  often  occurs  in 
atherosclerotic  hearts  without  giving  rise  to  clinical 
signs  or  producing  extensive  myocardial  damage. 

Blumgart  reviewed  12  autopsy  cases  which  gave 
histories  of  uncomplicated  angina  pectoris.  Ten  of 
these  revealed  old  occlusions  of  two  main  coronary 
arteries  yet  showed  no  evidence  of  past  myocardial 
infarction.  In  another  series  of  49  cases  of  uncompli- 
cated angina,  an  average  of  3.5  old  occlusions  per 
heart  was  found  with  no  evidence  of  infarction.6 
In  most  of  these  hearts,  focal  fibrosis  was  seen.  This 
would  account  for  the  high  incidence  of  death  by 
heart  failure  in  patients  with  angina.  The  temporary 
relative  ischemia  suffered  with  each  anginal  attack 
or  with  superadded  exercise  is  apparently  sufficient  to 
destroy  a few  muscle  fibers,  and  thus  cumulative  loss 
of  muscle  eventually  leads  to  enough  myocardial 
weakening  to  result  in  failure. 

Coronary  occlusion  and  coronary  thrombosis  are 
not  synomymous  with  myocardial  infarction.  Indeed, 
the  former  often  is  present  without  the  latter,  and 
occasionally  infarction  may  result  in  the  absence  of 
complete  occlusion.  Only  in  the  heart  in  wh'ch  there 
has  been  insufficient  time  for  the  development  of 
collaterals  does  single  occlusion  produce  infarction. 
Nor  does  the  site  of  occlusion  always  determine  the 
area  infarcted.  Thrombosis  of  the  right  coronary  artery 
may  produce  infarction  of  the  left  ventricle  if  narrow- 
ing or  occlusion  of  the  left  coronary  artery  has  pro- 
duced development  of  collaterals  from  the  right  coro- 
nary artery  to  supply  the  area  previously  rendered 
ischemic.  This  phenomenon  Blumgart  terms  "infarc- 
tion at  a distance.” 

Schlesinger7  has  studied  variations  in  the  anatomi- 
cal pattern  of  the  coronary  arteries  and  divided  them 
into  three  general  groups — one  with  a balanced 
coronary  circulation  and  the  other  two  with  right 
and  left  coronary  artery  preponderance.  In  the  group 
with  the  balanced  circulation,  the  right  coronary  artery 
supplied  the  right  ventricle  and  part  of  the  inter- 
ventricular septum,  while  the  left  circumflex  and  the 
left  anterior  descending  arteries  supplied  the  left 
ventricle  and  the  rest  of  the  septum.  In  hearts  with 
left  coronary  artery  preponderance,  the  right  ven- 
tricle was,  to  an  important  degree,  supplied  by 
the  left  circumflex  and  the  left  anterior  descending 
arteries.  In  the  group  showing  right  coronary  prepon- 
derance, the  right  coronary  artery  supplied  a signifi- 
cant portion  of  the  septum  and  the  left  ventricle. 

The  right  coronary  preponderance  group  and  the 


balanced  group  each  comprised  about  40  per  cent  of 
cases,  while  the  group  with  the  left  coronary  prepon- 
derance comprised  only  20  per  cent  of  Schlesinger’s 
cases.  In  the  group  with  left  coronary  arterial  prepon- 
derance, the  incidence  of  arterial  occlusions  was 
unusually  high,  and  the  incidence  of  infarction  was 
highest.  These  infarcts  generally  resulted  in  death. 
These  findings  are  not  surprising  since  in  such  hearts 
the  left  coronary  artery  supplied  a relatively  large 
part  of  the  heart  and  the  pattern  of  the  coronary  tree 
was  such  that  development  of  collateral  circulation 
from  the  right  coronary  artery  was  difficult.  Thus  the 
prognosis  of  a patient  following  a coronary  occlusion 
or  an  infarct  is  significantly  influenced  by  the  original 
vascular  pattern  of  his  heart. 

It  is  apparent,  then,  that  myocardial  infarction  is 
usually  only  one  episode  in  a long  process  of  coronary 
artery  narrowing  counterbalanced  by  the  concurrent 
development  of  collateral  vessels — a race,  as  it  were, 
between  the  two  processes  resulting  in  varying  degrees 
of  ischemia  or  actual  death  of  cardiac  muscle. 

Since  arteriosclerosis  is  responsible  for  coronary 
narrowing  and  occlusion,  the  incidence  of  myocardial 
infarction  increases  with  age.  It  is  uncommon  prior 
to  the  age  of  40 ; and,  as  with  arteriosclerosis,  myocar- 
dial infarction  is  much  more  common  in  men,  occur- 
ring about  three  times  as  frequently  and  from  five 
to  seven  years  earlier.8  Coronary  artery  disease  is  also 
found  more  frequently  in  association  with  those  dis- 
eases predisposing  to  atherosclerosis  such  as  diabetes 
mellitus,  primary  cholesterol  lipoidosis,  and  hypothy- 
roidism. 

In  most  cases,  acute  myocardial  infarction  occurs 
without  relation  to  effort,  but  occasionally  shock, 
hemorrhage,  unusual  exertion,  acute  hypoglycemia, 
precordial  trauma,  and  paroxysmal  tachycardia  may 
apparently  precipitate  an  attack. 

Factors  influencing  the  onset  of  angina  pectoris  and 
myocardial  infarction  were  evaluated  by  Master  and 
Jaffe.9  Effort  or  emotion  preceded  angina  pectoris 
in  almost  100  per  cent  of  cases  and  acute  coronary 
insufficiency  in  about  50  per  cent.  On  the  other  hand, 
unusual  exertion  prior  to  myocardial  infarction  oc- 
curred in  only  1.9  per  cent.  This  is  explained  by  the 
fact  that  in  angina  the  myocardium  has  sufficient  cir- 
culation to  maintain  it  while  the  patient  is  at  rest, 
but  enough  added  burden  in  the  form  of  emotion  or 
exercise  may  render  it  ischemic.  When  infarction 
occurs,  however,  it  is  usually  due  to  thrombus  for- 
mation, and  exercise  apparently  has  little  effect  on  this 
process.  Occasionally  prolonged  exertion  in  the  pres- 
ence of  ischemia  may  cause  infarction. 

A case  is  cited3  in  which  an  individual  suddenly 
afflicted  with  severe  chest  pain  continued  to  drive  his 
car  for  200  miles.  The  man  died  one  year  later  of 


to  quiet  the  cough 


and  calm  the  patient . . . 


Expectorant  action 
Antihistaminic  action 
Sedative  action 
Topical  anesthetic  action 


PHENERGAN 


E X P ECTORANT 

Promerha|iAe  Expectorant  with  Codeine  Plain  (without  Codeine) 


Philadelphia  1.  Pa. 


718 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


heart  failure,  and  at  autopsy  a large  healed  infarct  was 
seen  but  no  occluded  vessel  was  found. 

The  relatively  large  percentage  of  attacks  of  coro- 
nary insufficiency  and  infarction  that  occur  during 
sleep  is  explained  by  the  drop  in  diastolic  pressure  at 
this  time.3  This  leads  to  decreased  coronary  flow  in 
the  narrowed  arteries,  which  encourages  thrombus  for- 
mation. The  increased  incidence  of  infarctions  occur- 
ring in  states  of  low  blood  pressure  or  shock  is  well 
known. 

Acute  myocardial  infarction  may  be  the  first  clinical 
manifestation  of  coronary  arteriosclerosis,  but  in 
about  half  of  the  patients  angina  pectoris  has  been 
present.  The  onset  of  myocardial  infarction  is  clas- 
sically described  as  sudden,  severe,  crushing  pain 
over  the  precordium,  which  commonly  radiates  down 
the  left  arm.  These  patients  who  have  previously  had 
angina  immediately  recognize  the  increased  severity 
of  the  pain,  its  longer  duration,  and  its  failure  to 
respond  to  rest  or  nitroglycerine.  The  pain  almost 
always  persists  for  at  least  30  minutes  and  usually 
for  several  hours — a dull  ache  or  heaviness  persisting 
as  long  as  two  to  three  days  after  the  pain. 

At  the  onset  of  the  attack  the  patient  demonstrates 
the  first  sequel  to  the  infarct — forward  failure.  The 
injured  myocardium  cannot  deliver  its  usual  output, 
and  symptoms  and  signs  of  shock  appear.  The  patient 
becomes  pale  or  cyanotic,  is  bathed  in  cold  sweat, 
is  dyspneic,  nauseated,  markedly  weak,  and  appre- 
hensive. Physical  examination  reveals  a cold  clammy 
skin,  obvious  dyspnea,  a weak  fast  pulse,  heart  sounds 
of  poor  quality,  and  various  arrhythmias,  the  most 
common  being  ventricular  premature  contractions.  The 
blood  pressure  begins  to  fall  but,  contrary  to  popular 
belief,  a precipitous  fall  in  blood  pressure  is  unusual. 
Only  9 per  cent  of  Master’s  series  of  patients  with 
acute  myocardial  infarction  showed  a rapid  drop  in 
blood  pressure  (to  less  than  100  mm.  Hg.  in  the  first 
day) . However,  most  of  the  patients  had  a fairly  rapid 
decline  with  the  lower  levels  occurring  by  the  third 
day,  although  the  lowest  levels  were  reached  usually 
between  the  12th  and  the  20th  day.10  If  pulmonary 
edema  has  developed,  the  patient  may  be  markedly 
dyspneic  with  audible  respiratory  wheezes  and  ex- 
pectoration of  foamy  blood-tinged  sputum.  Ausculta- 
tion of  the  lungs  reveals  widespread  medium  moist 
and  scattered  sibilant  "asthmatic”  rales. 

DIFFERENTIAL  DIAGNOSIS  OF  ACUTE 
MYOCARDIAL  INFARCTION 

I.  Acute  Abdominal  Disease  Confused  with  In- 
farction. This  classical  picture  is  subject  to  variations. 
The  patient  may  complain  of  no  pain,  or  only  a dull 
ache  or  heavy  feeling  in  his  chest,  and  he  may  present 
few  physical  signs.  Ordinarily,  however,  the  diag- 
nosis of  acute  myocardial  infarction  can  be  made  easily 
if  the  characteristic  electrocardiographic  changes  are 


present.  Confusion  with  acute  abdominal  disease  is 
likely  when  the  pain  of  myocardial  infarction  is  re- 
ferred to  the  upper  abdomen.  Nausea,  vomiting, 
slight  distention,  fever,  muscle  spasm  and  leukocy- 
tosis may  be  common  to  the  two  conditions. 

Acute  cholecystitis,  penetrating  or  perforated  peptic 
ulcer,  acute  pancreatitis,  acute  mesenteric  thrombosis, 
renal  colic,  intestinal  obstruction,  and  acute  appen- 
dicitis may  be  confused  with  acute  myocardial 
infarction.  However,  the  finding  of  localized  pain 
and  tenderness,  reflex  muscle  spasm,  and  other 
physical  signs  of  abdominal  disorder  in  the  presence 
of  a normal  electrocardiogram  tends  to  rule  out  in- 
farction. Prompt  and  accurate  diagnosis  is  important 
lest  needless  and  even  fatal  abdominal  surgery  be  per- 
formed on  a patient  with  myocardial  infarction. 
Conversely,  a patient  with  a ruptured  gallbladder  or 
perforated  ulcer  may  be  allowed  to  die  if  a false  diag- 
nosis of  acute  myocardial  infarction  is  made. 

II.  Thoracic  Disease  Confused  with  Infarction.  Of 
the  conditions  in  the  thorax  which  may  be  confused 
with  myocardial  infarction,  pulmonary  embolism  is 
probably  the  most  common.  If  a small  embolus  pro- 
duces an  infarct  of  the  lung,  the  pain  is  due  to  the 
pleuritis  overlying  the  infarct.  However,  if  an  embolus 
becomes  lodged  in  one  of  the  larger  branches  of  the 
pulmonary  artery,  severe  chest  pain  which  is  indis- 
tinguishable from  that  due  to  myocardial  anoxia  may 
occur,  and  differentiation  must  be  made  from  the 
electrocardiogram.  Dissecting  aneurysm,  hiatal  hernia, 
and  mediastinal  emphysema  may  be  confused  with 
myocardial  infarction  or  angina  pectoris.  Therefore, 
in  any  case  of  chest  pain,  one  is  duty  bound  to  think 
of  the  heart  as  the  source  of  trouble.  A thorough  his- 
tory and  physical  examination,  in  addition  to  electro- 
cardiograms, radiologic  examination,  and  other  labo- 
ratory tests  will  usually  make  possible  an  accurate 
diagnosis  either  incriminating  or  exonerating  the 
heart. 

IMMEDIATE  TREATMENT  OF  ACUTE 
MYOCARDIAL  INFARCTION 

The  immediate  management11’  12  of  the  acute  at- 
tack must  be  directed  toward  complete  rest;  relief  of 
pain,  apprehension,  and  dyspnea;  prevention  of  heart 
failure  and  deterimental  arrhythmias;  and  active 
treatment  of  shock  and  acute  pulmonary  edema  if 
present. 

I.  Relief  of  Pain  and  Apprehension.  Morphine  is 
the  drug  of  choice  to  relieve  pain  and  apprehension. 

II.  Relief  of  Cyanosis  and  Dyspnea.  Oxygen  is  used 
in  all  cases  where  cyanosis  or  dyspnea  is  present. 
Frequently  this  also  lessens  the  pain  and  slows  the 
heart  rate. 

III.  Relief  of  Congestive  Failure.  When  early  signs 
of  congestive  failure  supervene  (such  as  moist  rales 
in  the  lung  bases,  venous  distention,  or  peripheral 
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clinical  evidence1 2,3  indicates  that  to  augment  the 
therapeutic  advantages  of  the  “predni- steroids’’ 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE 

CO-ADMIN  ISTR  A TION 
MEANS 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 
J.A.M.A.  160:613  (February 
25)  1956.  2.  Margolis,  H.  M. 
el  al.,  J.A.M.A.  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  el  al., 
J.A.M.A.  158:459  (June  11) 
1955. 
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edema)  or  with  rapid  heart  rate  due  to  auricular 
flutter  or  fibrillation,  digitalis  should  be  administered. 
Askey13  concluded  from  his  series  of  50  patients 
with  myocardial  infarcts  treated  with  digitalis  that 
the  fear  of  catastrophic  arrhythmias  should  not  be 
a deterrent  to  the  use  of  average  doses  of  digitalis 
for  early  signs  and  symptoms  of  congestive  failure. 
The  mortality  in  his  series  of  50  patients  treated  with 
digitalis  was  no  greater  than  in  his  control  group  of 
50  treated  without  digitalis. 

Coronary  vasodilator  drugs  theoretically  should  be 
useful  to  dilate  existing  collaterals;  however,  the  use 
of  nitroglycerin  is  hazardous.  Administration  of  this 
drug  may  lead  to  a consequent  fall  in  blood  pressure 
which  may  precipitate  massive  infarction  and  death. 

Wegria  and  his  group1,4  observed  an  increase  in 
cardiac  output  and  heart  rate  without  blood  pressure 
change  during  glycerol  trinitrate  administration. 
Cardiac  work  was  therefore  increased.  These  findings 
suggest  that  glycerol  trinitrate  relieves  cardiac  pain 
by  increasing  coronary  flow  relatively  more  than  the 
work  of  the  heart.  The  authors  point  out  that  the  drug 
may  actually  jeopardize  the  patient  with  coronary 
occlusion  by  increasing  the  work  of  the  heart  without 
being  able  to  increase  the  coronary  flow  proportion- 
ately because  of  the  occluded  vessel. 

IV.  Prevention  of  Detrimental  Arrhythmias.  The 
routine  use  of  quinidine  or  procaine  amide  is  advo- 
cated by  some  to  forestall  development  of  paroxysmal 
ventricular  tachycardia  or  fibrillation.  However,  in 
some  patients  quinidine  may  cause  nausea,  vomiting, 
or  diarrhea,  and  both  drugs  have  been  known  to 
cause  a fall  in  blood  pressure.  There  is  general  agree- 
ment, however,  that  one  of  the  drugs  should  be  given 
if  numerous  ventricular  premature  contractions  appear. 

SHOCK  AS  A COMPLICATION 

Shock  is  a common  and  extremely  grave  compli- 
cation that  occurs  during  the  first  24  hours  following 
infarction.  The  degree  of  shock  often  exceeds,  in  pro- 
portion, the  size  of  the  infarct;  therefore,  it  is  prob- 
able that  resolution  of  the  shock  state  could  lead  to 
recovery  in  a proportion  of  patients  who  now  suc- 
cumb. The  exact  mechanism  of  cardiogenic  shock  fol- 
lowing myocardial  infarction  is  still  obscure.  Boyer14 
has  reviewed  this  problem,  and  he  concludes  that  the 
mechanisms  are  different  from  those  operative  in 
traumatic  shock.  He  believes  that  neurogenic  mecha- 
nisms may  play  a role,  but  that  the  bulk  of  the  evidence 
points  to  inadequate  left  heart  output  associated  with 
a redistribution  of  blood  away  from  the  arterial  side 
producing  the  picture  of  collapse.  With  reduced 
pressure  in  the  aortic  arch,  coronary  blood  flow  is 
correspondingly  reduced,  furthering  the  production  of 
myocardial  ischemia  and  preventing  compensation 
by  the  uninfarcted  muscle.  With  further  reduction  of 
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cardiac  output,  more  residual  blood  remains  in  the 
ventricle  after  systole,  and  backward  failure  ensues 
in  the  form  of  acute  pulmonary  edema. 

TREATMENT  OF  CARDIOGENIC  SHOCK 

I.  Retrograde  Intra-arterial  Transfusions  Under 
Pressure.  The  treatment  of  cardiogenic  shock  is  directed 
toward  raising  the  pressure  in  the  aortic  arch  to  in- 
crease coronary  flow  and  thus  prevent  further  ischemia. 
The  aortic  pressure  is  most  effectively  raised  by  retro- 
grade intra-arterial  transfusions  under  pressure.  This 
treatment  has  been  found  effective  in  shock  so  severe 
that  circulation  has  almost  ceased  and  irreversible 
damage  to  such  vital  organs  as  heart,  liver,  brain,  and 
kidneys  has  been  imminent.15 

Unlike  intravenous  transfusions,  intra-arterial 
transfusions  have  been  effective  with  relatively  small 
amounts  of  blood  and  have  not  aggravated  pulmonary 
edema.  Indeed,  Silber  states  that  the  procedure  of 
choice  in  treating  shock  where  pulmonary  edema 
is  present  also  is  the  withdrawal  of  200  to  400  cc.  of 
venous  blood,  oxygenating  it,  and  injecting  it  into 
the  bracheal  artery  under  pressure.  Berman16  and 
his  group  also  have  published  good  results  with  intra- 
arterial transfusions  in  the  treatment  of  cardiogenic 
shock.  However,  lack  of  readily  available  special 
equipment  plus  the  technical  difficulties  involved 
have  thus  far  prevented  the  widespread  use  of  this 
procedure. 

II.  Sympathomimetic  Amines.  The  use  of  sympatho- 
mimetic amines  to  effect  peripheral  vasoconstriction 
and  thus  raise  aortic  arch  pressure  has  proved  effective. 
Miller17  has  reported  favorable  results  with  the  use 
of  l-arterenol  (Levophed)  and  suggests  that  the  com- 
bination of  Levophed  and  intra-arterial  transfusions 
may  be  effective  in  instances  where  either  one  alone 
has  failed.  Objections  have  been  justifiably  raised 
against  the  use  of  epinephrine,  which  enhances  the 
irritability  of  the  myocardium  sufficiently  to  produce 
serious  ectopic  rhythms.  Although  all  sympathomimet- 
ic amines  in  sufficiently  large  doses  will  produce  ectopic 
rhythms,  l-arterenol,  mephentermine,  desoxyephed- 
rine,  and  others  have  a greater  range  of  safety  than 
epinephrine.17 

ACUTE  PULMONARY  EDEMA  AS  A COMPLICATION 

I.  Mechanism  of  Acute  Pulmonary  Edema.  Intra- 
venous blood  transfusion,  on  the  whole,  has  not  im- 
proved the  mortality  rate  in  patients  with  acute  myo- 
cardial infarction,19  and  it  increases  the  danger  of 
congestive  heart  failure.  Acute  pulmonary  edema 
often  develops  in  the  wake  of  myocardial  infarction, 
and  intravenous  infusions  will  encourage  this  compli- 
cation by  increasing  the  inflow  load  to  an  already  weak- 
ened heart.  According  to  Harrison  and  others,20’  21 
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this  results  in  an  increase  in  left  ventricular  diastolic 
pressure. 

If  the  weakened  heart  fails  to  respond  by  increased 
force  of  contraction  according  to  Starling’s  Law,  sec- 
ondary back  pressure  elevation  occurs  in  the  left 
auricle  and  pulmonary  venous  system.  Ordinarily  the 
pulmonary  capillary  blood  pressure  is  about  10  mm. 
Hg.  while  the  oncotic  pressure  of  the  plasma  proteins 
is  about  25  to  30  mm.  Hg.  However,  the  lungs  do  not 
have  a positive  tissue  pressure  to  protect  them  against 
outward  filtration.  On  the  contrary,  the  negative 
intrathoracic  pressure  of  -5  to  -10  mm.  Hg.  exerts 
a suction  on  the  capillary  walls  decreasing  the  margin 
of  safety  to  around  5 to  10  mm.  Hg.  If  the  pressure 
in  the  pulmonary  capillaries  rises  enough  to  overcome 
this  margin,  transudation  of  fluid  occurs.  This,  in 
turn,  produces  anoxia,  which  increases  the  permeabil- 
ity of  the  vessels  and  brings  about  further  edema  for- 
mation. The  resultant  asphyxia  leads  to  respiratory 
stimulation,  which  in  turn  lowers  the  mean  intra- 
thoracic pressure,  causing  further  inflow  into  the  right 
ventricle  which,  in  the  presence  of  a diseased  left 
ventricle,  results  in  more  pulmonary  congestion  and 
edema.  This  vicious  cycle  may  lead  to  death  if  un- 
interrupted. 

Although  this  mechanical  theory  of  increased  pul- 
monary capillary  pressure  has  been  supported  by  con- 
siderable experimental  evidence,21’  22-  23  certain  in- 
stances of  pulmonary  edema  following  trauma  to  or 
disease  of  the  central  nervous  system,  pulmonary 
infarction,  etc.,  are  difficult  to  explain  on  this  basis. 
Luisada  and  others24’ 25  believe  that  acute  pulmo- 
nary edema  may  be  explained  on  a neurogenic  basis 
— either  through  direct  excitation  of  nervous  centers 
as  in  skull  injury  and  encephalitis  or  through  reflexes 
arising  from  stimuli  in  the  heart  or  lungs  and  affect- 
ing the  permeability  of  the  capillaries. 

II.  Treatment  of  Acute  Pulmonary  Edema.  Al- 
though the  mechanism  of  pulmonary  edema  is  con- 
troversial, there  is  rather  general  agreement  on  certain 
standard  methods  of  treatment.  First  the  patient 
should  be  placed  in  a sitting  position. 

If  the  patient  in  acute  pulmonary  edema  following 
myocardial  infarction  has  not  already  been  digital- 
ized, ouabain  or  acetyl  strophanthidin  should  be  ad- 
ministered intravenously.  This  causes  an  increase  in 
ventricular  emptying,  with  an  initial  rise  in  cardiac 
output  and  a decline  in  ventricular  diastolic  pressure. 
Consequently  pulmonary  venous  and  capillary  pres- 
sures are  reduced,  pulmonary  congestion  and  edema 
are  lessened,  and  dyspnea  is  relieved.  This  beneficial 
effect  of  digitalis  cannot  be  well  explained  if  the 
neurogenic  theory  of  pulmonary  edema  is  accepted. 

Oxygen  in  high  concentrations  is  effective  in  that 
it  lessens  respiratory  center  stimulation,  thus  decreas- 
ing the  inflow  load  to  the  right  ventricle.  It  also  re- 


verses increased  capillary  permeability  caused  by 
anoxia. 

Morphine  is  effective  in  that  it  breaks  the  vicious 
cycle  by  dulling  the  respiratory  center  and  thus  al- 
leviating dyspnea,  which  in  turn  decreases  inflow  to 
the  heart. 

Peripheral  venous  tourniquets  to  reduce  circulating 
blood  volume  may  be  used  as  an  emergency  procedure, 
but  the  danger  of  peripheral  venous  thrombosis  con- 
traindicates prolonged  use  of  this  method.18  Venesec- 
tion will  accomplish  the  same  purpose. 

The  use  of  mercurial  or  other  diuretics  and  a low 
salt  diet  reduce  edema  and  thereby  tend  to  prevent 
nocturnal  reabsorption  of  extracellular  fluid.  Since  such 
reabsorption  is  probably  the  most  common  mechanism 
precipitating  paroxysmal  dyspnea,  diuretic  drugs  are 
of  value  in  preventing  these  episodes.20  Diuretics  are 
indicated  whenever  the  patient  exhibits  increasing 
dyspnea  or  rapid  gain  in  weight. 

Positive  pressure  breathing  has  recently  proved  to 
be  of  benefit.26  This  tends  to  diminish  venous  return 
to  the  right  heart  by  abolishing  negative  intrathoracic 
pressure  and  thus  reduces  the  volume  of  blood  in  the 
pulmonary  vascular  bed.  Also  it  tends  to  exert  an 
opposing  force  to  outward  filtration  through  the  capil- 
lary membrane. 

EARLY  PATHOLOGIC  AND  ELECTROCARDIOGRAPHIC 
CHANGES 

Although  profound  changes  in  hemodynamics 
may  occur  and,  indeed,  the  patients  may  die  soon  after 
the  infarction,  microscopic  sections  through  the  in- 
farct show  nothing  before  six  hours.  Although  this 
is  generally  true  with  human  autopsies,  Karsner  and 
Dwyer27  noted  myocardial  changes  as  early  an  one- 
half  hour  following  ligation  of  a coronary  artery  in 
dogs.  These  changes  consisted  of  poorly  outlined 
areas  of  congestion,  interstitial  edema,  several  small 
hemorrhages,  and  slight  diminution  of  transverse 
striation  in  the  muscle  bundles.  The  reason  for  this 
apparent  discrepancy  is  probably  that,  in  human  cases, 
the  actual  death  of  muscle  cells  occurs  some  time  later 
than  the  striking  clinical  picture  of  chest  pain.  Exist- 
ing collaterals  may  barely  maintain  the  myocardium 
in  an  ischemic  but  living  state  for  as  long  as  several 
hours. 

This  also  explains  why  the  characteristic  QRS 
changes  in  the  electrocardiogram  do  not  always  appear 
immediately.  Electrocardiograms  taken  during  an 
acute  attack  show  changes  corresponding  to  the  histo- 
pathologic alterations  of  the  heart  muscle.  First  in- 
version of  the  T-wave  occurs,  characteristic  of  myo- 
cardial ischemia.  Shortly  following  this  change,  RS-T 
segment  elevation  occurs  coincident  with  injury  to 
the  myocardium.  This  current  of  injury  persists  some- 
times for  many  weeks,  due  to  extension  of  the  infarct 
and  progressive  deterioration  of  muscle  fibers  at  the 
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periphery  of  the  infarct.  Upon  the  actual  death  of  the 
myocardium,  the  amplitude  of  the  R-wave  decreases 
and  a Q-wave  appears.  Occasionally  these  latter 
changes  may  not  appear  until  a week  or  ten  days  fol- 
lowing the  "clinical  infarct.” 

SIGNS  OF  TISSUE  NECROSIS  FOLLOWING  INFARCTION 

By  the  end  of  24  hours  the  patient  usually  has  be- 
gun to  show  signs  of  absorption  of  products  of  tissue 
necrosis.  Fever  and  leukocytosis  often  appear  at  this 
time — the  magnitude  of  each  being  roughly  propor- 
tional to  the  extent  of  the  infarct.  The  fever  is  low- 
grade,  usually  not  exceeding  101°  F.,  and  it  may  not 
appear  until  the  second  or  third  day.  Occasionally  the 
temperature  remains  normal.  Although  high  fevers 
occasionally  occur,  they  should  lead  one  to  suspect 
the  possibility  of  complications  such  as  pulmonary 
infarction,  pneumonia,  or  other  infection.  Leukocytosis 
of  12,000  to  15,000  cells  generally  parallels  fever  in 
intensity  and  time  of  appearance.  The  sedimentation 
rate  does  not  ordinarily  become  elevated  until  the 
second  or  third  day. 

Recently  Ladue,  Wrobeleski,  and  others473-  47b  have 
noted  a rise  in  the  serum  levels  of  glutamic  oxalacetic 
transaminase  in  the  first  three  days  following  myocar- 
dial infarction.  From  2 to  20  times  the  normal  serum 
levels  was  found  in  49  of  50  patients  with  transmural 
myocardial  infarction.  A rough  correlation  between 
the  size  of  the  infarct  and  height  of  the  serum  tran- 
saminase level  was  noted  both  clinically  and  experi- 
mentally. Although  increases  of  serum  transaminase 
have  been  noted  in  cases  of  active  destruction  of 
skeletal  muscle  and  liver  and  in  chronic  diffuse  liver 
disease,  it  is  unaffected  by  angina  pectoris,  coronary 
insufficiency,  heart  failure,  or  digitalis  in  the  absence 
of  active  heart  cell  damage. 

PATHOLOGIC  CHANGES  IN  THE  HEART 
AFTER  24  HOURS 

I.  Gross  Changes.  If  death  should  occur  from 
shock,  pulmonary  edema,  or  ventricular  fibrillation 
24  hours  after  infarction,  the  heart  at  autopsy  would 
show  characteristic  changes.  The  infarct  would  appear 
as  an  indistinct  area  that  was  paler  and  drier  than 
normal  with  small,  blotchy,  red-purple  areas  of  hemor- 
rhage that  are  present  focally. 

II.  Microscopic  Changes.  Microscopically  the  mus- 
cle fibers  in  this  area  would  appear  swollen,  opaque, 
and  excessively  eosinophilic  (brick  red)  ; and  the 
nuclei  could  be  made  out  only  with  difficulty.  The 
cross  striations  would  be  diminished  and  the  cyto- 
plasm would  have  a granular  appearance.  At  this 
time  a slight  degree  of  polymorphonuclear  leukocytic 
infiltration  in  the  interstitial  connective  tissue  at  the 
margin  of  the  infarct  would  be  seen.  The  margin  of 
the  infarct  would  be  irregular  since  the  area  supplied 
by  the  occluded  vessel  would  interdigitate  with 


another  area  adequately  supplied  by  collaterals.  In- 
farcted  areas  might  actually  be  separated  by  viable 
muscle  if  a collateral  were  supplying  an  area  be- 
tween two  branches  of  the  occluded  vessel. 

MANAGEMENT  OF  INFARCTION  FOR  TWO  WEEKS 

In  the  period  of  time  from  two  days  to  two  weeks 
following  infarction,  the  clinical  picture  changes 
rapidly.  Two  days  following  infarction  the  patient 
may  still  be  in  a state  of  shock  and  in  critical  condition. 
Friction  rub  may  develop  at  this  time,  indicating 
fibrinous  pericarditis.  Signs  of  congestive  failure  may 
predominate.  However,  in  an  uncomplicated  course, 
the  leukocyte  count  and  fever  are  approaching  normal 
by  the  third  or  fourth  day,  and  although  the  sedimen- 
tation rate  is  still  elevated  the  patient  is  in  much  better 
condition  by  this  time. 

The  patient’s  electrocardiogram  remains  essentially 
unchanged,  except  for  the  previously  elevated  RS-T 
segment,  which  drops  progressively  nearer  the  base 
line  during  this  time. 

After  the  severe  pain  of  acute  myocardial  infarction 
has  subsided  (usually  in  the  first  24  hours),  codeine 
may  be  substituted  for  morphine  for  relief  of  discom- 
fort. Sedation  should  be  provided  with  phenobarbital, 
but  deep  breathing  should  be  encouraged  to  prevent 
atelectasis.  A program  of  massage  and  passive  move- 
ments of  the  arms  and  legs  should  be  inaugurated  to 
prevent  venous  thrombosis  and  periarthritis  of  the 
shoulder  girdle. 

COMPLICATIONS  LIKELY  TO  OCCUR 

I.  Cardiac  Rupture.  During  the  period  from  two 
days  to  two  weeks  after  infarction,  the  amount  of 
necrotic  tissue  is  at  a maximum  and  very  little  organi- 
zation has  had  time  to  occur.  It  is  apparent  that 
rupture  of  the  heart  is  most  likely  to  occur  at  this  time, 
and  therefore  rest  is  of  particular  importance.  Should 
rupture  occur,  blood  fills  the  pericardial  sac  and  not 
only  causes  collapse  of  the  atria  and  great  veins, 
preventing  filling,  but  also  impedes  heart  action; 
death  occurs  almost  immediately.  White28  reports  an 
incidence  of  3.5  per  cent  and  Gans29  an  incidence  of 
9 per  cent  of  this  complication.  In  mental  institutions, 
where  patients  are  disturbed,  agitated,  and  unlikely 
to  remain  in  bed,  the  incidence  is  higher.28 

II.  Thromboembolic  Phenomena.  Thromboembolic 
episodes  are  among  the  most  dangerous  and  common 
complications  during  this  period.  Mural  thrombus 
formation  may  occur  as  early  as  24  hours  following 
infarction,  but  it  is  uncommon  before  the  fourth  day, 
after  which  it  becomes  increasingly  frequent  in  occur- 
rence up  to  the  end  of  the  first  month.30  The  danger 
of  systemic  emboli  to  the  brain,  kidneys,  intestine, 
spleen,  extremities,  etc.,  is  obvious.  If  either  the  brain 
or  intestine  is  the  site  of  embolization,  death  may  well 
result. 
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Should  an  infarct  extend  through  the  interventricu- 
lar septum  or  involve  the  right  ventricle,  the  mural 
thrombus  which  forms  may  send  emboli  to  the  lungs. 
More  often,  the  source  of  a large  fatal  pulmonary 
embolus  is  a thrombus  in  the  veins  of  the  lower  ex- 
tremity or  pelvis.  Central  or  peripheral  extension  of 
the  original  coronary  thrombus  may  occur  with  occlu- 
sion of  more  arterial  branches,  leading  to  necrosis  of 
areas  contiguous  to  the  original  infarct. 

ANTICOAGULANT  THERAPY 

It  was  in  an  attempt  to  prevent  these  thromboem- 
bolic sequelae  that  anticoagulant  therapy  was  intro- 
duced. In  1946  the  Committee  for  the  Evaluation  of 
Anticoagulants  in  Treatment  of  Coronary  Thrombosis 
with  Myocardial  Infarction  was  established.  This 
committee  studied  intensively  1,031  cases,  442  of 
which  were  treated  conventionally  and  589  of  which 
were  also  treated  with  anticoagulants.  Following  the 
committee’s  report  of  a 33  per  cent  decrease  in  mortal- 
ity with  the  use  of  anticoagulants,  their  routine  use 
was  recommended.31 

Other  investigators  have  emphasized  the  difficulty 
of  adequately  controlling  a study  of  this  kind.34 
Doscher  and  Poindexter32  pointed  out  that  age,  sex, 
pre-existing  hypertension,  angina,  and  previous  in- 
farction materially  influenced  mortality  rates  and  that 
the  state  of  the  heart  at  the  time  of  infarction  must 
be  weighed  in  any  statistical  analysis  of  any  therapeutic 
procedure.  Indeed,  this  therapy  is  not  without  danger, 
and  reports  of  the  incidence  of  major  hemorrhages 
secondary  to  its  use  have  ranged  up  to  10  per  cent. 

Bresnick  and  his  group33  have  concluded  from 
their  study  of  250  cases  that  anticoagulant  therapy  as 
given  in  a busy  general  hospital  does  not  reduce 
mortality  from  acute  myocardial  infarction.  They 
point  out  many  difficulties  in  maintaining  patients  at 
sufficiently  stable  prothrombin  levels,  especially  by 
those  unskilled  in  its  administration.  More  recently 
Rytand34  has  reviewed  the  various  statistical  studies 
and  concluded  that  there  is  no  valid  evidence  that 
prognosis  for  survival  is  improved  by  the  use  of  anti- 
coagulants. 

Russek  and  Zohman35  divided  a series  of  1,047  con- 
secutive hospital  admissions  for  acute  myocardial  in- 
farction into  "good  risk”  and  "poor  risk”  groups  on 
the  basis  of  certain  prognostic  signs.  There  was  an  in- 
cidence of  thromboembolic  phenomenon  in  only  .8 
per  cent  of  the  "good  risk”  patients.  They  feel,  there- 
fore, that  it  is  unjustified  to  use  anticoagulants  rou- 
tinely since  the  number  of  deaths  secondary  to  anti- 
coagulant therapy  regularly  exceeds  .8  per  cent.  They 
believe,  however,  that  they  should  be  used  in  severely 
ill  patients.  Since  low  blood  pressures  immediately 
following  infarction  may  lead  to  extension  of  the 
coronary  thrombus  or  formation  of  a new  thrombus, 
the  early  employment  of  heparin  in  addition  to  the 


more  slowly  acting  anticoagulants  may  limit  extension 
of  the  original  myocardial  infarct.  Gilchrist30  used 
this  combination  in  a well-controlled  series  and  re- 
ported a mortality  rate  reduction  from  43  per  cent  to 
21  per  cent. 

In  view  of  the  potential  hazards  of  this  therapy, 
however,  one  must  conclude  that  only  those  thorough- 
ly skilled  in  the  administration  of  these  drugs  should 
use  them.  They  should  be  administered  only  in  a hos- 
pital with  excellent  laboratory  facilities,  and  the  recip- 
ients of  this  medication  should  be  thoroughly  screened 
for  contraindications.  With  those  limitations  in  mind, 
anticoagulant  therapy  can  undoubtedly  save  lives. 

PATHOLOGIC  CHANGES  FOLLOWING  INFARCTION 

I.  Gross  Changes.  If  the  patient  should  die  from 
cardiac  rupture,  pulmonary  or  cerebral  embolus  five 
days  following  infarction,  post-mortem  examination 
of  the  heart  would  reveal  further  changes.  The  leuko- 
cytic infiltration  has  progressed,  and  this  can  be  seen 
grossly  as  a yellow-brown,  irregular  border  surround- 
ing irregular  pale  areas  of  infarcted  muscle.  This 
yellow-brown  band  becomes  broader  as  leukocytic 
infiltration  becomes  more  extensive,  reaching  its 
maximum  width  by  the  sixth  or  seventh  day. 

II.  Microscopic  Changes.  Microscopically  necrosis 
of  muscle  is  still  prominent  and  is  shown  by  the  ab- 
sence of  nuclei  and  the  deep  eosin  stain  of  the  cyto- 
plasm. At  the  periphery  of  the  infarct  is  seen  marked 
polymorphonuclear  leukocytic  infiltration  between 
and  even  into  the  necrotic  muscle  fibers.  This  infil- 
tration seems  to  be  limited  in  extent  and  toward  the 
center  of  the  infarcted  muscle  is  altogether  absent. 
For  this  reason,  it  is  of  importance  to  examine  the 
junction  of  the  necrotic  with  the  normal  muscle  in 
order  to  estimate  the  age  of  an  infarct  since  centrally 
the  infarct  will  appear  much  younger.  This  leukocytic 
infiltration  is  usually  more  active  on  the  epicardial  side 
of  the  infarct  and  in  those  portions  adjacent  to  unin- 
volved muscle  with  good  vasculature  than  at  the  endo- 
cardial edge  of  the  infarct. 

By  the  sixth  day  many  of  the  polymorphonuclear 
leukocytes  will  have  become  necrotic,  and  thereafter 
they  gradually  diminish  in  numbers.  Newly  formed 
blood  capillaries  and  multiplying  fibroblasts  can  be 
seen  growing  into  the  infarcted  area  beginning  about 
the  fourth  day. 

There  is  usually  a thin  layer  of  surviving  myo- 
cardium along  the  endocardial  surface,  less  than  a half 
millimeter  in  thickness,  which  obtains  its  nourishment 
from  the  thebesian  veins.  Because  of  the  constancy 
of  this  finding,  Mallory  and  his  group  thought  it 
would  seem  more  logical  to  interpret  mural  thrombus 
formation  as  a result  of  local  dilatation  of  the  heart 
plus  stagnation  of  the  blood  in  this  area  rather  than 
as  a reaction  to  the  adjacent  inflammatory  response  to 
the  infarct.  In  many  infarcts,  particularly  those  in 
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which  the  muscle  beneath  the  epicardium  is  involved, 
a fibrinous  pericarditis  can  be  found  after  24  hours. 
This  begins  to  become  organized  about  the  eighth  or 
ninth  day. 

MANAGEMENT  OF  INFARCTION  AFTER  TWO  WEEKS 

The  clinical  course  from  two  to  four  weeks  follow- 
ing infarction  is  in  general  fraught  with  fewer  dangers 
than  in  the  acute  stage,  although  thromboembolic 
complications  are  commonest  during  this  time.  The 
patient’s  sedimentation  rate  is  normal,  the  RS-T 
segment  has  returned  to  the  base  line,  and  the  T-wave 
may  be  upright  by  this  time,  although  frequently  T- 
wave  inversion  or  flattening  remains  for  years.  The  Q- 
wave  of  muscle  death  remains.  Formerly  strict  bed  rest 
during  this  time  was  advocated ; however,  the  past 
few  years  have  been  marked  by  a considerable  change 
in  thought  regarding  the  value  of  strict  bed  rest  for 
the  cardiac  patient. 

Levine  and  others37’  37a>  37b’  370  noted  that  strict 
bed  rest  is  liable  to  aggravate  or  bring  on  pulmonary 
congestion  and  edema,  a variety  of  gastrointestinal  and 
urinary  symptoms,  poor  appetite,  bed  sores,  and 
mental  depression.  There  is  now  evidence  that  cardiac 
work  is  actually  greater  when  an  individual  in  lying 
in  bed  than  when  he  is  sitting  in  a chair.38  While 
the  sitting  position  permits  gravity  to  mobilize  fluid 
into  the  dependent  parts  of  the  body  where  it  is  rela- 
tively harmless,  the  recumbent  position  encourages  the 
pooling  of  fluid  in  the  pulmonary  circuit  where  it  may 
be  disastrous.37’  37a 

Levine  found  that  chair  rest  during  the  day  and 
elevation  of  the  head  of  the  bed  at  night  would  pre- 
vent or  alleviate  pulmonary  congestion  and  edema 
and  also  vastly  improve  the  patient’s  emotional  out- 
look as  well  as  his  respiratory  and  gastrointestinal 
function.  Chair  rest  was  usually  begun  sometime  in 
the  first  week  of  convalescence,  and  its  duration  dur- 
ing the  day  was  determined  by  the  patient’s  ability 
to  tolerate  it  without  fatigue.  Although  immediate 
mortality  is  not  increased  by  such  treatment,  such  a 
radical  departure  from  the  time-honored  bed  rest  will 
undoubtedly  take  years  to  gain  general  acceptance. 
Since  many  patients  cannot  use  a bedpan  without  un- 
due straining,  a bedside  commode  has  been  recom- 
mended.39 

PATHOLOGIC  CHANGES  AFTER  TWO  WEEKS 

I.  Gross  Changes.  Should  death  occur  two  weeks 
following  infarction,  the  yellow-brown  irregular 
border  characteristic  of  leukocytic  infiltration  seen  at 
five  or  six  days  will  be  absent.  Instead,  granulation 
tissue  is  seen  as  an  irregular  reddish-purple  band  sur- 
rounding the  central  mass  of  unremoved  infarcted 
muscle.  The  color  is  due  to  the  presence  of  newly 
formed  capillaries  filled  with  erythrocytes.  At  this 
time  the  myocardial  wall  is  decreased  in  thickness  due 


to  the  actual  removal  of  dead  muscle  by  macrophages. 
Continued  healing  results  in  an  increase  in  the  width 
of  the  band  of  granulation  tissue,  but  as  it  becomes 
older  its  collagen  content  increases,  making  it  appear 
pale  and  translucent.  At  three  or  four  weeks  only 
small  islands  of  necrotic  muscle  are  seen  completely 
surrounded  by  gray,  translucent  gelatinous  granulation 
tissue. 

II.  Microscopic  Changes.  Microscopically  invasion 
into  the  infarct  by  young  capillaries  and  proliferating 
fibroblasts  can  be  seen  well  at  two  weeks.  By  this  time, 
indeed,  fine  newly  formed  collagen  fibers  are  present 
at  the  periphery  of  the  infarct,  and  by  three  weeks 
the  collagen  deposition  is  moderately  prominent. 
The  macrophages  which  have  been  removing  the 
necrotic  muscle  are  by  the  14th  day  quite  numerous 
and  filled  with  lipofuscin  pigment.  These  pigmented 
macrophages  slowly  decrease  in  number  as  the  infarct 
becomes  older,  but  they  may  be  found  in  infarcts 
more  than  a year  old.  Foci  of  lymphocytes  and  plasma 
cells  appear  with  the  macrophages  but  tend  to  disap- 
pear less  slowly.  A few  eosinophils  are  found  at  this 
time. 

LATE  COMPLICATIONS  OF  INFARCTION 

After  four  weeks  the  patient  may  well  resume  light 
activity  if  his  course  has  been  uncomplicated.  He  is 
at  this  time  and  hereafter  faced  with  the  possibility 
of  congestive  heart  failure,  but  with  restricted  activity 
this  may  often  be  avoided.  However,  the  fibrous  tissue 
of  the  scar  is  not  resilient  and  contractile,  and  an  an- 
eurysmal dilatation  may  form  as  the  result  of  the 
intermittent  force  of  the  systolic  intraventricular  pres- 
sure. This  occurs  in  approximately  10  per  cent  of  all 
cases  of  infarction.30 

Although  antemortem  diagnosis  is  infrequent,  it 
is  often  detectable  by  fluoroscopy  as  a bulge  with  para- 
doxical pulsation.  An  RS-T  segment  elevation  per- 
sistent several  months  following  infarction  has  been 
said  to  suggest  this  complication,  but  Moyer  and  Mil- 
ler40 state  that  such  a pattern  may  be  found  with  un- 
complicated large  myocardial  scars  when  there  is 
extensive  destruction  of  the  myocardial  wall.  Such 
aneurysms,  while  undoubtedly  decreasing  the  efficiency 
of  the  heart  somewhat,  are  apparently  of  little  prog- 
nostic import  and  rarely  rupture.40  Mural  thrombi 
may  form  in  the  sac  and  give  rise  to  embolic  phenom- 
ena at  any  time,  even  years  later. 

LATE  PATHOLOGIC  CHANGES 

I.  Gross  Changes.  The  pathologic  picture  of  the 
myocardial  infarct  after  the  fourth  week  is  marked  by 
the  deposition  of  collagen.  A small  necrotic  central 
mass  of  muscle  may  persist  in  large  infarcts  after  the 
fourth  week.  This  dead  muscle  has  by  this  time  as- 
sumed a pale,  red-brown  color  grossly,  and  it  is  seen 
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to  be  surrounded  by  pale,  gelatinous  granulation  tissue 
containing  considerable  collagen.  By  six  weeks  col- 
lagen is  quite  a prominent  feature  in  the  infarct  and 
becomes  more  and  more  dense  until  the  end  of  the 
second  month  when  this  process  has  reached  its  maxi- 
mum. By  the  second  or  third  month,  the  infarct  ap- 
pears as  a firm,  white  fibrous  scar,  and  thereafter  it 
undergoes  no  further  change. 

II.  Microscopic  Changes.  Microscopically  collagen 
is  prominent  except  adjacent  to  the  necrotic  muscle. 
No  acute  reaction  is  seen  at  this  junction,  but  a few 
lymphocytes  and  pigmented  macrophages  are  still 
present. 

SUMMARY  OF  PATHOLOGIC  CHANGES 

In  summary,  then,  the  following  changes  have  oc- 
curred : 

I.  First  Week.  During  the  first  24  hours,  necrosis 
of  muscle  with  slight  polymorphonuclear  leukocytic 
infiltration  at  the  periphery  is  seen.  From  the  second 
to  the  fourth  day,  the  degree  of  this  infiltration  in- 
creases progressively.  On  the  fourth  or  fifth  day,  the 
first  signs  of  removal  of  muscle  fibers  appear.  Blood 
capillaries  and  fibroblasts  can  be  found  penetrating 
the  infarct  from  the  periphery. 

II.  Second  Week.  It  is  during  the  second  week  that 
the  removal  of  dead  muscle  from  the  periphery  of  the 
infarct  becomes  a prominent  histologic  feature.  By  the 
tenth  day  there  is  a peripheral  zone,  one  mm.  or  more 
in  thickness,  from  which  the  necrotic  muscle  fibers 
have  been  almost  completely  removed.  As  a result, 
numerous  pigmented  macrophages  are  found.  The  in- 
growth of  blood  vessels  and  connective  tissue  has 
become  prominent.  Moderate  numbers  of  eosinophils, 
lymphocytes,  and  plasma  cells  may  be  seen.  By  the 
end  of  the  second  week,  the  polymorphonuclear 
leukocytes  have  practically  disappeared. 

III.  Third  Week.  During  the  third  week,  the  re- 
moval of  muscle  fibers  still  continues  in  large  infarcts. 
Pigmented  macrophages  are  numerous.  The  first  signs 
of  collagen  formation  may  be  found  in  the  form  of 
fine  collagen  fibers  at  the  periphery. 

IV.  After  the  Fourth  Week.  After  the  fourth  week, 
recognition  of  the  age  of  the  infarct  is  largely  depen- 
dent upon  the  amount  of  collagen  that  has  been 
formed.  The  serial  changes  thus  far  described  were 
taken  from  Mallory’s  classic  study.41  He  concludes 
that  small  infarcts  are  almost  completely  healed  after 
five  weeks,  whereas  large  infarcts  are  completely 
healed,  or  undergo  no  further  discernible  change,  after 
two  months. 

PROGNOSIS  OF  MYOCARDIAL  INFARCTION 

The  immediate  mortality  rate  in  myocardial  infarc- 
tion is  difficult  to  determine.  Series  published  in  the 
past  two  decades  have  varied  from  9 per  cent  to  51.5 
per  cent.9  The  average  mortality  rate  is  of  course  im- 


portant in  evaluating  different  therapeutic  procedures, 
but  in  an  individual  case  it  means  nothing.  The  size  of 
the  infarct,  cardiac  dilatation,  previous  hypertension, 
sex,  presence  of  diabetes,  shock,  cardiac  arrhythmias, 
embolic  phenomena,  congestive  failure,  long  duration 
of  pain,  have  all  been  said  to  affect  prognosis.42-  43-  44 
Therefore,  the  prognosis  and  the  manner  of  treatment 
must  be  individualized  in  regard  to  the  history  and 
clinical  signs  of  the  individual  patient. 

However,  the  prognosis  of  coronary  artery  disease 
and  particularly  myocardial  infarction  has  been  stud- 
ied in  several  large  series  and  has  been  found  to  be 
rather  less  grave  than  is  generally  believed.  Among 
679  autopsies44  showing  old  or  recent  myocardial 
infarction  (of  which  20  per  cent  were  not  recognized 
clinically),  the  average  age  of  death  was  67.8  years. 
Other  large  series45-  4G  indicate  that  the  majority  of 
patients  who  survive  a myocardial  infarction  are  able 
to  lead  fairly  normal  lives  and  to  be  gainfully  em- 
ployed. 
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ANNOUNCEMENTS 


The  Sister  Elizabeth  Kenny  Foundation  announces 
a program  of  postdoctoral  scholarships  to  promote 
work  in  the  field  of  neuromuscular  diseases.  Scholars 
will  be  appointed  annually,  and  each  grant  will  pro- 
vide a stipend  for  a five-year  period  at  the  rate  of 
$5,000  to  $7,000  per  year.  Candidates  from  medical 
schools  in  the  United  States  and  Canada  are  eligible. 
Inquiries  should  be  addressed  to  Dr.  E.  J.  Huene- 
kens,  Sister  Elizabeth  Kenny  Foundation,  2400 
Foshay  Tower,  Minneapolis  2,  Minnesota. 


Two-week  full-time  course  in  radiological  safety, 
January  7-18,  offered  by  Institute  of  Industrial  Med- 
icine of  New  York  University  Post-Graduate  Medical 
School  in  cooperation  with  the  NYU  College  of  En- 
gineering and  the  U.S.  Atomic  Energy  Commission. 
Optional  laboratory  session  January  21  to  February  1. 
Course  repeated  on  part-time  basis  from  January  30 
to  May  22.  Write  the  Dean,  NYU  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York  16, 
New  York. 


Mediclinics  second  annual  postgraduate  refresher 
course,  Fort  Lauderdale,  Florida,  March  4-14,  under 
sponsorship  of  Florida  Academy  of  General  Practice. 
Certified  by  American  Academy  of  General  Practice 
for  32  hours  of  study,  Category  I.  Write  Mediclinics 
of  Minnesota,  516  Medical  Arts  Building,  Minneapolis 
2,  Minnesota. 


Eighth  annual  postgraduate  course  in  medical  tech- 
nology, University  of  Kansas  Medical  Center,  Janu- 
ary 7-9,  1957.  Open  to  all  serving  in  medical  labo- 
ratories. Fee  $12.  Secure  program  and  registration 
card  from  Department  of  Postgraduate  Medical  Edu- 
cation, Box  41,  University  of  Kansas  School  of  Med- 
icine, Kansas  City  12,  Kansas. 
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BOOK  REVIEWS 


Preventive  Medicine  in  World  War  II.  Volume 
III.  Personal  Health  Measures  and  Immunization. 
Edited  by  Col.  John  B.  Coates,  Jr.,  M.C.,  and  Ebbe 
Curtis  Hojf,  M.D.  Published  by  OJfice  oj  the  Surgeon 
General,  Department  of  the  Army,  Washington.  594 
pages.  Price  $3-25. 

The  chapters  are  on  manpower  selection,  personal 
hygiene,  clothing,  nutrition,  malnutrition,  preventive 
psychiatry,  accidental  trauma,  and  the  Army  im- 
munization program. 

The  statistical  and  research  findings  that  are  ob- 
tained by  the  Preventive  Medicine  Section  must  be 
implemented  through  responsible  commanders  and 
staff  officers.  There  is  a discussion  of  some  of  the 
Army’s  problems  when  a great  number  of  men  were 
needed  and  standards  had  to  be  relaxed. 

In  the  chapter  on  personal  hygiene  there  is  a dis- 
cussion of  body  cleanliness,  insect  repellents,  use  of 
safe  water  and  food,  and  sex  hygiene.  All  of  these 
items  relate  to  the  spread  of  disease  and  are  in- 
fluenced by  the  individual  soldier’s  willingness  to 
carry  out  instructions.  A glimpse  of  the  problem  that 
the  Army  faces  in  providing  bathing  and  laundry 
facilities  for  an  army  overseas  is  shown. 

When  the  quartermaster  is  selecting  clothing,  the 
elements  of  exertion,  comfort,  and  health  must  be 
considered.  In  World  War  II  the  problem  was  in- 
creased when  armies  were  sent  into  hot  tropical  cli- 
mates and  other  armies  had  to  operate  in  subarctic 
temperatures.  In  cold  climates  one  of  the  most 
troublesome  conditions  that  was  met  in  the  field  was 
"trench  foot.”  Here  personal  hygiene,  shoes,  and 
socks  were  all  factors  in  preventing  this  condition. 

In  the  section  on  nutrition  there  is  considerable 
discussion  of  the  nutritional  value  of  the  "standard 
ration”  and  also  the  nutritional  value  of  the  foods 
that  are  actually  accepted  by  the  soldier.  Field  ra- 
tions under  combat  conditions  could  not  always  be 
assembled  in  such  a way  as  to  assure  adequate  nutri- 
tion for  long  periods  of  time. 

In  the  section  on  preventive  psychiatry  we  find  that 
in  World  War  II,  for  the  first  time,  an  effort  was 
made  to  distinguish  between  preventive  and  clinical 
psychiatry.  Psychiatric  screening  with  classification 


for  jobs  was  attempted.  Group  work  in  mental  hy- 
giene was  stimulated  by  pyschiatric  personnel  in  the 
Army,  and  some  psychiatrists  worked  with  staffs  at- 
tempting to  understand  better  motivation,  morale, 
leadership,  and  utilization  of  men  in  the  Army.  It 
appears  that  there  was  no  ideal  method  that  pro- 
vided proper  classification  and  support  for  the  induc- 
tee in  his  early  Army  training. 

Accidental  trauma  is  discussed  as  historically  im- 
portant in  loss  of  manpower  in  all  previous  wars. 
Non-battle  injuries  account  for  many  deaths  and 
much  disability  that  occurred  in  World  War  II.  In 
the  southwest  Pacific  area  during  1943  there  were 
930  killed  in  action,  574  non-battle  casualties,  152 
deaths  due  to  disease,  94  deaths  from  wounds.  About 
one-half  of  the  deaths  in  this  area  were  due  to  non- 
battle casualties.  The  accident  prevention  program 
in  the  Army  is  discussed  briefly. 

In  the  chapter  on  immunization  there  is  detailed 
discussion  about  the  development  and  difficulties  with 
yellow  fever  vaccinations,  the  adoption  of  tetanus  im- 
munizations, its  policy  in  the  use  of  typhoid,  para- 
typhoid vaccine,  the  selected  use  of  cholera,  plague 
and  typhus  vaccinations,  and  discussion  of  the  Army’s 
use  of  influenza  vaccination. 

The  book  is  written  by  a number  of  authors,  one 
for  each  chapter.  There  are  many  quotations  from 
reports  and  bulletins  from  the  War  Department  and 
many  references  not  quoted.  It  is  a frank  account 
of  some  of  the  problems  that  the  Medical  Depart- 
ment of  the  Army  faces  in  preventing  disease  and 
disability.  Summaries  and  conclusions  are  not  com- 
mon in  the  book.  It  is  somewhat  on  the  order  of 
"Here  are  the  facts — you  can  draw  your  own  con- 
clusions.” The  book  probably  is  best  considered  as 
a reference  book. — C.H.M. 


Hunterdon  Medical  Center:  The  Story  of  One 
Approach  to  Rural  Medical  Care.  By  Ray  E.  Trus- 
sed, M.D.  Published  by  Harvard  University  Press, 
Cambridge.  236  pages.  Price  $3-75. 

I would  say  that  this  book  is  a MUST  for  all  of 
us  interested  in  community  hospitals.  Certainly  This 
is  a most  complete  record  of  the  trials  and  errors, 
triumphs  and  tribulations  in  the  building  and  opera- 
tion of  a community  hospital.  The  author  formerly 
served  as  the  director  of  this  hospital  in  New  Jersey, 
and  he  is  now  executive  officer  of  the  Columbia  Uni- 


Nationally  advertised  Surgical  Supplies  and  Equipment  for  your  convenience  at 
Topeka,  Joplin,  Kansas  City,  St.  Joseph 

GOETZE  NIEMER  CO 

Traditions  established  during  60  years  management  by  Dr.  W.  F.  Soetze  (AMA)  assures  intelligent  servicing  of  your  orders 
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Newest  Knox  Brochure 
Aids  Dietary  Management  of  Diabetics 


Although  more  than  50%  of  diabetics  can  be  man- 
aged with  proper  diet,  continued  success  is  de- 
pendent upon  proper  motivation  of  patients. 
Determination  to  abide  by  dietary  restrictions  is 
also  important  for  the  diabetic  being  managed 
with  insulin. 

The  new  Knox  booklet  “New  Variety  in  Meal 
Planning”  has  been  prepared  to  help  the  physician 
enlist  the  patient’s  enthusiasm  for  dietary  meas- 
ures and  to  help  maintain  this  enthusiasm.  It 
explains  the  importance  of  diet  to  the  diabetic, 
shows  him  how  to  use  the  newest  dietary  advance 
— Food  Exchange  Lists1 — and  then  describes  how 
to  provide  tasty  variety  with  14  pages  of  tested, 
diabetic  recipes. 

“New  Variety  in  Meal  Planning”  makes  no 
attempt  to  prescribe  a system  of  treatment.  It  shows 
how  the  recipes  described  may  be  used  to  good 


advantage  in  practically  any  system  of  diabetic 
management.  If  you  would  like  a supply  for  your 
practice,  use  coupon  below. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  of  The 
American  Diabetic  Association,  Inc.  and  The  American  Dietetic  Association. 


Knox  Gelatine  Company 
Professional  Service  Department  SJ-20 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

diabetic  brochure  describing  the  use  of  Food 
Exchange  Lists. 

YOUR  NAME  AND  ADDRESS 
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versity  School  of  Public  Health  and  Administrative 
Medicine. 

During  the  seven  years  from  the  origin  of  the 
idea  of  the  Hunterdon  Medical  Center  to  its  com- 
pletion in  1953,  a step  by  step  report,  almost  a 
diary  type  of  record  of  aims,  objects,  progress, 
achievements,  and  failures  is  recorded  in  this  book. 
Here  we  find  probably  the  most  modern  and  realistic 
ideals  in  medical  center  existence  possible  for  most 
any  community. 

This  beautiful  and  adequate  hospital  center  is  as- 
sociated with  a medical  teaching  institution  and  is 
supervised  by  the  medical  school  of  New  York  Uni- 
versity, but  the  resident,  or  in-the  vicinity,  physicians 
are  all  general  practitioners.  The  active  staff  is  com- 
posed of  physicians  already  resident  in  the  area  be- 
fore the  hospital  was  built.  The  university  acts  in  a 
supervisory,  consultative,  and  specialist  technique 
capacity. 

This  is  a pattern  that  could  be  followed  by  many 
rural  communities  and  medical  schools,  especially 
since  development  of  the  turnpike  system  of  roads 
and  air  service.  The  Hunterdon  plan  gives  the  people 
all  the  advantages  of  medical  school  expert  consulta- 
tion and  supervision  without  sacrificing  the  personal 
relationship  between  the  patient  and  his  family  phy- 
sician. By  this  plan  even  house  calls  are  not  a neglect- 
ed or  forgotten  part  of  the  medical  system.  Such  a 
plan  also  provides  interns  or  residents  with  excellent 
training  in  the  Art  of  the  Practice  of  Medicine.  Such 
an  arrangement  as  Hunterdon  on  the  part  of  a 
medical  school  should  be  an  excellent  internship  in 
general  practice. 

This  community  effort  of  the  40,000  people  of 
Hunterdon  County,  New  Jersey,  should  be  carefully 
studied  by  every  community  planning  a hospital.  It 
should  also  be  studied  by  the  administrator  and  dean 
of  every  medical  school,  for  it  offers  a possible  solu- 
tion to  two  of  our  present  health  education  prob- 
lems. Hunterdon  represents  a real  social  movement 
of  a democratic  nature.  To  my  knowledge  this  is  the 
first  time  a small  rural  hospital  has  been  directly  as- 
sociated with  a large  urban  university  medical  center. 
Hunterdon  represents  a new  formula  for  rural  com- 
munity medical  service  wherein  patients  remain  under 
the  care  of  their  family  physicians  and  yet  have  the 
complete  cooperation  and  guidance  of  a full-time  spe- 
cialist staff  supplementing  the  family  physician. 

Hunterdon  is  a new  adventure  in  medicine.  I pre- 
dict that  the  happiness  and  success  of  Hunterdon 
will  be  repeated  many  times  in  the  next  20  years. — 
C.M.B. 


Histamine.  Ciba  Foundation  Symposium  with  the 
Physiological  Society  and  the  British  Pharmacological 
Society.  Published  by  Little , Brown  and  Company, 
Boston.  472  pages,  133  illustrations.  Price  $9-00. 


In  April,  1955,  a symposium  on  histamine  was 
presented  under  the  joint  cooperation  of  the  Ciba 
Foundation  and  the  Physiological  Society  and  the 
British  Pharmacological  Society.  The  text  contains 
the  papers  and  discussions  presented  at  this  meeting. 
Forty-four  separate  papers  on  histamine  were  given. 
These  contained  the  latest  facts  concerning  the  phys- 
iological and  pharmacological  properties  of  his- 
tamine. The  text  is  probably  the  greatest  single  source 
of  information  concerning  histamine  and  histamine 
research  today. — R.  W.W. 


CLASSIFIED  ADVERTISEMENTS 

WANTED:  Full-time  staff  physicians:  medicine,  assistant 
in  urology,  and  radiologist.  Excellent  opportunities  for  teach- 
ing or  learning.  Regular  hours.  Four  weeks  vacation  with 
pay,  retirement,  and  other  desirable  working  benefits.  Apply 
Veterans  Administration  Hospital,  Wichita,  Kansas. 

WANTED — Skeleton.  Must  be  in  good  condition.  Write 
the  Journal  12-56. 

LEAVING  STATE.  Established  general  practice  in  Wich- 
ita January  1.  Purchaser  would  assume  equity  in  equip- 
ment and  remainder  of  lease.  No  charge  being  made  for  the 
practice  itself.  Write  the  Journal  13-56. 

NEW  OFFICE  BUILDING  available  for  rent  or  sale. 
Owner  starting  Navy  career.  Open  staff  hospital,  19  miles. 
Maternity  home,  1 mile.  Rural  farming  and  ranching  area. 
Practice  unlimited.  Write  the  Journal  10-56. 

WANTED — An  R.N.  laboratory  and  x-ray  technician  for 
office  in  central  Kansas  town.  Write  the  Journal  11-56. 

FOR  SALE — Complete  office  furniture  and  equipment, 
three  years  old,  excellent  condition,  priced  to  sell.  Write  the 
Journal  9-56. 
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greater  antibacterial  efficacy... 


Chloromycetin* 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.1-7 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 
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& Fultz.1 
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The  Goat  Gland  Surgeon 

The  Story  of  the  Late  John  R.  Brinkley 

JACK  D.  WALKER,  M.D.,  Girard 


Now  and  then  there  appears  in  our  society  an 
individual  possessed  of  better  than  average  mental 
ability,  personality,  and  talent  who  could  with  little 
effort  go  far  in  almost  any  legitimate  field  of  en- 
deavor, but  who  unfortunately  perverts  his  talents  by 
directing  his  efforts  toward  taking  advantage  of  his 
unsuspecting  fellow  men.  Such  individuals  live  by 
Barnum’s  famous  theory,  "There’s  a sucker  born 
every  minute.”  Such  persons  find  a fertile  field  among 
the  gullible,  the  ignorant,  and  the  sick. 

Those  who  prey  upon  the  physically  ill  are  per- 
haps the  most  ruthless  of  all.  They  exploit  the  pre- 
rogatives of  men  of  medicine  for  their  own  personal 
gain  with  little  real  concern  for  their  victims.  We 
often  refer  to  such  persons  as  "quacks”  or  "charla- 
tans.” Such  an  individual  was  the  late  John  R. 
Brinkley. 

Brinkley  arose  from  obscurity,  made  a gesture  at 
gaining  a medical  education,  obtained  medical  cer- 
tificates under  false  pretense,  and  set  forth  upon  a 
career  of  curing  the  ill  in  a fashion  which  has  never 
been  matched  before  or  since.  He  completely  dis- 
regarded the  established  code  of  medical  ethics.  He 
advertised  with  all  the  skill  of  a modern  huckster. 
He  poured  tons  of  printed  material  before  the  public 
through  the  press,  magazines,  and  the  mails.  He  capi- 
talized on  a new  invention,  the  radio,  to  disseminate 
his  propaganda  throughout  the  land. 

In  a few  short  years  he  created  his  famous  hos- 
pital, made  his  first  million  dollars,  came  close  to 
being  governor  of  Kansas,  and  was  owner  and 
operator  of  the  most  powerful  radio  transmitter  in 


North  America.  He  developed  an  army  of  fanatical 
followers,  and  he  also  developed  a small  group  of 
bitter  enemies.  It  was  this  latter  group  which  even- 
tually brought  an  end  to  his  infamous  career.  But 
let’s  examine  a little  more  in  detail  the  cavortings 
of  this  man  from  Milford,  Kansas. 

Little  is  actually  known  about  the  first  30  years 
of  Brinkley’s  life,  and  apparently  he  wanted  it  just 


This  paper  outlines  briefly  the  rise 
and  fall  of  the  flamboyant  praetitioner 
who  made  his  first  million  dollars  in 
Kansas  and  came  elose  to  being  elected 
governor  of  this  state,  who  moved  to 
Texas  and  Arkansas  to  keep  ahead  of 
the  law,  and  who  died  in  bankruptcy 
while  awaiting  trial  on  a charge  of  using 
the  mails  to  defraud. 


that  way.  He  gave  out  meager  information  concern- 
ing his  past,  and  about  all  that  is  known  came  out 
when  he  testified  in  the  innumerable  legal  involve- 
ments which  were  a constant  feature  of  his  later 
years. 

He  was  born  somewhere  in  North  Carolina  in 
1885.  Knowledge  of  the  true  nature  of  his  gram- 
mar school  education  is  vague.  He  once  presented 
a diploma  from  a small  eastern  academy  of  liberal 
arts  as  evidence  of  his  premedical  education.  The 
records  of  that  school  show  no  evidence  of  his  at- 
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Figure  1.  John  R.  Brinkley,  1922-1923. 


tendance.  He  later  presented  a diploma  from  the 
National  University  of  Arts  and  Sciences  in  St. 
Louis.  Some  years  later  an  official  of  that  school 
admitted  under  oath  that  Brinkley's  diploma,  along 
with  hundreds  of  others  from  that  school,  was 
bought  for  a fee  with  no  evidence  that  he  had  ever 
attended  the  school. 

Brinkley’s  medical  education,  being  a matter  of 
more  direct  interest  in  later  years,  is  a little  easier 
to  elicit.  He  did  attend  a Bennett  Eclectic  Medical 
School  in  Chicago  from  1908  to  1911,  but  did  not 
graduate.  In  1914  he  studied  a year  at  the  Eclectic 
Medical  University  of  Kansas  City,  Missouri.  He 
was  graduated  on  May  7,  1915,  and  received  a 
medical  diploma,  although  at  the  time  the  school 
was  not  recognized  by  licensing  boards  in  some  40 
states.  He  immediately  applied  for  and  was  granted 
a license  to  practice  medicine  by  the  state  of  Arkansas 
in  1915,  and  by  reciprocity  the  state  of  Kansas  issued 
license  No.  5845  to  him  in  1916.  He  served  a total 
of  three  months  in  the  United  States  Army  in  1917. 

In  1919,  for  good  measure,  Brinkley  obtained 
a medical  certificate  from  the  Kansas  City  College 
of  Medicine  and  Surgery.  This  same  school  a few 
years  later  was  the  subject  of  a nationwide  scandal 
in  which  the  school  became  known  as  the  "diploma 
mill.”  Hundreds  of  medical  certificates  had  been 
issued  for  a cash  consideration,  and  John  R.  had 
been  one  of  the  customers.  And  so  I repeat,  Brink- 


ley’s early  life  and  his  educational  record  are  a bit 
vague,  to  say  the  least. 

Brinkley  went  to  Milford,  Kansas,  following  his 
discharge  from  the  Army  in  1917.  Milford  was  a 
wide  spot  in  a country  road  with  a population  at 
that  time  of  less  than  100  and  a third  class  post 
office.  ”1  came  to  Milford,”  said  Brinkley,  "because 
I was  broke  and  needed  a job.  Milford  needed  a 
doctor.  I arrived  in  Milford  with  $23  in  my  pocket 
and  a medical  bag.  I did  general  practice  for  several 
years,  barely  making  a living.  And  then  one  day 
I hit  upon  the  idea  of  my  famous  goat  gland  opera- 
tion.’’ And  this  is  where  Brinkley’s  fabulous  career 
really  begins  to  unfold. 

One  of  the  inevitable  consequences  of  aging  in 
the  human  male  animal  is  the  gradual  onset  of  sex- 
ual impotency.  This  is  loss  of  a most  valuable  physio- 
logical possession,  and  almost  every  man  would  be 
happy  to  regain  this  lost  symbol  of  virility.  Brinkley 
reasoned,  and  correctly  so,  that  if  he  could  offer  a 
cure  for  this  problem,  hundreds  of  frustrated  males 
would  beat  a path  to  his  office.  He  reasoned  also 
that  those  who  seemed  to  gain  some  of  their  lost 
manhood,  and  some  claimed  they  did,  would  spread 
the  word ; and  that  those  who  were  disappointed — 
well,  they  would  be  a little  reticent  to  talk  about 
their  impotency  and  their  unsuccessful  attempts  to 
become  rejuvenated. 

The  procedure  was  called  the  "compound  opera- 
tion.” Brinkley  in  his  advertising  and  later  in  testi- 
mony claimed  that  he  thought  out  the  theory  of  the 
operation  and  perfected  the  technique  himself.  He 
speculated  that  as  sexual  impotency  develops  there 
is  a concomitant  enlargement  of  the  prostate  gland. 
The  enlarged  prostate  "robbed"  the  testes  of  their 
nerve  and  blood  supply,  resulting  in  a "softening” 
of  the  testes  and  impotency.  To  correct  this  situation 


Figure  2.  Brinkley’s  first  hospital,  Milford,  1922. 
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he  proposed  his  compound  operation.  The  procedure 
consisted  of  the  following  steps: 

1.  Injection  of  the  seminal  vesicles  through  the 
vas  deferens  with  Mercurochrome  solution  in  order 
to  destroy  any  existing  infection. 

2.  Taking  a small  piece  of  muscle  or  fascial  tissue 
containing  a small  nerve  and  artery  from  the  scro- 
tum and  suturing  it  into  the  epididymis  or  testicle. 

3.  Implantation  of  a portion  of  a goat  testicle 
under  the  covering  of  the  epididymis  or  into  the 
testicle. 

The  charge  was  $750  per  customer. 

Brinkley  flooded  the  mails  with  literature  which 
was  carefully  planned  and  carefully  worded.  Every 
reader  felt  that  this  literature  was  describing  his  own 
case.  Brinkley  was  not  at  all  modest  in  his  methods. 
One  of  his  favorite  pamphlets  was  entitled  "Your 
Health.”  The  following  passages  are  taken  from  it: 

"The  compound  operation  stands  out  as  a marvel 
of  surgical  technique.  It  is  new  in  conception,  em- 
bodies sound  principles,  and  is  an  epical  contribu- 
tion to  the  grand  science  of  surgery.’’ 

"This  unique  operation,  conceived,  attempted,  per- 
fected, worked  out  in  its  last  detail,  is  a crowning 
achievement  for  its  originator.  If  he  should  do  no 
more,  he  has  rendered  a service  to  humanity  that  will 
live  for  centuries  to  come.” 

"How  this  operation,  which  I call  'Compound  Op- 
eration’ consists  of  adding  a new  artery  and  nerve 
to  the  patient’s  own  sex  glands.  This  artery  and  nerve 
give  added  nerve  and  blood  supply.  In  addition  to 
this,  I add  some  pure,  fresh,  healthy,  animal  gland 


Figure  3.  A drawing  by  Brinkley,  1920,  to  show 
seminiferous  tubules,  testicle  of  young  goat. 


Figure  4.  A drawing  by  Brinkley,  1920,  to  show  a 
cross  section  of  testicle  of  young  goat. 

tissues  which  act  as  a ’charger’  (battery  charger  or 
fertilizer)  to  your  glands.  This  animal  gland  tissue 
gives  a 'kick’  and  with  the  nerve  and  artery  added, 
the  ’Compound’  combination  causes  your  own  glands 
to  begin  functioning  again.  Regardless  of  how  old 
you  may  be,  there  is  good  for  you  in  this  combina- 
tion.” 

"The  Compound  Operation  is  the  best  thing  known 
for  impotency,  high  blood  pressure,  enlarged  pros- 
tate, sterility,  some  forms  of  diabetes,  epilepsy,  and 
dementia  praecox.” 

Brinkley  closed  each  advertisement  by  asking  read- 
ers to  write  to  him  for  further  information  concern- 
ing their  health  problems.  Once  a reader  took  the 
bait,  he  was  put  on  the  mailing  list  and  showered 
with  additional  literature.  This  mailing  list  grew 
rapidly,  and  Brinkley  was  on  his  way.  The  post  office 
at  Milford  became  second  class  and  then  first  class. 

Brinkley  needed  more  help,  so  he  added  to  his 
staff  several  graduates  from  the  Kansas  City  College 
of  Physicians  and  Surgeons.  He  initiated  plans  for 
a new  clinic  and  small  hospital.  He  built  a radio  sta- 
tion, KFKB.  Radio  was  a new  thing  to  most  people, 
and,  because  of  the  powerful  transmitter,  any  radio 
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could  pick  up  KFKB.  Brinkley  owned  and  operated 
the  station  and  hired  entertainers  to  sing  and  play 
throughout  the  day  and  evening,  and  between  pro- 
grams he  spoke  to  the  radio  audience  about  their 
medical  problems  and  about  his  ability  to  correct 
their  problems.  By  1929  Brinkley,  Milford,  and 
KFKB  were  known  throughout  the  midwest.  Mil- 
ford then  had  a population  of  several  hundred,  new 
streets  were  under  construction,  and  a hotel  and 
various  business  houses  had  been  built.  Brinkley  had 
constructed  a clinic,  a small  hospital,  a radio  station, 
a new  church,  and  numerous  homes  and  apartments 
for  his  staff. 

At  about  this  time,  as  might  be  expected,  Brinkley 
began  to  expand  his  field  of  endeavor.  One  of  his 
daily  programs  from  KFKB  was  called  "The  Medical 
Question  Box."  Listeners  would  write  to  Brinkley 
describing  their  medical  symptoms.  He  in  turn  would 
read  their  letters,  using  some  code  name  in  order  to 
mask  the  actual  identity,  diagnose  the  case,  and  pre- 
scribe medicine  over  the  air.  He  had  a list  of  his  own 
special  prescriptions  which  were  given  out  by  num- 
ber, and  listeners  could  obtain  them  by  writing  to  a 
given  drug  store  in  Milford.  Before  long  Brinkley 
began  to  receive  numerous  complaints  from  druggists 
throughout  the  state  that  customers  were  demanding 
Dr.  Brinkley’s  prescriptions,  and  they  were  unable 
to  supply  them.  Out  of  sympathy  Brinkley  finally 
consented  to  make  his  prescriptions  available  to  sev- 
eral hundred  midwestern  druggists.  For  each  pre- 
scription filled  the  druggist  returned  one-half  the 
cost  to  radio  station  KFKB  or  indirectly  to  Brinkley. 

The  following  are  excerpts  from  "The  Medical 
Question  Box”: 

"You  are  listening  to  Dr.  John  R.  Brinkley  speak- 
ing from  his  office  over  station  KFKB.  We  must  dig 
into  our  question  box  this  morning.  The  first  code 
is  DES  from  somewhere  in  Missouri.  She  states  her 
case  briefly  as  follows.  She  had  an  operation  with 
her  appendix,  ovaries,  and  tubes  removed  a couple 
of  years  ago.  She  is  very  nervous  and  has  dizzy  spells. 
She  says  the  salt  solution  and  constipation  and  liver 
medicine  have  already  benefited  her.  In  answer  to 
your  question,  I am  more  or  less  of  the  opinion  that 
your  symptoms  are  to  a great  extent  those  of  pre- 
mature menopause.  In  my  practice  in  such  cases  as 
this  I have  for  many  years  used  prescription  No.  61 
for  women.  I think  also  you  should  use  special  pre- 
scription No.  50,  and  I think  if  you  would  go  on  a 
vegetable  diet,  a salt  free  diet,  for  awhile  and  use 
prescription  Nos.  64,  50,  and  61,  you  will  be  sur- 
prised at  the  benefits  you  will  obtain.” 

"A  lady  in  Oklahoma  wires  from  Caldwell,  Kansas. 
You  give  this  young  lady  of  yours  prescription  Nos. 
61,  67,  and  50,  and  she  will  be  all  right.  You  take 


some  of  her  No.  50  yourself  and  also  No.  80,  and 
both  of  you  will  be  all  right.” 

"Here’s  one  from  Tillie.  She  says  she  had  an  oper- 
ation for  some  trouble  ten  years  ago.  I think  the  op- 
eration was  unnecessary.  My  advice  to  you  is  to  use 
women’s  tonic  Nos.  50,  67,  6l.  This  combination 
will  do  for  you  what  you  desire  if  any  combination 
will  after  three  months  persistent  use.” 

"Alarmed  Over  My  Condition.  You  are  50  with 
four  children,  a busy  life,  and  only  fair  health.  My 
dear  lady,  you  ought  to  get  busy  on  prescription  No. 
50  for  women,  61  for  women,  68,  and  79  for  women, 
and  don’t  forget  your  Maltine,  milk  and  cream,  and 
cod  liver  oil.” 

And  so  on  and  on  for  several  hours  each  day. 
Brinkley’s  cut  on  this  prescription  plan  was  estimated 
to  have  reached  $7,000  a month  at  one  time. 

About  the  same  time  the  good  doctor  added  a 
unique  refinement  to  his  gland  operation,  a kind  of 
super  special  offer.  In  selected  prospects  Brinkley 
sent  out  circulars  with  the  brazen  heading,  "Why  Be 
Half  Human  and  Half  Goat?”  It  went  on  to  say 
that  if  the  reader  was  suffering  from  impotency  and 
was  contemplating  a goat  gland  operation,  he  could 
have  genuine  human  glands  implanted  for  a fee  of 
$5,000.  The  following  is  part  of  a letter  sent  by  Brink- 
ley  to  a potential  customer: 

"My  Dear  Mr 

"If  each  of  your  friends  will  come  at  the  same 
time  and  will  pay  $5,000  each  for  a genuine  human 
gland  operation,  I will  give  you  the  same  kind  of 
human  gland  operation  which  I perform  at  a mini- 
mum fee  of  $5,000.  Few  surgeons  can  get  human 
glands,  but  I have  an  old-time  friend  in  one  of  our 
large  cities  that  can  supply  me. 

"I  guarantee  the  human  glands  to  be  pure  and 
healthy  and  absolutely  free  from  disease.  I will 
guarantee  that  the  seller  of  them  will  not  be  over 
35  years  of  age  insuring  strong,  virile  glands. 

".  . . When  I give  you  a human  gland  opera- 
tion, I am  giving  you  the  most  precious  thing  in 
the  world  and  something  that  men  can  seldom  buy.” 
Brinkley  was  at  the  height  of  his  career.  He  was 
shipping  goats  from  his  goat  farm  in  Arkansas  at 
the  rate  of  50  a month.  The  money  was  pouring  in, 
and  he  was  well  on  his  way  to  making  his  first  mil- 
lion dollars.  He  surrounded  himself  with  expensive 
cars,  owned  two  yachts,  and  covered  his  person  with 
sparkling  diamonds.  And  yet,  above  the  din  of  this 
success,  the  first  faint  rumblings  of  impending  trou- 
ble could  be  faintly  but  distinctly  heard.  A few  dis- 
gruntled clients  who  were  more  interested  in  their 
empty  bank  accounts  than  they  were  in  their  pride 
began  to  tell  their  experiences  to  newspapers,  to 
lawyers,  to  legitimate  medical  men.  As  soon  as  the 


DECEMBER,  1956 


753 


ice  was  broken  the  complaints  became  numerous,  and 
soon  several  important  agencies  were  taking  more 
careful  note  of  Dr.  Brinkley’s  antics. 

One  of  the  first  public  servants  to  openly  voice 
opposition  to  Brinkley  was  the  Kansas  City  Star,  a 
powerful  newspaper  in  the  midwest.  Even  before 
the  medical  profession  seemed  to  take  note  the  Star 
had  become  aware  of  the  true  nature  of  Brinkley’s 
"racket,”  and  the  Star  waged  an  intensive  campaign 
of  exposing  Brinkley  to  its  readers.  The  late  A.  B. 
McDonald  of  the  Star’s  staff,  probably  more  than 
any  other  single  individual,  was  influential  in  the 
campaign  against  Brinkley. 

The  Kansas  Medical  Society  in  1929  and  1930 
slowly  began  to  build  a case  against  Brinkley.  It  was 
not  easy  to  do.  Brinkley  had  an  enormous  follow- 
ing. For  every  affidavit  condemning  Brinkley,  there 
were  ten  supporting  him.  Brinkley  saw  the  opposi- 
tion forming  and  used  his  powerful  radio  station 
to  appeal  for  support.  He  filled  the  mails  with  litera- 
ture giving  his  side  of  the  story.  His  counterattack 
was  most  effective,  but  slowly  the  opposition  gained 
support.  The  American  Medical  Association  threw 
the  weight  of  its  powerful  magazine  behind  the  move 
to  expose  and  stop  Brinkley.  The  editor  of  the  jour- 
nal of  the  American  Medical  Association  at  that 
time  was  Dr.  Morris  Fishbein.  From  his  editorial 
page  Fishbein  began  to  hammer  at  Brinkley  from 
every  angle. 

One  federal  agency  began  to  look  into  Brinkley’s 
affairs.  The  Federal  Communications  Commission  in 
Washington  began  a careful  study  of  the  broadcast- 
ing methods  of  KFKB.  Through  the  efforts  of  the 
Kansas  City  Star  and  the  Kansas  Medical  Society, 
a convincing  case  was  completed  against  Brinkley, 
and  on  March  28,  1930,  the  assistant  attorney  gen- 
eral of  Kansas  drew  up  a formal  complaint  against 
Dr.  John  R.  Brinkley.  The  complaint  was  signed 
by  Dr.  L.  F.  Barney,  retiring  president  of  the  Kan- 
sas Medical  Society.  The  complaint  charged  that 
Brinkley  was  a quack  and  a fraud  and  asked  that  his 
medical  license  be  revoked.  The  complaint  was  filed 
with  the  Kansas  State  Board  of  Medical  Registration 
and  Examination,  Dr.  J.  F.  Hassig,  chairman. 

The  legal  maneuvering  in  the  following  months 
went  something  like  this:  The  board  presented  the 
charges  to  Brinkley  and,  as  required  by  law,  gave 
him  a specified  length  of  time  to  answer  the  charges 
and  show  cause  why  his  license  should  not  be  re- 
voked. Brinkley  answered  the  charges  but  failed  to 
convince  the  board,  so  his  license  was  revoked  on 
September  17,  1930.  This,  of  course,  stopped  Brink- 
ley  himself  from  practicing  in  Kansas.  It  did  not, 
however,  stop  his  assistants,  and  business  went  on 
about  as  usual.  He  could  not  prescribe  over  his  radio 


station,  but  he  could  still  talk  and  refer  his  clients 
to  his  staff. 

In  May,  1930,  however,  the  Federal  Communica- 
tions Commission  revoked  the  license  of  KFKB  on 
the  grounds  that  it  was  not  performing  a public 
service.  This  stopped  Brinkley  cold  for  a short  time 
since  his  chief  mode  of  advertising  was  gone.  How- 
ever, he  had  heard  of  a new  radio  station  located  on 
the  Rio  Grande  River  in  Mexico,  and  this  station 
was  even  more  powerful  than  his  own  station. 
Brinkley  made  arrangements  with  this  Mexican  sta- 
tion, XER,  to  carry  his  broadcasts  by  remote  control. 
He  rented  telephone  lines  from  Milford,  telephoned 
his  broadcasts  to  Mexico,  and  XER  beamed  them 
across  the  border  into  the  south  and  midwest  with 
impunity.  Brinkley  was  back  in  business  again. 

In  1931  he  decided  to  make  a last  ditch  stand  to 
regain  his  license  to  practice  in  Kansas.  He  filed  a 
civil  suit  asking  for  an  injunction  restraining  the 
action  of  the  Kansas  Medical  Board,  and  thus  restor- 
ing his  license.  The  case  was  heard  before  a federal 
judge  in  Utah,  and  an  opinion  upholding  the  medi- 
cal board  was  handed  down.  Thus  for  all  practical 
purposes  John  R.  Brinkley  was  through  as  a practi- 
tioner of  medicine  in  Kansas. 

Brinkley  was  down  but  not  quite  out.  He  was  still 
broadcasting  by  remote  control,  and  his  staff  was 
still  working  in  Milford.  The  Federal  Communica- 
tions Commission  delivered  the  coup  de  grace  in 
late  1931  when  it  passed  a ruling  directed  rather 
pointedly  at  Brinkley.  The  ruling  stated  that  the  use 
of  telephone  wires  to  carry  material  outside  of  the 
continental  United  States  for  the  purpose  of  broad- 
casting such  material  back  into  the  United  States  by 
way  of  a foreign  radio  was  illegal.  Brinkley  was 
out  of  business  in  Kansas. 

At  this  point  we  should  interject  one  of  the  high 
points  of  Brinkley’s  career,  for  it  dramatically  points 
up  the  shrewdness  of  the  man.  When  Brinkley  first 
became  aware  of  impending  difficulties  with  medical 
authorities  in  Kansas,  he  set  about  on  a much  more 
direct  route  to  defend  himself  against  what  he  knew 
was  bound  to  come.  Brinkley  decided  to  become  gov- 
ernor of  Kansas.  The  reasoning  was  sound.  If  he  were 
governor  he  would  be  in  a position  to  apply  legal 
and  political  leverage  against  those  who  opposed  him. 

The  year  1930  marked  Brinkley’s  first  and  most 
successful  attempt  to  gain  the  governorship.  He  filed 
late  in  the  campaign  and  was  not  successful  in  get- 
ting his  name  printed  on  the  official  ballot.  Brinkley 
campaigned  vigorously  with  a large  staff,  sound 
trucks,  airplanes,  and  his  own  special  $7,000  Cadillac. 
It  must  be  remembered  that  this  was  the  depth  of 
the  depression.  The  people  of  Kansas  were  hard  hit 
and  desperate  for  anyone  who  could  promise  them 
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better  times.  Brinkley  promised  everything.  He  ad- 
vocated free  school  books,  free  license  tags,  a lake 
in  every  county,  lower  taxes,  and,  according  to  his 
political  enemies,  a goat  in  every  back  yard. 

Brinkley  ran  a close  second  in  one  of  the  wildest 
gubernatorial  races  Kansas  has  ever  known.  There 
are  many  who  maintain  that  Brinkley  actually  won 
the  election.  Since  his  name  did  not  appear  on  the 
ballot,  it  had  to  be  written  in  by  the  voters.  The  elec- 
tion officials  ruled  that  only  the  name  J.  R.  Brinkley 
could  be  counted.  Consequently,  untold  numbers  of 
votes  were  thrown  out  because  his  name  was  writ- 
ten in  other  forms.  He  even  polled  20,000  votes  in 
Oklahoma,  and  he  was  running  in  Kansas.  It  was 
several  days  after  the  election  before  the  people  of 
Kansas  actually  knew  who  had  been  chosen  governor. 
As  it  turned  out,  Harry  Woodring  squeaked  in  by  a 
very  small  margin. 

In  1932  Brinkley  ran  again  as  an  Independent 
candidate,  this  time  with  his  name  on  the  ballot.  He 
again  campaigned  vigorously  with  every  resource  at 
hand.  Brinkley  desperately  wanted  to  be  governor. 
This  time,  however,  he  ran  a poor  third,  and  no  bal- 
lots were  thrown  out.  He  did  manage  to  split  the 
Democratic  vote  which  was  sweeping  the  nation 
behind  Franklin  Roosevelt,  thus  causing  the  defeat 
of  the  incumbent,  Woodring,  and  allowing  a Re- 
publican, Alf  Landon,  to  become  governor  of 
Kansas. 

Following  his  defeat  at  the  polls  in  1932,  with  his 
medical  license  gone  and  his  radio  station  out  of 
business,  Brinkley  said  farewell  to  Kansas  and  headed 
for  Texas.  He  probably  realized  from  the  onset  that 
he  could  not  hope  to  win  the  battle  in  Kansas.  As 
early  as  1930  he  had  begun  building  a new  Brink- 
ley  hospital  in  Del  Rio,  Texas,  a small  town  directly 
across  the  Rio  Grande  from  the  radio  transmitter 
XER.  Brinkley  was  shrewd.  He  fought  a delaying 
action  in  Kansas  with  every  legal  maneuver  possible, 
and  all  the  time  the  money  was  pouring  in  at  his 
hospital  in  Milford.  When  the  end  finally  came  in 
Kansas,  he  simply  moved  his  equipment  and  staff 
to  Texas  and  in  a short  while  was  in  full  operation 
again. 

Brinkley  was  a temperamental  person,  and  he  was 
quite  bitter  over  the  treatment  he  received  in  Kansas. 
He  sent  long  letters  to  thousands  of  persons  lament- 
ing the  abuse  and  suffering  which  had  been  directed 
at  him  by  the  medical  men  and  newspapers  of  Kan- 
sas. He  also  reminded  each  reader  that  he  was  still 
in  business  at  a new  location. 

The  story  of  Brinkley  in  Texas  is  pretty  much 
repetition  of  his  activities  in  Kansas.  Through  station 
XER  in  Villa  Acuna,  Mexico,  he  continued  his  medi- 
cal question  box,  and  at  his  new,  lavish  hospital 


in  Del  Rio  he  went  right  on  "rejuvenating”  old  men. 

He  added  new  ideas  from  time  to  time.  Intra- 
venous therapy  was  coming  into  its  own  by  1936, 
and  he  saw  financial  possibilities  there.  He  came  up 
with  an  intravenous  injection  of  "goat  gland  ex- 
tract” which  could  help  less  severe  cases  of  impo- 
tency.  It  required  three  injections,  and  each  injection 
cost  $100.  A few  skeptical  medical  men  finally  had 
an  ampule  of  the  solution  analyzed  by  the  chemical 
laboratory  of  the  American  Medical  Association.  A 
part  of  their  report  is  as  follows: 

"Analysis  of  Formula  Number  1020  of  J.  R. 
Brinkley , Al.D.  Each  ampule  contained  about  20  cc. 
of  a clear  solution  having  a sky  blue  color.  Spectro- 
graphic  analysis  indicated  the  presence  in  extremely 
small  amounts  of  such  metallic  elements  as  silicon, 
zinc,  iron,  copper,  sodium,  magnesium,  and  calcium. 
The  organic  blue  material  was  a dye  of  the  indigo 
type.  Such  a solution  is  essentially  water  to  which  has 
been  added  a dash  of  blue  dye.” 

Dr.  Fishbein  and  the  American  Medical  Associa- 
tion followed  Brinkley  to  Texas  with  their  attacks. 
It  was  not  long  after  his  arrival  in  Del  Rio  that  the 
Texas  State  Medical  Society  began  to  cause  trouble 
for  the  doctor.  But,  just  as  in  Kansas,  it  was  diffi- 
cult to  form  a legal  case  against  the  man,  and  for 
several  years  Brinkley  enjoyed  uninterrupted  success. 
He  built  a spectacular  mansion  in  Del  Rio  equipped 
with  neon  lights  which  flashed  "Dr.  J.  R.  Brinkley" 
in  the  front  yard.  He  lived  lavishly  with  a fleet  of 
automobiles,  diamonds,  and  two  yachts.  He  traveled 
in  Europe  and  reportedly  became  a millionaire  for 
the  second  time. 

The  first  real  blow  to  his  career  in  Texas  came 
when  the  Mexican  government  shut  down  radio 
station  XER.  The  United  States  State  Department 
was  directly  responsible  for  this.  Mexico  had  no  de- 
sire to  eliminate  the  American  dollars  that  Brinkley 
was  pouring  into  XER.  A long  series  of  diplomatic 
negotiations  in  which  the  United  States  Department 
of  State  had  to  resort  to  rather  strong  language 
finally  forced  the  Mexican  government  to  take  action 
against  XER.  This  of  course  was  a severe  blow  to 
Brinkley’s  advertising. 

By  1940,  with  his  radio  station  gone  and  with 
the  medical  people  of  Texas  hot  on  his  trail,  Brink- 
ley’s establishment  at  Del  Rio  was  beginning  to  fal- 
ter. Particularly  disturbing  at  this  time  were  a num- 
ber of  large  damage  suits  on  file  against  him  by 
disgruntled  patients.  His  income  had  dropped  alarm- 
ingly, and  he  had  found  it  necessary  to  dispose  of 
his  yachts  and  some  of  his  cars. 

Realizing  that  his  success  in  Texas  was  about  at 
an  end,  Brinkley  made  plans  to  move  to  a new  loca- 
tion. He  purchased  a country  club  in  Little  Rock, 
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Arkansas,  and  began  the  organization  of  a new 
Brinkley  Hospital.  He  moved  his  staff  to  Little  Rock, 
but  this  hospital  never  got  into  full  operation.  He 
did  manage  to  distribute  considerable  literature 
through  the  United  States  mails  from  the  Little  Rock 
location,  and  this  proved  very  shortly  to  be  a rather 
bad  mistake. 

Meanwhile,  back  in  Texas  he  had  suffered  several 
rather  severe  setbacks.  Several  of  the  large  damage 
suits  had  been  returned  in  favor  of  the  plaintiff,  and 
in  early  1941  Brinkley  was  forced  to  file  voluntary 
bankruptcy.  He  listed  debts  of  $1,118,000  and  assets 
of  $316,000.  For  lack  of  funds  he  was  forced  to 
close  the  doors  of  his  new  hospital  in  Little  Rock 
after  only  a few  months  of  operation.  Brinkley’s 
empire  was  crumbling  around  him. 

During  the  spring  and  summer  of  1941,  Brinkley 
was  occupied  with  bankruptcy  proceedings  and  dam- 
age suits.  Trouble  poured  in  from  every  angle.  Sev- 
eral additional  damage  suits  against  him  had  been 
filed,  and  because  of  these  pending  legal  actions 
Brinkley  was  finding  it  convenient  to  take  an  ex- 
tended vacation  from  the  state  of  Texas. 

In  August,  1941,  while  sojourning  in  Kansas  City, 
Brinkley  suffered  a blood  clot  in  an  artery  of  one 
leg.  Gangrene  resulted,  and  it  became  necessary  as 
an  emergency  procedure  to  amputate  one  leg. 

One  month  later,  while  he  was  still  convalescing  at 
Research  Hospital  in  Kansas  City,  the  long  arm  of 
the  federal  government  finally  caught  up  with  Brink- 
ley.  He  was  arrested  by  a United  States  marshal  on 
September  23,  1941,  on  a charge  of  using  the  United 
States  mail  to  defraud.  It  was  the  last  shipment  of 


literature  from  Little  Rock  which  had  caused  the 
federal  government  to  act.  Brinkley  accepted  the 
challenge,  and  from  his  hospital  bed  he  informed 
his  public  that  he  would  answer  the  charges  and 
emerge  victorious. 

Brinkley  returned  to  his  home  in  Del  Rio,  but  ill 
health  continued  to  plague  him.  He  was  scheduled 
for  trial  late  in  the  spring  of  1942,  but  he  never 
had  to  answer  the  charges.  He  died  from  a heart 
attack  on  May  26,  1942,  at  the  age  of  56. 

Brinkley  was  a genius — a blatant,  egocentric, 
supershowman.  No  one  can  deny  that  he  possessed 
a fair  amount  of  basic  medical  knowledge.  If  he  had 
chosen  to  apply  his  abilities  toward  legitimate  fields 
of  endeavor,  he  might  have  made  a notable  contri- 
bution in  the  field  of  medicine.  As  it  is,  medical 
history  remembers  him  only  to  condemn  him. 

And  so  ends  the  story  of  the  goat  gland  surgeon, 
John  R.  Brinkley. 

102  East  Forest 
Girard,  Kansas 
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If  one  would  understand  older  people,  one  should  first  forget  age.  Oldness 
is  not  so  much  passing  a certain  birthday  as  it  is  the  rearrangement  of  a com- 
plicated set  of  physical,  mental,  social  and  economic  circumstances.  One  must 
not  label  a man  who  has  lived  a lot  of  years  as  an  old  person.  For  an  individual 
who  has  early  formed  good  habits  of  living,  picked  up  the  important  techniques 
of  adjustment  and  acquired  a good  attitude  or  philosophy,  life  continues  to 
be  an  ever-increasing  adventure  in  development.  Development  can  continue  at 
sixty,  seventy  and  eighty  as  surely  as  it  did  in  youth. — William  B.  Terhune 


Huge  Inguinoscrotal  Hernia 

Surgical  Repair  in  One-Stage  Procedure 

DONALD  R.  DAVIS,  M.D.,  Mission,  and  WILLIAM  BROWN,  M.D.,  Paola 


It  is  uncommon  to  encounter  huge  inguinoscrotal 
hernia  in  this  day  and  age  because  most  persons  suf- 
fering from  inguinal  hernia  undergo  early  surgical 
repair.  Occasionally,  however,  inguinal  hernias  will 
be  neglected  because  of  lack  of  intelligence  on  the 
part  of  the  patient,  poor  physician  advice,  or  some 
intercurrent  medical  condition  prohibiting  correc- 
tive surgery.  The  repair  of  voluminous  inguinal  her- 
nias is  always  a major  surgical  undertaking,  and,  as 
a rule,  the  surgical  difficulties  encountered  are  di- 
rectly proportional  to  the  size  of  the  hernia. 

In  addition  to  profound  alteration  of  anatomical 
relationships,  certain  changes  occur  in  the  abdomi- 
nal wall  which  frequently  cause  formidable  prob- 
lems for  the  surgeon.  When  a portion  of  viscera  has 
been  extruded  outside  the  abdominal  cavity  for  a 
long  period  of  time,  as  occurs  with  a huge  hernial 
sac,  the  parietes  of  the  intra-abdominal  cavity  are 
adjusted  to  the  visceral  contents  remaining  within 
it.  In  such  an  instance  there  exist,  in  fact,  two  sepa- 
rate cavities.  The  intra-abdominal  and  extra-abdominal 
cavities  are  connected  by  a narrow  channel,  the  her- 
nial neck,  to  form  an  "hourglass”  type  of  peritoneal 
cavity.  Because  of  the  contracted  nature  of  the 
intra-abdominal  cavity,  difficulty  is  frequently  experi- 
enced at  operation  in  reducing  displaced  organs  into 
the  abdomen  because  of  inadequate  space.  With  re- 
gard to  this  disturbing  situation  it  has  been  said  the 
viscera  "forfeits  the  right  of  domicile.” 

The  necessary  extensive  handling  of  viscera  and 
resultant  increase  in  intra-abdominal  pressure  with 
reduction  in  these  cases  may  precipitate  a state  of 
shock.  Also,  these  factors  may  contribute  to  a stub- 
born variety  of  postoperative  ileus. 

Massive  inguinoscrotal  hernias  frequently  have  a 
sliding  component  on  one  or  both  sides,  more  fre- 
quently on  the  left  where  the  mesosigmoid  may  actu- 
ally make  up  a portion  of  the  sac  wall.  Anatomical 
structures  to  be  used  in  repair  are  usually  greatly 
distorted,  altered  in  texture,  and  of  poor  substance 
for  reconstruction  into  a satisfactory  barrier  against 
recurrence  of  hernia.  The  increased  susceptibility  of 
these  patients  to  thrombophlebitis,  phlebothrombosis, 
and  pulmonary  embolism  should  not  escape  mention. 

The  following  case  seems  worthy  of  reporting 

Presented  before  a meeting  of  the  Miami  County  Medi- 
cal Society,  March  27,  1956. 


because  it  represents  a truly  massive  bilateral  inguino- 
scrotal hernia  treated  successfully  with  primary  (one- 
stage)  surgical  repair  following  a five-day  preopera- 
tive period  of  scrotal  suspension  and  partial  gravita- 
tional reduction. 

CASE  REPORT 

Mr.  G.  K.,  a 66-year-old  white  farmer,  was  admit- 
ted to  the  Miami  County  Hospital,  November  29, 
1955,  complaining  of  a "big  hernia”  of  15  years 
duration,  crampy  abdominal  pain,  shortness  of  breath, 


Although  huge  inguinoscrotal  hernias 
are  seldom  seen  today,  an  occasional 
patient  is  incapacitated  because  of  the 
size  of  such  a lesion.  Surgical  repair  is 
not  impossible  on  the  basis  of  size  alone. 
The  patient  here  described  was  returned 
to  a productive,  comfortable  life. 


vomiting,  abdominal  distension,  and  constipation  of 
several  days  duration.  Similar  symptoms,  though  less 
severe,  had  been  present  at  various  intervals  for  sev- 
eral months.  He  was  barely  able  to  walk  without 
assistance,  and  he  shuffled  along  in  a stooped-over 
fashion,  his  legs  widely  splayed  and  his  suspenders 
extended  to  their  limits  to  allow  room  in  the  crotch 
of  his  overalls  for  the  watermelon-sized  mass  be- 
tween his  thighs.  He  was  in  obvious  distress  and 
was  immediately  put  to  bed. 

In  1941  he  discovered  a finger-sized  mass  in  the 
right  groin.  He  consulted  his  family  physician,  but 
no  treatment  was  advised.  The  mass  gradually  in- 
creased in  size,  and  in  1944  a similar  swelling^ap- 
peared  in  the  left  groin.  Once  again  he  consulted 
his  family  doctor,  and  still  no  treatment  was  advised. 
Both  masses  became  steadily  greater  in  size,  and  in 
1948  he  consulted  a different  physician  and  was  told 
the  hernias  were  too  large  to  repair  surgically.  The 
hernias  became  "very  large”  during  1950  and  1951, 
and  since  that  time  he  had  been  unable  to  do  the 
chores  about  his  farm.  Both  hernias  have  been  irre- 
ducible for  seven  or  eight  years. 

He  consulted  one  of  us  (W.  B.)  several  weeks 
before  this  admission,  and  at  that  time  he  was  found 
to  be  suffering  from  cardiac  decompensation  of  a 
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mild  order.  The  huge  hernias  were  noted,  and  plans 
for  surgical  repair  were  discussed. 

For  several  months  previous  to  admission,  he  said, 
he  had  experienced  episodes  of  symptoms  suggestive 
of  partial,  intermittent  intestinal  obstruction.  Until 
the  most  recent  episode,  however,  his  symptoms  had 
subsided  spontaneously  at  home  with  bed  rest. 

Examination  revealed  a well-developed,  somewhat 
obese,  white  male  in  acute  distress  with  abdominal 
pain.  His  temperature  was  99.6  degrees  Fahrenheit, 
his  pulse  88  per  minute,  his  respiration  26  per  min- 
ute, and  his  blood  pressure  200/100  mm.  Hg.  A 
soft,  blowing,  systolic  murmur  could  be  heard  over 
the  fifth  interspace  on  the  right,  his  lungs  were  dear 
to  percussion  and  auscultation,  and  grade  1 (on  the 
basis  of  4)  pitting  edema  was  noted  in  both  lower 
extremities.  His  abdomen  was  moderately  distended 
with  gas,  and  high-pitched  peristaltic  rushes  could 
be  heard  on  auscultation.  No  abdominal  masses  were 
noted,  muscle  guarding  was  absent,  and  rebound 
phenomenon  was  negative. 

The  huge  bilateral  inguinoscrotal  hernias  extended 
very  nearly  to  the  inner  aspect  of  his  knees,  the 
scrotal  skin  presented  an  orange  rind  appearance 
with  pitting  edema,  and  the  penis  was  lost  in  a tunnel 
of  skin  reminiscent  of  textbook  pictures  of  scrotal 
elephantiasis  caused  by  filarial  infestations  (Figure 
1 ) . Peristaltic  waves  could  be  visualized  over  most 
of  the  scrotum.  Considerable  tenderness  was  noted 
throughout  the  scrotal  mass,  and  patchy  areas  of 
moist  dermatitis  caused  by  poor  hygiene  were  present. 

The  laboratory  report  showed  a red  blood  count 
of  4,620,000,  a white  count  of  9,600,  and  hemo- 
globin of  14.0  grams.  Differential  count  yielded  80 
per  cent  segmented  polymorphonuclear  leucocytes, 
16  per  cent  lymphocytes,  and  4 eosinophiles.  Urinal- 
ysis showed  a specific  gravity  of  1.023,  pH  6,  1+ 
albumin,  and  positive  tests  for  acetone  and  diacetic 
acid.  Urine  sugar  was  not  present,  and  microscopic 
examination  was  negative.  VDRL  was  negative,  non- 
protein nitrogen  was  36.5  mg.  per  cent,  and  urea 
nitrogen  18.1  mg.  per  cent. 

It  was  apparent  the  patient  suffered  from  inter- 
mittent partial  intestinal  obstruction,  caused  by  his 
incarcerated  hernias,  and  had  done  so  at  various  in- 
tervals for  several  months.  Because  of  the  massive 
size  of  his  hernias  and  associated  scrotal  edema,  and 
the  general  poor  condition  of  the  patient,  it  was  our 
opinion  that  emergency  attempts  at  surgical  reduction 
would  be  unsatisfactory  and  extremely  dangerous. 
Accordingly,  we  decided  to  place  the  patient  in  a 
position  favorable  for  gravitational  reduction  because 
we  felt  his  symptoms  of  obstruction  would  abate  as 
scrotal,  mesenteric,  and  visceral  edema  subsided  and 
partial  reduction  was  accomplished.  A Foley  catheter 
was  placed  in  the  bladder  for  continuous  drainage, 


and  his  hernias  were  elevated  in  a sling  fashioned 
from  turkish  towels  suspended  with  ropes  from  the 
outrigging  of  a fracture  bed  (Figure  2).  Moderate 
Trendelenberg  position  was  maintained. 

In  this  manner  the  peritoneal  "hourglass”  was 
tipped  upside  down,  so  to  speak,  placing  the  abdom- 
inal cavity  in  a position  dependent  to  the  hernial 
sacs.  Time  was  then  allowed  for  gravitational  reduc- 
tion of  hernial  contents  and  resorption  of  edema 
fluid. 

Symptoms  of  intestinal  obstruction  subsided 
promptly,  and  he  showed  signs  of  general  improve- 
ment. He  was  placed  on  a maintenance  dose  of  digi- 
toxin,  0.2  mg.  daily,  supported  with  intravenous 
feedings  for  two  days,  and  thereafter  he  was  able  to 
take  his  fluid  and  food  by  mouth.  Serpasil,  0.25  mg. 
was  administered  four  times  daily,  and  he  was  placed 
on  a salt-free  diet  because  of  hypertensive  cardio- 
vascular disease.  Steady  improvement  ensued  with 
diminution  of  scrotal  edema  and  the  size  of  his 
hernias.  It  was  estimated  that  approximately  25-35 
per  cent  of  hernial  contents  were  repositioned  within 
the  abdomen  by  the  scrotal  suspension  method.  On 
the  fifth  day  after  admission  to  the  hospital,  the 


Figure  1.  Preoperative  photograph  taken  after  four 
days  of  treatment  with  scrotal  suspension  and  mild 
Trendelenberg  position  (see  Figure  2).  It  is  estimated 
the  hernia  was  25-35  per  cent  larger  than  this  on  ad- 
mission. Note  the  well-outlined  coils  of  intestine  within 
the  scrotum. 
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Figure  2.  Scrotal  suspension  apparatus  fashioned 
from  turkish  towels  and  fastened  with  ropes  to  the 
outrigging  of  a fracture  bed.  This  appliance  was  used 
with  mild  Trendelenberg  position  for  five  days  prior 
to  surgery. 

patient  was  submitted  to  bilateral  hernia  repair  as 
a one-stage  procedure  under  high  single-shot  spinal 
anesthesia  with  20  mg.  of  pontocaine  hydrochloride. 

Repair  of  the  right  hernia:  The  operation  was 
begun  with  a standard  oblique  incision  on  the  right 
and  the  aponeurosis  of  external  abdominal  oblique 
muscle  divided  superiorward  from  the  external  in- 
guinal ring.  The  hernia  sac  was  opened,  separated 
from  the  spermatic  cord,  and  dissected  free  down 
to  its  neck  which  occupied  a position  lateral  to  the 
inferior  epigastric  vessels  (an  indirect  hernia).  Care 
was  taken  not  to  injure  or  handle  excessively  the 
extruded  viscera  which  consisted  of  greater  omentum, 
many  coils  of  small  intestine,  the  cecum,  appendix, 
and  a portion  of  ascending  colon.  While  reduction 
was  being  attempted,  the  visceral  mass  was  supported 
gently  with  warm  saline  packs  to  prevent  excessive 
drag  on  its  mesentery. 

Efferent  ileum  and  afferent  ascending  colon  were 
identified,  the  patient  was  placed  in  steep  Trendelen- 
berg position,  and  reduction  was  started  on  the  ileal 
side,  replacing  intestines  a coil  at  a time  until  all 
displaced  viscera  had  been  returned  to  the  abdominal 
cavity.  Little  difficulty  was  encountered.  The  sac  was 
then  dissected  out  by  blunt  and  sharp  dissection  and 
its  neck  closed  by  means  of  a purse-string  suture  of 
#0  chromic  catgut.  After  the  sac  was  amputated, 
its  ligated  neck  was  transfixed  behind  the  rectus 
sheath.  An  Andrews-Bassini  repair  was  carried  out, 
sewing  the  conjoined  tendon  to  the  reflected  portion 
of  Poupart’s  ligament  with  interrupted  #00  silk. 
The  aponeurosis  of  external  abdominal  oblique 
muscle  was  then  closed  over  the  spermatic  cord  with 
imbrication. 


The  tunica  vaginalis  consisted  of  a hydrocele  con- 
taining approximately  250  cc.  of  fluid  and  was 
treated  with  a Bottle  operation.  Drainage  was  estab- 
lished by  means  of  a Penrose  tube  emitting  through 
a stab  wound  at  the  most  dependent  portion  of  the 
scrotum. 

If  difficulty  had  been  encountered  in  reducing  the 
right  hernia,  it  was  our  plan  to  terminate  the  opera- 
tion after  completion  of  the  right  side  and  repair 
the  left  hernia  at  a later  date.  Because  of  excellent 
anesthesia  and  short  operating  time  on  the  right 
hernia,  and  the  general  satisfactory  condition  of  the 
patient,  we  elected  to  repair  the  left  hernia  and  com- 
plete the  operation  as  a one-stage  procedure. 

Repair  of  the  left  hernia:  The  left  hernia  was 
approached  in  a manner  similar  to  that  for  the  right 
side.  When  the  sac  was  opened,  it  was  found  to 
contain  many  loops  of  small  intestine  and  a sliding 
hernia  of  the  sigmoid  colon,  the  sigmoid  mesocolon 
making  up  a large  portion  of  the  posterio-lateral 
aspect  of  the  sac  wall.  After  reduction  of  small  intes- 
tine was  accomplished,  the  anatomical  relationships 
of  hernia  sac,  sigmoid  colon,  and  mesosigmoid  were 
noted  carefully.  Reduction  of  sigmoid  colon  and 
mesosigmoid  was  accomplished  by  the  method  of 
Williams,5  and  all  denuded  areas  were  peritonized 
before  repositioning  the  sigmoid  and  mesosigmoid 
back  into  the  abdomen. 

Because  the  abdominal  rent  was  large  (7x8  cms.), 
orchidectomy  was  done  as  a part  of  the  repair.  The 
sac  was  dissected  out  from  its  scrotal  confines,  purse- 
stringed at  its  neck  with  #0  chromic  catgut,  then 
amputated  together  with  the  testicle  and  spermatic 
cord,  dividing  the  cord  at  the  inferior  brim  of  the 
hernia  opening.  The  ligated  neck  of  the  sac  was 
transfixed  behind  the  rectus  sheath,  and  the  con- 
joined tendon  was  sutured  to  the  reflected  portion  of 
Poupart’s  ligament  with  #00  silk.  After  closing  the 
aponeurosis  of  external  abdominal  oblique  muscle, 
imbricating  its  superior  and  inferior  leaves,  de- 
pendent drainage  was  established  as  on  the  opposite 
side. 

The  scrotum,  which  had  been  greatly  stretched 
from  prolonged  internal  distention,  was  wrapped  in 
gauze  and  incorporated  into  the  dressing  above  the 
abdomen.  No  effort  was  made  to  excise  redundant 
skin. 

At  no  time  during  operation  did  the  patient  show 
siens  of  shock,  and  his  condition  was  excellent  at 
the  end  of  the  procedure.  Careful  attention  was  paid 
to  his  blood  pressure  during  the  postoperative  period. 
He  was  given  fluids  parenterally,  penicillin  and  dihy- 
drostreptomycin were  given  to  combat  wound  infec- 
tion, and  continuous  bladder  drainage  was  main- 
tained by  Foley  catheter.  His  immediate  postoperative 
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Figure  3.  Postoperative  photograph  taken  four 
months  after  surgical  repair.  Note  how  near  the  scro- 
tum has  returned  to  normal  and  the  minimal  amount 
of  skin  redundancy. 

course  was  smooth,  and  on  the  third  postoperative 
day  he  was  permitted  to  sit  in  a bedside  chair.  There- 
after, ambulation  was  steadily  increased  until  his 
dismissal  from  the  hospital  on  the  14th  postoperative 
day. 

Since  leaving  the  hospital  the  patient  has  made 
favorable  progress  and  is  now  able  once  again  to 
participate  in  normal  activities  about  his  farm.  The 
personality  change  observed  in  this  man  is  notewor- 
thy; his  mood  has  changed  from  one  of  depression, 
introversion,  worry,  fear,  and  even  shame,  to  that 
of  a man  full  of  hope  and  vigor  with  a great  deal  of 
enthusiasm  for  life.  Too,  his  cardiac  status  has  im- 
proved remarkably  since  operation,  and  further  im- 
provement can  be  expected.  The  patient  was  exam- 
ined on  March  27,  1956,  and  the  sites  of  both  hernia 
repairs  were  found  firmly  healed  and  secure.  Scrotal 
redundancy  has  reduced  greatly,  having  returned  to 
nearly  a normal  state  (Figure  3). 

DISCUSSION 

This  man  was  completely  incapacitated  for  useful 
life  because  of  huge  inguinoscrotal  hernias.  He  had 
been  declared  "inoperable”  in  pursuit  of  surgical 


help.  He  was  truly  a miserable  person,  mentally  as 
well  as  physically,  and  he  was  faced  with  certain 
life-threatening  complications  suggesting  to  him  his 
end  was  near.  With  the  patient’s  full  knowledge  of 
the  risks  involved,  surgical  treatment  was  successfully 
carried  out  and  the  patient  was  returned  to  a pro- 
ductive, comfortable  life. 

Several  methods  of  dealing  with  "contraction”  of 
the  abdominal  cavity  associated  with  large  hernias 
of  long  standing  have  been  advocated  in  the  past 
and  are  still  used  today  in  selected  cases.  Preoperative 
pneumoperitoneum  to  stretch  out  the  abdominal  cav- 
ity, resection  of  a portion  of  extruded  viscera,  the 
production  of  a ventral  hernia  as  a safety  valve,  and 
staging  of  the  operation  have  been  the  most  popular. 
We  are  of  the  belief  that  much  can  be  accomplished 
to  overcome  the  problem  in  many  instances  by  scrotal 
suspension  for  a few  days  to  allow  for  gravitational 
reduction  of  hernia  contents  and  resorption  of  scrotal, 
mesenteric,  and  visceral  edema.  Steep  Trendelenberg 
position  and  complete  abdominal  relaxation  are  man- 
datory for  successful  operation. 

While  certain  inguinoscrotal  hernias  may  appear 
inoperable  because  of  their  huge  size,  we  are  of  the 
opinion  it  is  incorrect  to  judge  such  hernias  inoper- 
able on  the  basis  of  their  size  alone.  Walters  and 
Baskin,4  Thorek,3  Glasser  and  Mersheimer,1  Sica,2 
and  others  agree  with  this  view  and  point  out  that 
great  improvements  have  evolved  in  recent  years 
regarding  the  safety  with  which  such  formidable  op- 
erations may  be  undertaken.  While  we  realize  the 
repair  of  such  surgical  curiosities  is  not  without  dan- 
ger to  the  patient,  we  are  also  impressed  with  the 
many  dangers  associated  with  the  non-operative  treat- 
ment of  huge  hernias.  Accordingly,  it  is  our  feeling 
that,  barring  some  medical  contraindication  to  safe 
operation,  all  patients  with  huge  inguinoscrotal  her- 
nias should  be  considered  candidates  for  surgical 
repair. 

Donald  R.  Davis,  M.D. 

5830  Nall  Avenue 
Mission,  Kansas 

William  Brown,  M.D. 

Paola,  Kansas 
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Obstetrical  Training 

Scope  of  Work  and  Experience  in  Medical  School , 
Internship , Residency , and  Practice 

WILLIAM  C.  KEETTEL,  M.D.,  /oicn  C/ty 


As  physicians  deeply  interested  in  obstetrics  and 
gynecology,  we  can  be  justly  proud  of  the  progesssive 
attitude  of  our  specialty,  manifested  in  many  ways. 
The  American  Board  of  Obstetrics  and  Gynecology 
was  one  of  the  first  organized  to  improve  the  training 
and  qualifications  of  the  specialist.  For  many  years 
those  in  our  specialty  have  been  interested  in  mater- 
nal and  infant  mortality  surveys,  and  marked  im- 
provement in  maternal  and  perinatal  mortality  has 
resulted  from  such  studies.  It  is  interesting  to  note 
that  these  activities  were  started  years  before  "tissue 
committees”  were  being  considered.  Obstetrical  de- 
partments in  most  hospitals  have  been  adequately 
organized,  and  obstetricians  have  long  recognized 
the  need  for  regulations  concerning  consultations  and 
the  management  of  complicated  problems. 

Residency  programs  for  individuals  interested  in 
specialty  training  in  obstetrics  and  gynecology  have 
been  well  organized  and  directed,  and  for  that  rea- 
son need  not  concern  us.  However,  whether  or  not 
the  average  general  physician  has  a similar  oppor- 
tunity for  adequate  training  in  obstetrics  is  worthy 
of  our  consideration. 

In  a rural  state  such  as  Iowa  there  are  approxi- 
mately 40  certified  specialists  in  the  larger  cities. 
These  physicians  care  for  and  deliver  between  8,000 
and  9,000  patients  per  year.  Twelve  per  cent  of 
the  deliveries  are  performed  by  them,  and  88  per 
cent  are  performed  by  general  physicians.  A fur- 
ther breakdown  of  these  statistics  reveals  that 
the  majority  of  deliveries  are  done  by  physicians 
performing  less  than  50  deliveries  per  year.  Thus, 
almost  90  per  cent  of  the  obstetrical  care  is  given 
by  the  physician  in  general  practice.  We  in  Iowa  feel 
this  is  a healthy  trend  and  that  normal  obstetrics 
should  continue  to  be  an  integral  part  of  the  general 
practitioner’s  practice,  particularly  in  rural  areas. 

In  the  midwest  home  deliveries  are  uncommon,  so 
98.1  per  cent  of  births  occur  in  hospitals.  Many 
of  these  hospitals  (49  per  cent)  are  in  communities 
of  fewer  than  5,000  people.  These  small  community 
hospitals  are  of  50-bed  size  or  smaller,  many  having 
been  built  since  the  war  with  federal  matching  funds. 

Presented  at  a meeting  of  the  Kansas  Obstetrical  Society, 
Topeka,  May  1,  1956. 


They  are  often  beautifully  equipped,  with  all  the 
newest  instruments  for  performing  the  more  com- 
plicated surgical  procedures.  Unfortunately,  such 
vitally  important  adjuncts  as  adequate  nursing  per- 
sonnel, proper  anesthesia,  and  prompt  availability 
of  blood  are  often  lacking.  Despite  these  disadvan- 
tages, hospital  facilities  are  usually  adequate  for 
good  obstetrical  care. 

Some  will  say,  "Granted  these  are  facts,  this  is 
not  a serious  problem  as  there  is  always  a specialist 
available  to  serve  as  a consultant  for  the  complicated 
patient.”  To  a certain  extent  this  is  true.  However, 
in  certain  communities  the  obstetrician  and  gyne- 


This  sliuly  points  up  deficiencies  in 
our  present  training  pattern,  outlines 
the  need  for  a new  type  of  study,  and 
suggests  a program  for  the  future. 


cologist  does  not  serve  as  the  consultant.  There  are 
many  reasons  for  this.  One  may  be  that  the  obste- 
trician delivers  a number  of  uncomplicated  better 
paying  patients;  another  is  the  fear  that  the  referred 
patient  will  often  stay  with  the  specialist.  Thus, 
the  practitioner  may  choose  the  general  surgeon  as 
his  consultant  for  both  obstetrical  and  gynecological 
problems  since  he  is  not  considered  a competitor. 

The  next  question  we  must  ask  ourselves  is,  "Will 
this  trend  in  rural  obstetrics  continue?”  It  would 
seem  that  the  answer  must  be  in  the  affirmative  since 
at  present  it  is  economically  unprofitable  for  the 
specialist  to  locate  in  smaller  communities.  But,  with 
the  trend  in  medical  practice  for  several  doctors  to 
associate  or  to  form  small  clinic  groups,  there  will  be 
a decrease  in  the  number  of  individual  physicians 
doing  obstetrics.  In  these  smaller  groups  one  physi- 
cian may  have  an  interest  in  several  different  branches 
of  medicine,  and  this  permits  him  to  keep  up  with 
advances  in  several  fields. 

All  of  us  have  known  and  greatly  admired  certain 
general  physicians  who  have  developed  a special  in- 
terest in  obstetrics  and  over  the  years  have  con- 
tributed much  toward  improving  the  quality  of  med- 
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icine  in  their  communities.  These  men  often  deliver 
a large  number  of  babies  and  in  addition  serve  as 
consultants  to  many  of  their  colleagues.  In  practical 
knowledge  and  know-how  they  are  often  the  equal 
of  qualified  specialists.  Unfortunately,  there  are  not 
enough  physicians  of  this  type  in  any  state. 

Let  us  now  briefly  consider  the  obstetrical  training 
of  the  average  generalist  to  see  why  men  of  the  type 
mentioned  above  are  not  more  numerous.  His  med- 
ical school  training  has  been  carefully  scrutinized,  so 
there  is  surprising  uniformity  in  his  academic  experi- 
ence. He  had  a series  of  lectures  on  normal  obstetrics 
during  his  sophomore  year.  In  the  junior  year  of 
medicine  he  heard  lectures  on  abnormal  obstetrics  and 
gynecology;  in  addition,  he  served  as  a clinical  clerk. 
In  either  the  third  or  fourth  year  he  delivered  some 
patients,  the  number  depending  upon  the  volume  of 
charity  patients.  Between  the  junior  and  senior  year, 
if  his  medical  school  had  a preceptor  program,  he  re- 
ceived additional  obstetrical  experience.  This  seemed 
particularly  valuable  to  him  for  it  emphasized  the 
importance  of  common  problems.  Thus,  in  medical 
school  he  received  thorough  didactic  training  and 
was  well  grounded  in  scientific  fundamentals.  After 
this  training  he  was  duly  graduated  and  was  ex- 
pected during  his  internship  to  gain  the  necessary 
practical  experience  for  licensure. 

What  type  of  training  did  he  receive  during  intern- 
ship? Internship  was  devised  25  years  ago  to  provide 
a means  of  bridging  the  gap  between  didactic  teach- 
ing and  practical  experience.  During  that  particular 
phase  of  medical  education  it  served  a useful  pur- 
pose, but  today  the  medical  student  has  had  clerk- 
ships in  both  the  junior  and  senior  years  and  has 
actually  performed  the  duties  of  an  intern  on  many 
of  the  services. 

Thus,  the  internship  has  not  basically  changed  and 
has  not  kept  abreast  with  other  advances  in  medical 
education,  nor  has  it  been  as  carefully  supervised 
and  organized  as  specialty  or  medical  school  training. 
If  the  medical  student  chooses  to  intern  at  a univer- 
sity hospital,  he  finds  himself  competing  with  the 
resident  and  the  senior  clerk  on  the  ward,  and  he 
soon  feels  he  has  little  responsibility  for  treatment 
of  the  patient  and  often  loses  interest. 

On  the  other  hand,  if  he  chooses  to  intern  in  a 
private  hospital,  he  no  doubt  will  receive  an  attractive 
salary  but  may  find  himself  doing  chiefly  histories  and 
physical  examinations.  He  further  learns  that  he  can- 
not direct  treatment  and  is  permitted  little  individual 
initiative.  Often  there  is  no  planned  teaching  pro- 
gram for  him,  and  in  reality  he  is  doing  clerical 
work  so  that  the  hospital  records  will  meet  the  re- 
quirements of  an  accrediting  board.  He  may  perform 


a few  deliveries  on  charity  cases  or  when  the  physi- 
cian does  not  arrive  at  the  hospital. 

It  should  be  realized  that  many  of  these  statements 
are  relative  and  are  mentioned  only  to  emphasize 
important  points.  There  are  many  excellent  intern- 
ship programs  in  university,  city,  county,  and  private 
hospitals.  But  we  must  ask  ourselves,  "Are  there 
enough  of  these  excellent  training  programs  and  do 
these  meet  all  the  needs  for  training  of  the  general 
physician?  Do  they  give  enough  practical  experience 
in  obstetrics  and  office  gynecology?” 

To  solve  this  problem  it  would  seem  there  are  a 
number  of  things  that  can  be  done.  First,  serious 
thought  must  be  given  to  revising  and  improving 
the  quality  and  the  type  of  training  received  during 
internship.  Secondly,  some  of  our  residency  pro- 
grams could  be  individualized  to  meet  the  needs  and 
desires  of  physicians  being  trained  and  the  needs 
of  the  community. 

The  person  interested  in  teaching  or  wishing  to 
practice  a strict  specialty  in  a larger  city  might  profit 
by  four  years  of  training.  Those  interested  in  addi- 
tional training  beyond  an  internship  but  not  desiring 
complete  specialty  training  could  be  given  six  months 
of  obstetrics  and  office  gynecology  and  six  months 
of  pediatrics. 

Attempts  have  been  made  to  start  general  practice 
residencies,  but  so  often  they  are  in  competition  with 
an  intern  and  specialist  program  and  offer  only  token 
experience.  A better  alternative  would  be  a carefully 
directed  program  in  a well  qualified  service  devoted 
to  six  months  in  obstetrics  with  good  gynecologic  out- 
patient experience  and  six  months  of  pediatrics.  This 
would  be  invaluable  after  an  internship.  These  physi- 
cians then  could  go  out  to  rural  areas  not  as  special- 
ists but  as  general  physicians  interested  in  obstetrics 
and  pediatrics.  They  could  practice  alone  or  in  asso- 
ciation with  a group  of  doctors.  Many  will  say  this 
poses  the  possibility  of  these  physicians  acting  as 
specialists  and  performing  gynecological  surgery.  Ad- 
mittedly there  is  that  danger,  but  this  can  be  mini- 
mized if  individuals  so  trained  are  properly  selected. 

General  physicians  interested  in  obstetrics  should 
have  a society  for  scientific  advancement.  It  would 
seem  that  our  state  obstetrical  and  gynecological  soci- 
eties should  serve  this  purpose.  (However,  in  certain 
areas,  membership  in  these  state  societies  is  restricted 
to  those  with  board  qualifications.)  At  these  meetings 
members  of  the  society  should  be  encouraged  to  dis- 
cuss and  present  papers.  One  will  be  surprised  at  the 
excellence  of  their  presentations.  At  a recent  com- 
bined refresher  course  and  meeting  of  our  state  soci- 
ety, many  of  those  attending  felt  papers  given  by  our 
society  members  were  more  informative  than  those 
given  by  our  guest  speakers. 
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Since  the  majority  of  obstetrical  patients  in  rural 
states  will  continue  to  be  cared  for  by  the  generalist, 
this  phase  of  training  should  be  carefully  reviewed. 
Is  it  realistic  of  those  in  our  specialty  to  spend  so 
much  time  and  effort  in  undergraduate  teaching  of 
obstetrics  and  gynecology  and  then  offer  so  little 
experience  to  the  generalist  who  will  do  the  major 
share  of  obstetrics? 

In  this  brief  discussion  an  attempt  has  been  made 
to  point  out  deficiencies  in  our  internship  programs. 
Is  there  a need  for  revision  of  our  thoughts  concern- 


ing the  internship?  Perhaps  there  is  a place  for  an 
intermediary  type  training  for  those  interested  in 
obstetrics  who  wish  to  live  in  small  communities  un- 
able to  support  specialists.  It  is  suggested  that  six 
months  of  training  in  obstetrics  and  six  months  in 
pediatrics  after  an  internship  would  provide  excellent 
training  for  physicians  who  would  fulfill  a need  in 
our  rural  areas. 

Department  of  Obstetrics  and  Gynecology 
State  University  of  Iowa  Hospitals 
Iowa  City,  Iowa 


Kaw  Valley  Heart  Association 

Report  on  a Health  Education  Experiment 

E.  GREY  DIMOND,  M.D.,  Kansas  City 


The  Kaw  Valley  Heart  Association  has  now  (July 
1956)  completed  its  first  18  months  since  organiza- 
tion. Its  original  officers  have  retired,  and  it  seems 
appropriate  to  review  the  origins,  purposes,  and 
accomplishments  of  this  association. 

ORIGIN 

National  Organization:  In  May,  1924,  six  men 
founded  the  national  organization,  the  American 
Heart  Association.  They  were  Paul  D.  White,  Joseph 
Sailer,  Hugh  McCulloch,  Robert  B.  Preble,  Robert  H. 
Halsey,  and  Lewis  Conner. 

This  initial  organization  was  founded  for  the  spe- 
cific purpose  of  conducting  scientific  meetings,  and 
the  national  meeting  became  a well  accepted  and 
useful  professional  gathering. 

In  June,  1948,  the  original  purpose  of  the  Amer- 
ican Heart  Association  was  modified  and  expanded 
to  that  of  a voluntary  health  agency  with  the  intent 
elaborated  to  include  not  only  the  original  scientific 
meetings  but  also  fund  raising  activities,  lay  health 
education,  and  the  support  of  research  in  the  various 
fields  of  cardiovascular  disease. 

State  and  Local  Organizations:  As  an  extension  of 
the  American  Heart  Association,  state  and  regional 
chapters  were  established  throughout  the  United 
States,  and  in  January,  1949,  the  Kansas  Heart  Asso- 
ciation was  founded.  In  October,  1950,  the  Wyan- 
dotte County,  Kansas,  Heart  Association  was  founded. 
In  1953,  Johnson  County,  Kansas,  formed  its  own 
local  chapter. 

Kaw  Valley  Heart  Association:  Throughout  the 
state  of  Kansas  during  the  years  of  1950  to  1954, 


fund  raising  drives  were  increasingly  successful. 
However,  interested  lay  people  and  physicians  of 
the  Johnson  County  and  Wyandotte  County  area  de- 
cided in  1954  that  their  problems  of  cost  and  admin- 
istration could  be  simplified  and  reduced  if  these  two 
adjacent  county  organizations  joined  into  a single 


This  report  describes  how  the  edu- 
cational framework  of  a medical  school 
can  he  combined  with  the  administrative 
staff  of  a voluntary  health  agency  to  de- 
velop an  intensive  health  education 
service  for  people  in  that  region,  utiliz- 
ing local  physicians  and  the  medical 
staff  as  instructors.  Through  physician- 
speakers,  literature,  exhibits,  and  films, 
facts  about  heart  disease  are  brought 
most  effectively  to  the  public. 


heart  association.  The  counties  in  the  immediate  sur- 
rounding area  bordering  on  the  Kaw  River  Valley 
were  invited  to  form  a nine-county  organization  to 
be  identified  as  the  Kaw  Valley  Heart  Association. 

The  member  counties  were  Atchison,  Doniphan, 
Douglas,  Franklin,  Jefferson,  Johnson,  Leavenworth, 
Miami,  and  Wyandotte. 

PURPOSES 

From  its  inception,  the  Kaw  Valley  Heart  Associ- 
ation has  had  a unique  intent.  The  attainments  of  the 
national  and  state  organizations  in  the  field  of  scien- 
tific organization,  fund  raising,  and  investigation 
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have  been  immense.  Although  a considerable  amount 
of  effort  had  been  put  into  lay  education  literature 
and  programs,  it  was  felt  by  the  founders  of  the  Kaw 
Valley  Heart  Association  that  this  area,  namely, 
bringing  effective  "heart”  education  to  school  chil- 
dren, teachers,  parents,  employees,  and  employers 
deserved  exploration.  As  a pilot  program,  in  an  effort 
to  explore  effective  means  of  reaching  the  lay  public 
with  health  education  programs  about  heart  disease, 
it  was  decided  to  combine  the  resources  of  the  teach- 
ing staff  and  audio-visual  equipment  of  the  Univer- 
sity of  Kansas  Medical  Center  with  the  administra- 
tive staff  of  the  Heart  Association.  To  further  iden- 
tify this  educational  association,  the  Kaw  Valley 
Heart  Association  was  housed  on  the  Medical  Center 
campus. 

This  association  with  the  Medical  Center  was  in- 
tended for  the  sole  purpose  of  strengthening  the  ef- 
forts of  the  Heart  Association  in  reaching  the  lay 
public  and  in  presenting  to  them  health  education  in 
the  general  field  of  heart  disease.  Although  it  was 
recognized  that  the  Heart  Association  would  also 
be  involved  in  fund  campaigns,  this  was  considered 
a separate  function,  distinct  from  the  medical  school’s 
interest  in  the  health  education  program. 

It  was  hoped,  by  utilizing  the  physician  as  a teacher 
and  supporting  him  with  films  and  audio-visual  aids, 
that  effective  instruction  of  the  public  could  be  ob- 
tained. It  seemed  apparent  that  this  type  of  educa- 
tion should  be  in  the  hands  of  physicians  and  med- 
ical schools  and  should  not  reach  the  public  through 
newspapers  and  magazines.  By  telling  people  about 
their  hearts  and  offering  informal  question  and  an- 
swer periods,  it  was  hoped  to  create  a knowledge- 
able public,  one  which  is  aware  of  how  much  is 
known  about  the  heart  and  how  little  is  known, 


the  need  for  preventive  measures,  what  to  expect  in 
terms  of  good  medical  care,  and  fields  which  still 
need  investigation  and,  therefore,  financial  support. 

ACCOMPLISHMENTS 

It  was  intended  that  the  primary  function  of  the 
Kaw  Valley  Heart  Association  would  be  one  of 
service.  The  extent  of  this  accomplishment  can  be 
partially  demonstrated. 

Lay  Programs:  The  actual  audiences  reached  by 
individual  physician-speakers  between  January,  1955, 
and  April,  1956,  is  indicated  in  the  following  table: 

Attend- 


Date 

Place 

ance 

Jan.,  1955 

McLouth  Schools 

305 

Leavenworth  Kiwanis  Club 
Public  Heart  Forum,  University  of 

100 

Kansas  Medical  Center 

300 

Fairfax  Optimist  Club 

60 

Feb.,  1955 

Lawrence  Business  and  Profes- 

sional Women’s  Club 

70 

March,  1955 

Parent-Teachers  Association,  Wy- 

andotte County 

100 

Jefferson  County  Kiwanis  Club 
"Talk  of  the  Town”  TV  program. 

50 

estimate  by  station  400,000 

Valley  Falls  Rotary  Club 
Homestead  Country  Club,  Prairie 

25 

Village 

86 

DeSoto  Rotary  Club 
Parent-Teachers  Association,  Den- 

35 

ton 

100 

Bendena  Community  Meeting 

75 

Troy  SLK  Club 

35 

April,  1955 

Atchison  Rotary  Club 

70 

Ottawa  Lions  Club 

30 

Leawood  Men’s  Club 

35 

Miami  County  Medical  Society 

10 

Paola  Rotary  Club 

65 

Jefferson  County  Medical  Society 

5 

Ottawa  Kiwanis  Club 

Modern  Women’s  Home  Demon- 

67 

stration  Unit 

20 

May,  1955 

Ottawa  Rotary  Club 

61 

Tonganoxie  Kiwanis  Club 
Vocational  Advisory  Council  of 

24 

Greater  Kansas  City 

40 

Lawrence  Kiwanis  Club 

100 

June,  1955  Kansas  City  Kiwanis  Club  80 

Sept.,  1955  Wyandotte  County  Annual  Teach- 
ers Institute  346 

Johnson  County  Annual  Teachers 
Institute  150 

Paola  Annual  Teachers  Institute  50 

Lions  Club,  Paola  45 


764 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


Parent-Teachers  Association,  No- 
ble Prentis  Grade  School  125 

Parent-Teachers  Association,  Emer- 
son and  Franklin  Counties  100 

Phi  Beta  Pi  Medical  Fraternity, 
Lawrence  40 

LaSertoma  Club,  Lenexa  30 

Doniphan  County  Annual  Teachers 
Institute  146 

Atchison  County  Required  Teach- 
ers Institute  87 

Parent-Teachers  Association,  Atchi- 
son 100 

Douglas  County  Annual  Teachers 
Institute  45 

Argentine  High  School  Students  48 

Denton  Schools  50 

Cushing  Memorial  Hospital  Nurses  35 
Lowell  and  Progressive  Clubs, 

Highland  35 

Home  Demonstration  Unit  Meet- 
ing 18 

Nov.,  1955  TWA  Management  Club  200 

McLouth  Rotary  Club  30 

Roeland  School  50 

Dec.,  1955  Atchison  City  Teachers  89 

Jan.,  1956  Lenexa  Grade  School  Parent-Teach- 
ers Association  14 

Prairie  Grade  School  Parent- 

Teachers  Association  35 

Public  Health  Nurses  of  Johnson 
and  Wyandotte  Counties  13 

School  Nurses  25 

Wathena  Grade  School  Parent- 

Teachers  Association  45 

Junction  Grade  School  Parent- 

Teachers  Association  125 

Feb.,  1956  Troy  Men's  Club  25 

Atchison  County  Council  of  the 
Kaw  Valley  Heart  Association  50 
Bendena  Community  Meeting  70 

Highland  First  Nighters  Club  25 

Heart  Fund  Campaign  Workers  of 
Leavenworth  70 

TOPS  Club  20 

St.  Agnes  High  School  Parent- 

Teachers  Association  50 

March,  1956  Community  Lecture  Series  15 

Sunflower  Parent-Teachers  Associa- 
tion 40 

Fontana  Consolidated  Schools  60 

Lansing  Grade  School  Parent- 

Teachers  Association  32 

Mark  Twain  Parent-Teachers  As- 
sociation 75 

April,  1956  Whitmore  Grade  School  Parent- 

Teachers  Association  40 


This  exceedingly  heavy  load  of  speaking  was  borne 
by  29  physician  participants  in  our  speakers’  bureau, 
of  whom  21  were  practicing  physicians  in  their  re- 
spective communities  and  eight  were  from  the  Med- 
ical Center. 

The  audio-visual  materials  have  been  enthusias- 
tically used  by  teachers.  These  materials  consist  of 
heart  models,  heart  notebook  sheets,  wall  charts,  and 
films.  Slightly  more  than  48,000  of  these  items  were 
supplied  by  the  heart  association  and  used  in  the  pub- 
lic and  parochial  schools  in  this  nine-county  area  in 
the  school  year  now  closing.  In  addition,  5,000  spe- 
cial leaflets  on  heart  disease  (Now  You  Can  Protect 
Your  Child.  Health  Programs  for  the  Parent-Teachers 
Association)  for  parents  and  teachers  were  distrib- 
uted. 

The  national  organization  has  prepared  a full  list 
of  pamphlets,  booklets,  and  other  literature.  Much 
of  the  merit  of  this  literature  lies  in  correlating  it 
with  a professional  appearance.  In  the  Kaw  Valley 
area,  this  has  been  particularly  demonstrated  in  the 
field  of  rheumatic  fever  prophylaxis.  With  our  inten- 
sive speaking  program,  a large  share  of  the  mothers 
with  children  between  6 and  15  have  been  informed 
of  the  present  recommendations  concerning  prophy- 
laxis, and  this  information  has  been  presented  by 
physician-speakers  in  small  groups  supported  by  ques- 
tion and  answer  periods.  To  further  extend  the  mes- 
sage concerning  rheumatic  fever  prophylaxis,  every 
physician  in  the  nine-county  area  has  been  contacted 
and  supplied  with  appropriate  literature. 

A glance  at  the  list  of  the  audience  groups  will 
also  indicate  that  business  and  civic  leaders  have 
been  reached  by  physician  speakers.  With  this  audi- 
ence, the  subject  of  coronary  disease  has  been  repeat- 
edly stressed. 

As  a major  effort,  to  be  certain  that  a maximal 
audience  had  been  reached,  a live  television  program 
on  the  subject  of  coronary  disease  was  presented  from 
a regional  studio  with  the  medical  school’s  dean  as 
moderator. 

In  addition  to  the  large  audience  reached  by  pro- 
fessional personal  engagements,  films  on  the  cardio- 
vascular system  were  shown  136  times  and  reached 
an  audience  of  6,826  people. 

These  statistics  serve  as  evidence  that  the  original 
purpose  of  the  Kaw  Valley  Heart  Association,  to  tell 
the  people  about  heart  disease,  to  explain  to  them 
effective  measures  of  prevention,  and  to  keep  them 
familiar  with  current  knowledge,  is  being  met. 

The  office  on  the  campus  has  served  as  central  in- 
telligence agency  to  which  are  addressed  requests 
for  speakers,  reservations  for  films,  and  requests  for 
literature.  The  daily  correspondence  and  telephone 
calls  confirm  the  fact  that  the  association  has  become 
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identified  in  the  minds  of  the  public  as  their  source 
of  health  information. 

The  organization  of  the  Kaw  Valley  Heart  Associ- 
ation was  planned  around  an  executive  secretary,  and 
the  association  was  extremely  fortunate  in  obtaining 
a person  highly  trained  and  skillful  in  the  field  of 
health  education.  Mrs.  Margaret  Treadwell,  with  a 
master’s  degree  in  health  education  from  Harvard 
University  School  of  Public  Health,  proved  the  ideal 
executive  secretary. 

The  past  presidents  of  the  Wyandotte  County 
Heart  Association  have  been  Mr.  Blake  Williamson 
and  Mr.  Harold  McDaniel.  The  president  of  the 
Johnson  County  Heart  Association  during  its  year 
of  existence  was  Mrs.  Joseph  Clifford.  The  first  pres- 
ident of  the  combined  heart  association  was  Mr.  Ray 
Evans.  The  second  and  incumbent  president  is  Mr. 
Walter  Ross.  The  officers  of  the  Kaw  Valley  Heart 
Association  for  the  next  year,  1956-1957,  are  as  fol- 
lows: chairman  of  the  board,  Col.  Norman  W.  Ander- 
son, M.C.,  U.S.A.;  president,  Walter  W.  Ross;  vice- 
president,  Dr.  Monti  L.  Belot,  Jr.;  secretary,  William 
Bradford ; treasurer,  W.  C.  Hartley ; chairman  of  the 
finance  committee,  John  S.  Kelly;  chairman  of  the 
program  committee,  C.  Chauncey  Cox;  chairman  of 
the  rheumatic  fever  subcommittee,  Dr.  Monti  L. 
Belot;  chairman  of  the  school  subcommittee,  dean 
George  Baxter  Smith. 

Although  primarily  developed  as  a teaching  adven- 
ture, the  Kaw  Valley  Heart  Association  has  been  loy- 
ally supported  during  the  annual  fund  raising  drive. 


CAMPAIGN  RECEIPTS 


Fiscal  Year 

Kansas  Johnson  \V  yandottt 
State  County  County 

? Kaw 
Valley 

1950 

$14,083.54  $ 84.05 

$ 190.06 

1951 

20,312.85  122.51 

2,720.66 

1952 

22,154.91  31.00 

891.70 

1953 

26,805.84  17.50 

1,615.00 

1954 

51,077.08  6,030.69 

2,135.01 

1955 

72,342.66 

$14,140.75 

1956  to  date 

120,000.00 

33,840.01 

(Estimated ) 

THE  FUTURE 

For  the  future,  the  intensive  speaking  program  will 
be  continued.  In  addition  special  efforts  are  being 
made  to  reach  management  and  labor  organizations. 
Day-long  programs  at  the  Medical  Center  for  science 
and  physical  education  teachers  are  scheduled  for  this 
year.  Conducted  tours  through  the  Medical  Center, 
demonstrating  areas  of  cardiovascular  research,  are 
being  utilized  as  a means  of  reaching  the  leaders  in 
church,  education,  labor,  and  management.  Four 
"Heart  of  the  Home"  work  simplification  programs 
have  been  presented,  and  two  more  are  scheduled. 

Chairman,  Department  of  Medicine 
University  of  Kansas  Medical  Center 
39th  and  Rainbow 
Kansas  City  12,  Kansas 


Affording  valuable  coverage  against  the  unpredictable  cost  of  hospital 
care,  the  Blue  Cross  Plan  of  prepayment  represents  social  thinking  of  the 
highest  order.  To  provide  for  the  health  needs  of  the  family,  the  basic  unit 
in  society,  is  one  of  the  basic  responsibilities  of  the  bread-winner.  At  very 
nominal  cost  to  him  this  has  been  made  possible;  its  broad  recognition  by 
the  more  than  50,000,000  who  are  now  enrolled  affords  eloquent  testimony 
of  its  acceptance,  especially  when  one  realizes  that  its  development  took  place 
in  only  26  years. 

Its  significance  to  the  people  cannot  be  overestimated;  to  the  hospitals 
which  sponsor  this  great  social  movement,  it  serves  in  a very  substantial 
manner  as  the  means  for  providing  comprehensive  service  so  necessary  for 
effective  patient  care. 

Rt.  Rev.  A Isgr.  Robert  A.  Maher,  President 
Catholic  Hospital  Association  of  the 
United  States  and  Canada 
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PRESIDENT’S  PAGE 

Dear  Doctor: 

This  is  the  period  of  the  year  when  we  think  of  others. 
How  do  these  suggestions  sound  as  gifts? 

For  the  very  special  "others”  in  your  family — the  life  in- 
surance policy  your  Society  is  offering  to  all  members  under 
age  70  without  evidence  of  insurability  at  far  below  usual 
cost. 

For  the  girls  in  your  office — a Blue  Cross-Blue  Shield 
policy  patterned  just  for  doctors’  offices,  which  will  become 
available  to  you  shortly  after  the  first  of  the  year — also 
through  the  efforts  of  your  Society. 

For  the  dependents  of  servicemen,  you  may  now  provide 
obstetrical  and  other  care  to  the  hospitalized  patient  under  a 
new  contract  completed  with  the  federal  government. 

As  a service  to  everyone,  you  may  safeguard  the  public 
health  by  aiding  in  the  passage  of  a Healing  Arts  Act  in  this 
next  legislative  session. 

So  my  wish  for  a Merry  Christmas  is  a very  personal  one 
to  each  of  you,  your  families,  and  to  the  assistants  in  your 
offices.  May  all  the  traditional  holiday  joys  be  yours  in  abun- 
dance, and  may  the  new  year  bring  you  not  only  achieve- 
ments but  a multitude  of  opportunities  for  service. 

Fraternally, 

President 
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EDITORIAL  COMMENT 


Medicare 

The  Kansas  Medical  Society  and  Kansas  Physicians 
Service  entered  into  a contract  with  the  Department 
of  Defense  and  the  Department  of  the  Army  for  im- 
plementing the  federal  program  of  medical  care  for 
dependents  of  servicemen.  The  program  is  known 
nationally  as  Medicare. 

The  Kansas  Medical  Society,  by  action  of  its  Coun- 
cil on  September  30,  1956,  and  by  action  of  the 
House  of  Delegates  on  October  28,  1956,  authorized 
Dr.  Clyde  W.  Miller,  president,  to  enter  into  this 
contract  in  behalf  of  the  Society.  Dr.  Francis  T. 
Collins,  president  of  Kansas  Blue  Shield,  was  sim- 
ilarly authorized  to  contract  for  Kansas  Physicians 
Service,  and  on  November  19,  1956,  Lt.  Col.  W.  F. 
Lawrence,  M.S.C.,  contracting  officer  for  the  United 
States,  signed  the  document  making  it  effective.  The 
closing  date  of  this  contract  is  June  30,  1957. 

The  contract  contains  10  pages  of  provisions  plus 
29  typewritten  pages  of  a joint  directive  for  the 
implementation  of  the  program,  plus  11  pages  called 
a Schedule  of  Administration,  plus  6 pages  called  a 
Schedule  of  Allowable  Costs,  plus  5 pages  of  gen- 
eral provisions,  plus  115  pages  of  fee  schedule,  plus 
Addenda  2 and  3 to  the  fee  schedule.  The  docu- 
ment, therefore,  is  obviously  too  long  to  print  here 
in  its  entirety  but  contains  the  following  material. 

It  is  estimated  that  $75,000  will  be  obligated  at 
this  time,  and  the  total  cost  of  this  contract  through 
June  30,  1957,  is  $250,000.  As  stated  above,  the 
contract  is  entered  into  by  the  Kansas  Medical  Soci- 
ety, Kansas  Physicians  Service  as  the  fiscal  administra- 
tor, and  the  United  States  of  America. 

The  fiscal  administrator  shall  supply  physicians 
with  informational  material  in  order  that  they  may 
keep  fully  informed  of  all  policies  and  procedures  of 
the  program.  The  fiscal  administrator  shall  receive 
and  pay  bills  under  this  contract. 

The  Society  shall  "maintain  appropriate  medical 
committees  or  boards,  where  required,  to  review  and 
consider  all  cases  involving  complaints,  differences 
of  professional  opinion  and  misunderstandings;  and 
advise  and  assist  the  Government  on  matters  within 
the  scope  of  the  program.  However,  where  such  com- 
mittee or  board  has  no  cognizance  over  the  subject 
matter  of  a complaint  or  over  the  physician  involved, 
the  matter  will  be  forwarded  to  the  Contracting  Of- 
ficer for  consideration.” 

The  government  will  determine  eligibility  of  de- 
pendents and  shall  issue  appropriate  identification 
forms.  The  program  begins  on  December  7,  1956. 

Of  particular  interest  to  physicians  are  the  follow- 


ing statements  taken  from  the  contract:  "Physicians 
and  dentists  furnishing  services  under  this  contract 
will  not  be  considered  subcontractors.” 

"A  physician  shall  have  the  right  to  decline  to 
participate  under  this  contract  or  to  refuse  any  in- 
dividual case  without  stating  a reason  therefor,  and 
dependents  shall  have  the  privilege  of  choosing  any 
physician  who  agrees  to  provide  medical  services  in 
accordance  with  Article  5 hereof.”  That  article  re- 
lates to  fees. 

And  while  not  specifically  stated  in  the  contract, 
a letter  from  Major  General  Paul  I.  Robinson,  M.C., 
executive  director,  Office  for  Dependents’  Medical 
Care,  has  informed  the  Kansas  Medical  Society  that 
the  fee  schedule  is  one  of  "full  service  coverage”  and 
except  as  authorized  in  the  contract,  the  physician 
rendering  care  may  not  charge  the  patient  in  addition 
to  the  fee  received  from  the  government.  This  is 
a point  of  considerable  significance  and  must  be 
adhered  to.  Physicians  who  believe  a specific  fee  to 
be  inadequate  should  notify  the  Kansas  Medical 
Society  of  that  fact  when  submitting  a statement. 
It  is  possible  that  adjustments  can  be  made,  but 
this  is  not  the  patient’s  problem. 

The  11-page  Schedule  of  Administration  deals 
only  with  matters  of  interest  to  the  fiscal  agent.  It 
gives  the  I.B.M.  code  numbers  for  all  procedures 
to  be  used  under  this  program. 

The  six  pages  of  allowable  costs  list  the  items  that 
may  be  charged  to  the  government  as  operating  ex- 
penses. They  include  such  things  as  stationery,  post- 
age, travel  expense  in  the  carrying  out  of  this  con- 
tract, etc. 

There  are  five  pages  of  general  provisions  which 
are  the  standard  items  in  every  federal  contract,  re- 
quiring the  fiscal  administrator  to  keep  records  for 
six  years,  prohibiting  the  contracting  agent  from  giv- 
ing gratuities  to  government  personnel,  providing  for 
non-discrimination  in  employment,  and  declaring  that 
the  government  shall  have  the  right  to  enter  into 
contracts  with  other  organizations  or  with  other  in- 
dividuals for  any  of  the  services  provided  for  in  this 
contract,  "provided  that  no  such  contract  shall  affect 
the  rights  or  obligations  of  the  parties  to  this  con- 
tract.” 

The  115  pages  of  fee  schedule,  together  with  the 
two  addenda,  list  some  1,500  procedures,  only  a few 
of  which  are  applicable  to  this  program.  The  com- 
plete fee  schedule  will  be  sent  each  member  par- 
ticipating in  this  program  and  is  far  too  long  to 
print  here.  In  general,  however,  it  represents  approx- 
imately the  amount  that  physicians  of  Kansas  might 
charge  patients  whose  annual  income  does  not  exceed 
$6,000.  The  government  carefully  stipulated  this  was 
not  intended  to  be  a luxury  sendee  but  neither  was 
it  intended  to  be  charity.  Government  officials  re- 
peatedly stated  that  even  though  the  majority  of  these 
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patients  would  be  in  a relatively  low  income  category, 
they  want  the  fee  schedule  to  represent  amounts  for 
which  the  physician  would  gladly  perform  the  serv- 
ice. It  is  certain  that  not  every  member  will  agree 
to  each  fee  as  representing  his  usual  charge,  but  after 
many  hours  of  work  on  the  part  of  the  Kansas  Med- 
ical Society  Committee  on  Fee  Schedule  and  a re- 
view by  the  Council,  this  schedule  was  adopted. 
Changes  can  be  made,  and  the  Society  will  welcome 
any  suggestions  concerning  fees  that  are  unrealistic. 

The  final  item  of  the  contract  is  a 29-page  joint 
directive  prepared  by  C.  E.  Wilson,  Secretary  of  De- 
fense, and  Marion  B.  Folsom,  Secretary  of  Health, 
Education,  and  Welfare.  This  contains  the  details  of 
how  this  program  will  operate.  Each  participating 
physician  will  receive  a copy  of  this  directive,  so  only 
a few  items  will  be  listed  here. 

Dependents  eligible  for  civilian  medical  care  are 
the  lawful  wife,  the  dependent  lawful  husband,  and 
children  who  are  dependents  of  members  of  the  uni- 
formed services. 

Dependents  who  are  not  residing  with  their  spon- 
sors have  free  choice  between  private  medical  care 
and  care  in  uniformed  services  medical  facilities.  De- 
pendents residing  with  their  sponsors  may  be  required 
in  certain  localities  to  go  to  service  facilities  except 
in  the  case  of  bona  fide  emergencies. 

Medical  care  will  be  paid  for  dependents  only 
during  hospitalization  for  acute  medical  conditions, 
contagious  diseases,  and  surgery  for  a period  not  to 
exceed  365  days  hospitalization  in  semi-private  ac- 
commodations. Services  which  may  be  performed 
outside  hospitals  are  obstetrical  and  maternal  care, 
any  emergency  prior  to  hospitalization,  and  accidents 
involving  fractures.  For  the  latter,  $75  may  be  al- 
lowed for  diagnostic  procedures  prior  to  hospitaliza- 
tion and  $50  after  hospitalization.  There  may  also  be 
other  exceptions,  but  the  directive  says,  "Although 
the  Dependents’  Medical  Care  Act  provides  primarily 
for  professional  services  during  hospitalization  and 
does  not  permit  medical  care  normally  considered  to 
be  out-patient  care  at  Government  expense,  certain 
limited  benefits  are  authorized.  . . 

Not  authorized  at  all  is  care  for  chronic  diseases, 
nervous  and  mental  disorders,  elective  medical  and 
surgical  treatment  which,  according  to  their  definition 
is  "medical  or  surgical  care  that  is  designed  or  re- 
quested by  the  patient  which,  in  the  opinion  of 
mgnizant  medical  authority,  is  not  medically  indi- 
cated; e.g.  surgery  solely  for  cosmetic  purposes," 
domiciliary  care,  treatments  or  procedures  normally 
considered  to  be  out-patient  care,  and  ambulance 
service. 

The  patient  will  pay  a portion  of  the  cost  of  hos- 
pital care,  and  in  very  rare  instances  such  as  home 
or  office  delivery  in  obstetrics,  the  patient  will  pay 
$15  of  the  charges  in  connection  with  the  delivery, 
if  not  subsequently  hospitalized.  Except  for  that, 


".  . . schedules  of  allowances  are  to  be  used  in 
full  payment  of  bills  presented  by  physicians  and 
surgeons.” 

The  directive  also  identifies  a physician  and  sur- 
geon as  "a  person  who  is  legally  qualified  to  prescribe 
and  administer  all  drugs  and  to  perform  all  surgical 
procedures.” 


American  Association  of 
Medical  Assistants 

An  organization  of  special  interest  to  physicians 
came  into  being  on  October  27,  1956,  when  223 
medical  assistants,  representing  1 6 states,  adopted  a 
constitution  and  by-laws  for  the  American  Associa- 
tion of  Medical  Assistants.  The  meeting  was  held  in 
Milwaukee. 

The  decision  to  form  a national  organization  was 
made  a year  ago  when  75  medical  assistants  from 
15  states  met  in  Kansas  City  at  the  invitation  of  the 
Kansas  Medical  Assistants’  Society.  Each  state  rep- 
resented there  named  one  of  its  group  to  a com- 
mittee which  worked  throughout  the  year  on  or- 
ganizational problems.  A copy  of  the  proceedings  of 
the  first  meeting  was  sent  to  each  state  for  presenta- 
tion to  state  organizations  and  sponsoring  medical 
societies. 

Miss  Maxine  Williams  of  Kansas  City,  who  served 
as  chairman  of  the  group  during  the  past  year,  was 
named  first  president  of  the  organization.  Mrs.  Car- 
men Kline,  also  of  Kansas  City,  was  elected  treasurer, 
and  Mrs.  Pauline  Keller,  Topeka,  was  chosen  as  a 
member  of  the  board  of  directors  and  of  the  exec- 
utive committee.  All  three  are  past  presidents  of  the 
Kansas  Medical  Assistants’  Society. 

Other  officers  are:  Mrs.  Mary  Kinn,  Santa  Ana, 
California,  president-elect;  Mrs.  Marian  Little,  Cedar 
Rapids,  Iowa,  vice-president,  and  Miss  Alice  Budny, 
Milwaukee,  recording  secretary. 

Soon  to  be  announced  are  the  names  of  six  phy- 
sicians who  will  serve  as  members  of  a committee  to 
advise  the  assistants’  organization.  Assistants  in  each 
state  will  nominate  physicians,  and  six  of  those  so 
nominated  will  be  chosen  by  the  executive  committee 
of  the  A.A.M.A. 

The  1957  meeting  of  the  organization  will  he 
held  in  San  Francisco. 

The  purposes  of  the  association,  as  expressed  in 
the  constitution,  are  as  follows:  "(1)  To  inspire 
members  to  render  honest,  loyal,  and  efficient  service 
to  the  profession  and  to  the  public;  (2)  To  strive  at 
all  times  to  cooperate  with  the  medical  profession  in 
improving  public  relations;  (3)  To  render  educa- 
tional services  for  the  self-improvement  of  its  mem- 
bers and  to  stimulate  a feeling  of  fellowship  and 
cooperation,  and  (4)  To  encourage  and  assist  all  un- 
organized medical  assistants  in  forming  state  and 
local  societies." 
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The  Kansas  Medical  Assistants’  Society  was  or- 
ganized in  1940,  so  physicians  here  are  familiar  with 
the  group.  Through  its  Committee  on  Medical  As- 
sistants the  Kansas  Medical  Society  has  advised  on 
matters  affecting  membership,  policy,  projects,  and 
programs.  Physicians  in  this  state  have  consistently 
approved  and  aided  the  group. 

In  some  other  states,  however,  such  an  organiza- 
tion is  unknown,  and  a few  physicians  expressed  a 
belief  that  assistants  might  be  organizing  for  mer- 
cenary reasons.  To  refute  that  impression  with  final- 
ity, the  new  organization  incorporated  the  following 
statement  in  its  constitution:  "It  is  not  nor  shall  it 
ever  become  a trade  union  or  collective  bargaining 
agency.” 

Kansans  justifiably  feel  that  they  have  played  an 
important  part  in  organizing  the  A.A.M.A.  Two 
physicians  attended  both  the  Kansas  City  and  the 
Milwaukee  meetings,  Dr.  Clyde  W.  Miller,  Wichita, 
president  of  the  Kansas  Medical  Society,  and  Dr. 
Murray  C.  Eddy,  Hays,  chairman  of  the  Committee 
on  Medical  Assistants.  Dr.  Maurice  Tinterow,  Wich- 
ita, was  also  present  in  Milwaukee.  Twenty-six  Kan- 
sas assistants  attended. 


Federal  Health  Expenditures 

Once  each  year  the  Amercan  Medical  Association 
Washington  office  reports  on  federal  health  expend- 
itures in  all  departments.  Just  received  is  a 16-page 
document  with  the  health  budgets  for  the  fiscal  year 
July  1,  1956  to  June  30,  1957  listed  in  all  categories 
of  federal  participation.  Details  may  be  obtained  on 
any  point  by  writing  the  Executive  Office,  but  for 
this  purpose  a broad  summarization  will  suffice. 

The  federal  government  is  spending  more  for 
health  this  year  than  ever  before.  This  budget,  if 
you  like  big  figures,  is  $2,558,719,168,  an  in- 
crease of  almost  $200  million  over  last  year. 

Perhaps  figures  mean  more  when  they  are  broken 
down  into  smaller  amounts  like  this — It  will  cost 
every  man,  woman,  and  child  $15.17  this  year  to  pay 
just  for  federal  health  projects,  an  increase  of  $1.78 
over  last  year.  If  only  wage  earners  are  considered, 
the  cost  is  $38.72  or  $54.61  per  family. 

Most  of  the  increase  comes  from  additional  ex- 
penditures for  research,  and  of  course  much  of  this 
work  has  contributed  toward  our  nation’s  high  stand- 
ards of  health,  but  two  and  one-half  billion  dollars 
is  not  an  insignificant  figure  even  out  of  a $6 1.2  bil- 
lion budget,  as  the  A.M.A.  report  points  out.  This 
health  budget  is  a billion  dollars  greater  than  the 
total  cost  of  running  the  Commerce  Department.  It 
is  a half  billion  more  than  all  Agriculture  Depart- 
ment expenses  and  is  six  times  greater  than  the  budg- 
et of  the  Department  of  the  Interior. 

Leading  the  list  is  the  Veterans  Administration 


with  a budget  of  $825,024,300.  The  excellent  re- 
port breaks  these  main  topics  into  many  separate 
departments  such  as  out-patient  care,  hospitalization, 
construction,  etc.,  many  of  which  will  not  be  re- 
ported here.  It  may  be  of  interest  to  note  that  out- 
patient care  is  reduced  from  last  year,  as  is  hospital 
construction,  but  that  in-patient  care  in  VA  hospitals 
is  higher.  This  is  the  largest  single  item  in  the  VA 
health  budget  and  includes  the  cost  of  operating  173 
VA  hospitals  for  an  average  121,865  bed  capacity. 
Less  than  one  per  cent  of  the  total  budget,  under  $8 
million  out  of  more  than  $800  million,  is  set  aside 
for  physicians  under  the  home  town  care  program. 

Second  is  the  Department  of  Defense  with  an 
estimated  budget  of  $790,105,000.  This  is  $28  mil- 
lion lower  than  last  year,  even  with  a new  item  of 
$41  million  for  the  Dependents’  Medical  Care  Pro- 
gram, accomplished  because  of  a more  effective  joint 
utilization  program  and  reduced  construction. 

Third  is  the  Department  of  Health,  Education, 
and  Welfare  with  an  enormous  increase  to  $772,- 
661,800  for  this  fiscal  year.  This  is  almost  a 30  per 
cent  increase,  mostly  accomplished  by  enlarging  re- 
search programs.  For  example,  the  National  Cancer 
Institute  will  receive  $48,432,000  this  year  as  com- 
pared to  $24,828,000  a year  ago.  The  National  Heart 
Institute  fared  almost  as  well  percentage-wise  with 
a budget  of  $33,396,000  as  compared  with  $18,- 
778,000  last  year.  The  Mental  Health  Institute  had 
almost  exactly  the  same  figures  as  the  Heart  In- 
stitute. Arthritis  research  went  from  $10  to  $15  mil- 
lion. The  Neurological  Diseases  and  Blindness  In- 
stitute went  from  $9  to  $18  million,  and  the  Allergy 
and  Infectious  Diseases  Institute  was  increased  from 
$7  to  $13  million. 

There  are  other  items  of  interest  even  though  the 
figures  may  not  be  quite  so  dramatic.  Look  at  the 
Poliomyelitis  Vaccine  Program  which  received  30 
million  last  year.  It  is  budgeted  for  $23,600,000  for 
this  fiscal  year.  Tuberculosis  Control  was  raised  a 
half  million  dollars  over  the  $6  million  of  the  last 
report.  Venereal  Disease  Control  received  an  ad- 
ditional $700,000  to  $4,195,000,  and  Communicable 
Disease  Control  has  a half  million  more  than  last 
year  at  $5,750,000. 

There  is  a new  item  of  $1,376,000  for  a National 
Library  of  Medicine.  This  was  authorized  by  Congres- 
sional action  which  transferred  the  Army  Medical 
Library  to  the  Department  of  Health,  Education,  and 
Welfare.  Also  new  is  about  $2 y2  million  for  prac- 
tical nurse  training,  and  a $9  million  item  entitled 
Disability  Freeze  Program  which  is  the  increase  im- 
mediately expected  under  the  amendments  to  the 
Social  Security  program  that  were  passed  by  the  last 
Congress. 

Very  briefly  listing  a few  more  major  items  from 
this  report  will  show  a 20  per  cent  increase  in  Civil 
Defense  to  $49,810,000;  $31,525,000  for  the  Atomic 
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Energy  Commission,  $8,000,000  for  the  National  Sci- 
ence Foundation,  and  many  other  lesser  amounts. 
There  are  2 1 major  departments  listed  with  health 
programs,  and  their  projects  of  course  run  into  the 
thousands.  For  example,  38  separate  divisions  are 
recorded  in  the  Department  of  Health,  Education  and 
Welfare  alone. 


COUNTY  SOCIETIES 


Dr.  Charles  S.  Joss,  Topeka,  was  installed  as 
president  of  the  Shawnee  County  Society  at  a meet- 
ing held  at  Topeka  on  November  5.  His  father,  Dr. 
Chester  E.  Joss,  who  served  as  president  30  years 
ago,  was  one  of  the  installing  officers.  Other  officers 
now  serving  the  society  are:  Dr.  David  E.  Gray,  pres- 
ident-elect; Dr.  Clovis  W.  Bowen,  vice-president; 
Dr.  James  A.  McClure,  secretary;  Dr.  Jack  A.  Dun- 
agin,  treasurer;  Dr.  John  E.  Crary,  to  board  of  direc- 
tors; Dr.  Otto  L.  Hanson,  to  board  of  censors,  and 
Dr.  G.  Bernard  Joyce,  Dr.  Chester  M.  Lessenden, 
and  Dr.  Ralph  R.  Preston  to  the  medical  service 
board.  A plaque  was  presented  to  the  retiring  pres- 
ident, Dr.  Clyde  B.  Trees. 


"Recent  Advances  in  Vascular  Surgery”  was  the 
subject  discussed  by  Dr.  J.  Maxwell  Chamberlain, 
New  York  City,  at  a meeting  of  the  Sedgwick  County 
Society  at  Wichita  on  November  6.  Dr.  Chamber- 
lain  is  associate  professor  of  surgery  at  Columbia 
University. 

Preliminary  plans  have  been  made  for  society 
sponsorship  of  a science  fair  for  high  school  students 
in  south  central  Kansas  next  spring. 


Members  of  the  Saline  County  Society  were  guests 
of  the  U.S.A.F.  Hospital  at  Smoky  Hill  Air  Force 
Base,  Salina,  in  October.  The  program  consisted  of  a 
film,  "Medical  Effects  of  the  Atomic  Bomb.”  At  its 
November  meeting  the  Saline  County  Society  en- 
dorsed fluoridation  of  the  Salina  water  supply. 


Dr.  Paul  Schalekford,  Tulsa,  was  speaker  at  a 
meeting  of  the  Montgomery  County  Society  at  the 
Coffeyville  County  Club  on  October  17.  He  discussed 
common  dermatologic  conditions  and  new  concepts 
of  treatment. 


A guest  speaker,  Mr.  Joseph  Cohen,  addressed  the 
Wyandotte  County  Medical  Society  in  a joint  meeting 


with  the  Wyandotte  County  Bar  Association  at  the 
Town  House  Hotel  on  November  20.  The  subject 
discussed  was  "The  Middle  East  Crisis.” 


A meeting  of  physicians  and  Auxiliary  members 
of  the  societies  comprising  the  First  District  of  the 
Kansas  Medical  Society  was  held  at  the  Sabetha 
Country  Club  on  October  30.  Dr.  Clyde  W.  Miller, 
Wichita,  and  Mrs.  William  J.  Biermann,  Wichita, 
presidents  of  the  two  state  organizations,  were 
guest  speakers. 


DEATH  NOTICES 

George  E.  Brethour,  M.D. 

Dr.  George  Brethour,  72,  a member  of  the 
Morris  County  Society  who  had  practiced  in 
Dwight  for  47  years,  died  at  a Junction  City 
hospital  on  October  27.  He  had  suffered  a 
cerebral  hemorrhage  a few  days  previously.  He 
began  practice  in  Dwight  in  1909,  immediately 
after  his  graduation  from  Kansas  Medical  Col- 
lege, Topeka,  and  worked  elsewhere  only  dur- 
ing World  War  I when  he  served  in  the  Army 
Medical  Corps.  Dr.  Brethour  was  honored  by 
his  community  in  1949  when  almost  4,000 
friends  gathered  to  do  him  honor,  among  them 
many  of  the  3,038  persons  he  had  delivered. 
Among  the  survivors  is  a son.  Dr.  Leslie  J. 
Brethour,  Junction  City. 


Frederick  William  O'Donnell,  M.D. 

A physician  who  had  been  in  practice  almost 
60  years,  Dr.  Fred  O’Donnell,  Junction  City, 
died  on  November  6.  He  had  suffered  a stroke 
on  October  11  while  attending  a patient  in  the 
Junction  City  Hospital. 

Dr.  O’Donnell  was  graduated  from  the  Uni- 
versity Medical  College,  Kansas  City,  in  1897 
and  practiced  first  in  Bushton.  He  later  took  a 
year’s  graduate  work  at  Columbia  and  then 
opened  his  office  in  Junction  City.  During 
World  War  I he  served  in  the  Army  in  this 
country  and  overseas. 

In  1946,  on  the  anniversary  of  his  50th  year 
in  practice.  Dr.  O’Donnell  was  honored  by  the 
Junction  City  and  Fort  Riley  communities.  One 
of  the  speakers  on  that  occasion  was  Gen. 
Jonathan  M.  Wainwright. 
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"I  present  the  subject  of  cancers  for  your 
consideration.  It  comes  within  the  domain  of 
surgery.  Since  our  last  meeting  1 have  had  an 
opportunity  of  examining  some  cases  of  can- 
cer, both  on  the  living  subject  and  cadavera. 

"What  is  the  origin  of  cancer?  Does  the 
disease  consist  solely  in  a local  change  of 
structure,  or  is  it  the  local  determination  of  a 
general  morbid  condition  of  the  blood,  or 
are  the  blood  and  the  tissue  equally  interested 
in  its  formation?  It  is  not  surprising  that  sur- 
geons have  come  to  regard  cancer  from  the 
first  as  a constitutional  or  blood  disease.  In- 
deed it  is  no  easy  matter  to  account  for  all  we 
observe  in  cancer  without  adopting  some  such 
view.  On  the  other  hand,  there  are  many  facts 
which  oppose  themselves  to  it,  and  there  are 
other  modes  of  accounting  for  some  of 
these  characters  which  most  strongly  support 
it.  . . 

"If  cancer  be  a constitutional  disease,  we 
must  strive  to  find  some  corrective  to  the  con- 
stitutional taint.  And  we  should  try  in  that 
case  to  determine  whether  the  local  disease  is 
the  result  of  some  error  in  the  organizing 
or  nutrient  function  of  the  tissues,  or  whether 
it  is  the  actual  deposit  of  some  poison  pre- 
viously existing  in  the  blood.  Then  we  might 
have  reasonable  hope  of  being  able  to  do  what 
as  yet  has  proved  beyond  our  reach — to  cure 
or  even  modify  cancer  by  general  treatment. 
But  if  cancer  be,  at  any  period  of  its  existence, 
a purely  local  disease,  we  should  hope  that  by 
earlier  and  more  complete  removal,  better  and 
more  generally  permanent  results  may  be  ob- 
tainable than  we  can  at  present  boast  of.  Vir- 
chow and  many  German  pathologists  maintain 
that  cancer  is  not  to  be  regarded  as  a blood 
disease,  although  a constitutional  tendency 
may  exist.  They  claim  that  cancer  and  some 
allied  diseases  partake  more  of  the  nature  of 
parasitic  disease  than  of  the  results  of  pre- 
vious blood  poison.  . . 

"Let  us  consider  some  of  those  special  char- 
acters which  have  led  to  so  firm  a belief  in 


the  blood  origin  of  the  cancer.  Perhaps  that 
which  seems  to  be  the  most  conclusive  ev- 
idence to  the  large  majority  of  those  who  hold 
this  view  is  the  almost  constant  recurrence  of 
the  disease  after  removal.  Entire  and  perma- 
nent immunity  does  occur,  but  it  is  rare.  In 
such  cases  it  would  be  said,  first,  that  the 
blood  poison  having  worn  itself  out,  or  been 
eliminated  by  the  formation  of  a tumor,  no 
further  devolpment  took  place  when  the  local 
tumor  was  removed ; or,  second,  that  two  con- 
ditions were  necessary  for  the  formation  of 
cancer — one,  the  blood  poison,  the  other  a 
fit  state  of  tissue  in  which  it  might  manifest 
itself;  and  that  a tumor  having  been  removed, 
there  remained  no  fit  nidus  for  its  reproduc- 
tion. 

"These  cases  of  permanent  cure  after  opera- 
tion are,  we  may  admit,  exceptional.  The  more 
common  event  is  that,  after  removal  of  a tu- 
mor, in  favorable  cases  there  is  immunity  for 
a longer  or  shorter  period — some  months  or 
some  years.  Is  the  blood  diseased  during  this 
time?  Are  the  other  tissues  free  from  disease? 
It  is  most  important  here  to  consider  the 
mode  of  recurrence  of  the  disease. 

"It  is  a recognized  fact  that  cancer  rarely 
returns  either  in  an  organ  corresponding  to 
its  original  seat,  or  indeed  in  any  organ  which 
is  the  usual  seat  of  the  primary  disease.  . . .” 

"The  influence  of  local  condition  must  be 
at  least  more  powerful  than  that  of  blood.  So 
much  is  said  and  written  about  cancerous 
cachexia  that  cachexia  comes  to  be  regarded 
as  a necessary  associate  of  cancer.  Hence  we 
too  frequently  rely  upon  it  as  a means  of 
diagnosis,  and  conceive  that  a disease  cannot 
be  cancerous  because  the  patient’s  health  is 
good,  whereas,  in  reality,  cancer,  especially  in 
early  and  middle  life,  fastens  itself  often  upon 
those  who  are  well  nourished  and  florid,  who 
seem  the  most  healthy  and  so  give  promise  of 
life.” — Report  of  Committee  on  Surgery  in 
Transactions  of  the  Kansas  Medical  Society, 
1872. 
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OFFICIAL  PROCEEDINGS 


A special  meeting  of  the  House  of  Delegates  of 
the  Kansas  Medical  Society  was  held  at  the  Lassen 
Hotel,  Wichita,  on  Sunday,  October  28,  1956,  at  the 
call  of  the  president,  Dr.  Clyde  W.  Miller,  and  with 
the  approval  of  the  Council. 

Dr.  Miller  presided  and  asked  and  received  ap- 
proval of  special  rules  for  the  meeting.  Dr.  A.  W. 
Fegtly,  sergeant  at  arms,  announced  the  presence  of 
a quorum,  64  delegates,  8 councilors,  4 past  pres- 
idents, and  10  officers.  Twenty-five  visitors  also  at- 
tended. 

A proposal  to  change  the  present  Code  of  Ethics 
of  the  American  Medical  Association  was  first  dis- 
cussed. Kansas  delegates  were  instructed  to  oppose 
changes  in  the  code  when  they  attend  the  A.M.A. 
meeting  in  Seattle,  November  27-30,  1956. 

Next  on  the  agenda  was  the  subject  of  medical 
care  for  dependents  of  servicemen.  Dr.  Miller  ex- 
plained Public  Law  569  of  the  84th  Congress,  which 
makes  provision  for  such  care,  described  the  contract 
to  be  negotiated  with  the  government,  and  outlined 
the  fee  schedule.  The  House  voted  to  permit  the 
president,  with  the  advice  of  the  Council,  to  use  his 
best  judgment  in  instituting  and  carrying  out  this 
program. 

It  was  announced  that  the  government  apparently 
will  not  contract  with  the  Kansas  Hospital  Associa- 
tion for  hospital  services  under  this  program,  after 
which  the  following  resolution  was  unanimously 
adopted: 

Whereas  the  federal  government,  in  its  effort  to 
purchase  medical  and  surgical  care  for  dependents 
of  servicemen  in  Kansas,  is  contracting  with  the  Kan- 
sas Medical  Society  as  the  only  body  capable  of  mak- 
ing services  of  that  type  available  under  contract;  and 

Whereas  the  Kansas  Hospital  Association  bears 
the  same  relationship  to  hospital  services  in  Kansas 
as  does  the  Kansas  Medical  Society  to  medical  and 
surgical  services  in  this  state;  and 

Whereas  the  federal  government  in  contracting 
for  hospital  care  for  dependents  of  servicemen  is 
believed  to  be  negotiating  through  an  unrelated  third 
party  which  has  neither  control  over  nor  interest  in 
ior  obligation  for  hospitals  or  hospital  care;  and 

Whereas  such  procedure  clearly  will  not  serve 
the  best  interests  of  those  persons  for  whom  the 
government  feels  obligated  to  purchase  hospital  care, 
be  it  therefore 

Resolved  that  the  Kansas  Medical  Society  respect- 
fully urges  the  Department  of  Defeme,  the  De- 
partment of  the  Army,  and  such  other  agencies  of 
the  United  States  as  may  be  involved  to  reconsider 


their  action  and  in  purchasing  hospital  services  for 
dependents  of  servicemen  that  they  approach  the 
Kansas  Hospital  Association. 

The  subject  of  legislation  was  next  introduced. 
Dr.  Lucien  R.  Pyle  read  a Basic  Science  Act  which 
has  been  proposed  for  Kansas.  The  House  voted  to 
approve  the  act,  as  amended  and  as  it  may  be  further 
amended,  so  long  as  it  is  in  keeping  with  the  mean- 
ing of  this  proposal. 

After  a luncheon  recess  and  the  introduction  of  Dr. 
James  A.  McClure  of  Topeka,  a newly  appointed 
member  of  the  Kansas  State  Board  of  Medical  Reg- 
istration and  Examination,  Dr.  Pyle  read  a proposed 
Healing  Arts  Act.  The  House  voted  to  approve  this 
act  as  a part  of  the  legislative  policy  of  the  Kansas 
Medical  Society.  In  addition  to  formal  discussions  by 
Dr.  J.  D.  Colt,  president  of  the  Kansas  State  Board 
of  Medical  Registration  and  Examination,  by  Mr. 
Blake  A.  Williamson,  attorney  for  the  board,  and  by 
Mr.  Kirke  W.  Dale,  attorney  for  the  Society,  there 
was  informal  discussion  from  the  floor. 

Dr.  Miller,  for  himself  and  for  the  Society,  ex- 
pressed thanks  to  Dr.  Pyle  and  his  committee. 

Dr.  Thomas  R.  Hood,  secretary  of  the  Kansas 
State  Board  of  Health,  distributed  copies  of  a pro- 
posed Narcotics  Act.  Mr.  Oliver  E.  Ebel,  executive 
secretary  of  the  Society,  briefly  discussed  a Commit- 
ment Law  on  which  the  Committee  on  Mental  Health 
has  been  working.  Dr.  John  L.  Lattimore  described  a 
proposed  Coroner  Law. 

After  discussion  of  these  matters  the  House  au- 
thorized the  president  to  proceed  in  his  best  judg- 
ment, to  consult  with  those  he  feels  may  advance  the 
principles  advocated  at  the  House  of  Delegates  meet- 
ing, and  to  consult  the  Council  if  a change  of  policy 
should  appear  desirable. 

A motion  authorizing  Dr.  Pyle  and  his  committee 
to  meet  with  individuals  and  organizations  as  may 
be  deemed  of  assistance  was  passed  without  dissent. 

Dr.  Miller  reported  that  he  had  attended  the  or- 
ganization meeting  of  the  American  Association  of 
Medical  Assistants  in  Milwaukee,  October  26  and  27. 
The  House  authorized  him  to  prepare  a resolution 
endorsing  the  organization  for  presentation  to  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


Home  accidents  ranked  second  as  a cause  of  death 
from  accident  in  Kansas  in  195  5.  Three  hundred 
ninety-six  persons  lost  their  lives  because  of  injuries 
received  in  their  homes  or  yards.  Falls  caused  the 
most  deaths,  and  most  of  those  occurred  in  persons 
over  65  years  of  age.  Poisonings,  fires,  and  explo- 
sions were  other  important  causes  of  home  deaths. 


Tumor  Conference 


Malignant  Melanoma  of  the  Conjunctiva 


Edited  by  HOWARD  P.  FINK,  M.D. 


Dr.  Friesen  (Moderator)  : A proper  understand- 
ing of  the  unusual  biologic  characteristics  shown  by 
some  malignant  melanomas  is  important  in  their 
therapy  and  prognosis. 

O.  C.  Chowning  (Senior  Medical  Student)  : This 
patient  is  a 69-year-old  white  woman  who  entered 
this  hospital  on  September  26,  1955,  with  a chief 
complaint  of  pain  in  her  left  eye  and  decreasing 
vision  for  several  years.  She  had  noticed  pigmenta- 
tion on  the  inside  of  the  lower  lid  of  her  left  eye 
for  more  than  five  years,  and  about  five  years  ago 
she  noticed  that  there  was  also  some  discoloration 
of  the  sclera,  as  well  as  a small  growth  in  the  lower 
conjunctival  sac.  Recently  the  pigmentation  had  in- 
creased, and  the  tumor  had  grown  slightly.  She  was 
referred  here  by  her  local  doctor  after  a biopsy  had 
proved  the  growth  to  be  a melanoma. 

On  admission  here  her  significant  physical  findings 
were  limited  to  the  left  eye.  A 12  x 8 mm.  grayish, 
lobulated,  pedunculated  mass  was  noted  in  the 
lower  conjunctival  sac  near  the  inner  canthus.  There 
was  dark  brownish  pigmentation  of  the  sclera,  which 
extended  a short  distance  onto  the  cornea.  Slight 
enophthalmos  and  slight  conjunctival  injection  and 
edema  were  noted.  Visual  acuity  was  decreased  on 
the  left.  She  could  see  well  with  correction  but  could 
not  read  fine  print  without  glasses.  X-ray  examination 
of  the  chest  was  normal. 

Dr.  Friesen:  Where  did  this  pedunculated  mass 
arise? 

Mr.  Chowning:  Apparently  from  deep  in  the  lower 
sulcus,  near  the  orifice  of  the  lacrimal  duct. 

On  October  4,  exenteration  of  the  eye  was  per- 
formed ; the  entire  contents  of  the  left  orbit  were 
removed  and  a split  thickness  skin  graft  was  applied. 

Dr.  Friesen:  Dr.  Mantz  will  discuss  the  findings 
on  the  surgical  specimen. 

Dr.  Mantz:  Histologically,  this  is  a rather  charac- 
teristic pigmented  malignant  melanoma.  Mitotic 
figures  are  not  common.  The  overlying  conjunctiva 
is  deflected  upward  by  the  tumor  and  is  focally  ulcer- 
ated. 

In  the  opposing  palpebral  conjunctiva  there  is  a 

Cancer  teaching  activities  at  the  University  of  Kansas 
Medical  Center  are  aided  by  grants  from  the  National  Can- 
cer Institute,  U.  S.  Public  Health  Service,  and  the  Kansas 
Division  of  the  American  Cancer  Society.  Dr.  Fink  is  a 
Trainee  of  the  National  Cancer  Institute. 


second  lesion  which  is  composed,  for  the  most  part, 
of  heavily  pigmented  spindle-shaped  cells  beneath 
the  epithelium ; there  are  associated  alterations  within 
the  epithelium  itself,  consisting  of  many  foci  of  cells 
which  often  are  pigmented  and  are  large,  round,  and 
loosened.  No  malignant  changes  are  present  in  this 
lesion. 

A third  pigmented  tumor,  similar  to  this  second 
one,  is  present  in  the  bulbar  conjunctiva  near  the 
limbus.  Thus  this  patient  had  compound  nevi  of  the 
bulbar  and  palpebral  conjunctiva  as  well  as  the  malig- 
nant melanoma  in  the  lower  conjunctival  fornix.  It 
was  thought  clinically  that  the  melanoma  in  the 
fornix  extended  over  the  limbus,  but  histologically 
this  is  not  so;  the  physical  appearance  of  extension 
was  due  to  edema  of  the  conjunctiva  at  the  limbus, 
plus  the  presence  of  the  nevus  in  this  area. 

Dr.  Friesen:  Do  you  think  her  melanoma  orig- 
inated as  a nevus  which  underwent  malignant  change? 

Dr.  Mantz:  Quite  probably  it  did,  considering  the 
close  spatial  relations  of  these  three  tumors,  but  it  is 
impossible  to  say  with  certainty. 

Dr.  Friesen:  Do  melanomas  of  the  eye  ever  in- 
volve the  retina? 

Dr.  Mantz:  No,  not  primarily.  They  originate  usu- 
ally from  the  uveal  tract.  Conjunctival  melanomas, 
however,  are  practically  identical  in  their  behavior 
with  intraocular  lesions. 

Dr.  Larry  Calkins:  Pigmented  nevi  of  the  conjunc- 
tiva are  fairly  common.  Most  of  them  have  a junc- 
tional component  and  hence  are  potentially  malig- 
nant, yet  malignant  transformation  is  rare.  Malignant 
melanoma  of  the  uveal  tract,  on  the  other  hand,  is 
the  commonest  intraocular  tumor  of  adults.  Recogni- 


Figure  1.  Melanoma  of  the  lower  conjunctival  sac. 
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tion  while  the  tumor  is  still  in  a resectable  stage  de- 
pends upon  the  ophthalmoscopic  finding  of  a retinal 
detachment  with  a yellow,  brown,  or  black  tumor 
mass  bulging  up  beneath  it. 

Dr.  Friesen:  Dr.  Robinson,  is  this  woman’s  dis- 
ease serious? 

Dr.  Robinson:  Yes,  that  is  why  a radical  exentera- 
tion was  performed.  The  operation  may  well  prove 
to  have  been  futile,  though  surgery  was  certainly 
indicated. 

Any  melanoma  is  of  serious  import.  Perhaps  those 
with  the  best  prognosis  are  the  ones  that  originate 
within  the  eye,  but  certainly  this  woman  stands  a 
chance  of  having  some  real  difficulty  in  the  future. 
One  can  never  foretell  what  a melanoma  is  going  to 
do.  To  advise  the  patient  or  his  family  what  the  out- 
come will  be  is  more  difficult  with  melanoma  than 
with  any  other  tumor.  There  are  many  reports  of 
melanomas,  most  of  which  originated  in  the  eye, 
which  have  remained  dormant  for  more  than  20 
years.  Sometimes  even  proved  metastases  will  lie  qui- 
escent for  many  years,  and  then  rapidly  progress,  for 
no  apparent  reason,  to  a fatal  termination. 

In  general,  melanomas  arising  in  the  skin  of  the 


Figure  2.  Sagittal  section  of  the  excised  eye.  The 
solid  arrows  indicate  the  malignant  melanoma,  the 
open  arrows  the  compound  nevi  in  bulbar  and  palpe- 
bral conjunctiva.  The  cleft  along  the  posterior  border 
of  the  melanoma  is  an  artefact. 


head  and  neck  have  the  best  prognosis  of  all  mela- 
nomas of  the  skin.  Those  of  the  upper  extremity 
have  the  next  best  prognosis,  those  of  the  trunk  a 
poor  prognosis,  and  those  of  the  lower  extremities 
and  genitalia  a bad  prognosis.  Melanomas  originating 
in  the  mucous  membranes  have  been  universally  fatal. 

Before  any  surgical  procedure  for  melanoma  is 
undertaken,  one  should  certainly  examine  the  regional 
lymph  nodes,  and  also  the  next  group  of  nodes  be- 
yond the  area,  in  the  direction  of  the  lymphatic  drain- 
age. The  liver  should  be  carefully  palpated,  and  a 
chest  x-ray  should  always  be  taken  to  see  whether  the 
lungs  are  clear  before  surgery  is  contemplated. 

Dr.  Friesen:  If  this  woman  does  develop  metas- 
tases, where  would  you  expect  them  to  appear  first? 

Dr.  Robinson:  The  lungs,  I think.  Repeated  sur- 
vey films  of  the  patient’s  chest  should  certainly  be 
taken.  It  has  been  estimated  that  about  60  per  cent 
of  metastases  from  a melanoma  are  blood-borne, 
and  a good  share  of  this  60  per  cent  will  appear  in 
the  lungs.  However,  one  must  not  forget  that  the 
local  lymphatics  are  likely  to  be  involved  also.  To  do 
the  best  type  of  surgery  for  cure  of  a melanoma,  one 
frequently  must  excise  the  local  lesion  and  the  re- 
gional lymph  nodes  with  the  intervening  tissues  in 
continuity.  Metastases  from  a melanoma  of  the  skin 
surface  will  often  crop  up  as  nodules  along  the  course 
of  the  regional  subcutaneous  capillaries  and  lymphat- 
ics. Even  in  benign  nevi  the  tumor  cells  lie  in  close 
approximation  to  the  subepithelial  vascular  plexus. 
Such  satellite  subcutaneous  nodules  are  not  likely  to 
occur  in  this  patient,  since  the  excision  was  extensive. 
However,  in  general  it  is  important  that  all  the  skin 
of  the  patient’s  body  be  carefully  inspected  and  pal- 
pated for  subcutaneous  nodules,  because  sometimes 
the  metastatic  process  will  show  a bizarre  pattern 
with  spread  to  distant  subcutaneous  locations  where 
one  would  scarcely  expect  to  find  a metastatic  tumor. 
Presumably  such  distant  foci  arise  by  hematogenous 
spread  of  the  tumor.  Biopsy  of  such  a nodule  may  be 
necessary  to  prove  what  it  is. 

Dr.  Friesen:  Lund  and  Ihnen1  treated  one  series 
of  cases  of  melanoma  of  the  skin  by  wide  excision 
with  removal  of  regional  lymph  nodes  if  the  nodes 
were  enlarged.  They  regard  palpable  enlargement  of 
the  nodes  as  good  evidence  of  metastatic  involve- 
ment. They  felt  that  regional  node  dissection  should 
be  done  prophylactically,  even  in  the  absence  of 
demonstrable  metastases.  If  lymph  node  metastases 
were  present  at  the  time  of  the  original  operation, 
there  was  a 14.8  per  cent  five-year  survival  rate.  If 
the  lesion  had  not  metastasized  to  the  lymph  nodes, 
the  five-year  survival  rate  was  about  40  per  cent. 
The  best  figures  are  those  of  Dr.  Meyer,  who  reports 
52.5  per  cent  five-year  survival  rates  with  radical 
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excision  of  the  primary  lesion  and  prophylactic  node 
dissection.2 

Dr.  Mantz:  Melanomas  of  the  eye,  including  those 
of  the  conjunctiva,  are  a little  more  predictable  on 
the  basis  of  their  histology  than  are  melanomas  of 
the  skin.  The  American  Registry  of  Ophthalmic 
Pathology  has  carefully  tabulated  and  studied  a large 
number  of  cases  and  has  found  that  if  the  growth  is 
primarily  a spindle  cell  variety,  the  prognosis  is  rela- 
tively better;  if  it  is  epithelioid,  the  prognosis  is 
somewhat  worse.  If  both  cell  types  are  present,  as 
in  this  case,  the  prognosis  is  midway  between  the  two. 
I believe  that  the  Registry  statistics  on  mixed  types  of 
melanomas  show  about  a 45  per  cent  mortality  in 
a five-year  period,  although,  as  Dr.  Robinson  has 
mentioned,  one  cannot  predict  how  any  one  particu- 
lar lesion  will  proceed.  If  the  tumor  extends  posteri- 
orly, the  prognosis  is  much  worse  than  if  it  extends 
anteriorly  over  the  cornea.  In  this  case,  there  has 
been  considerable  posterior  extension. 

Dr.  Friesen:  In  summary,  then,  this  woman  has 
been  well  treated  according  to  present-day  surgical 
concepts;  but  still  we  can  offer  her  no  better  than  a 
40  per  cent  chance  of  living  five  more  years. 
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PHYSICIANS’  ACTIVITIES 


Dr.  David  Lukens,  Hutchinson,  addressed  the 
Kansas  Society  of  Medical  Technologists  on  the  sub- 
ject of  radioisotopes  at  a meeting  held  in  Hutchinson 
on  October  22. 


Dr.  Karl  A.  Menninger,  Topeka,  has  been  named 
"Man  of  the  Year”  by  Phi  Beta  Pi  medical  fra- 
ternity. The  entire  November  issue  of  the  fraternity 
magazine  was  devoted  to  Dr.  Menninger. 


New  officers  of  the  Kansas  Local  Health  Officers 
Association,  elected  at  a meeting  in  Emporia  on 
October  26,  are:  president.  Dr.  M.  Leon  Bauman, 
Wichita;  president-elect,  Dr.  M.  S.  Carney,  Man- 
hattan ; secretary-treasurer,  Dr.  C.  H.  Murphy, 
Topeka. 


Dr.  Clyde  W.  Alexander,  Kansas  City,  an- 
nounces that  his  son-in-law,  Dr.  Arthur  P.  Talia- 
ferro, is  now  associated  with  him  in  practice.  Dr. 


Taliaferro  was  graduated  from  Meharry  Medical 
College  in  1954  and  served  his  internship  in  Wash- 
ington, D.C. 


A discussion  on  heart  disease  was  presented  by 
an  El  Dorado  physician,  Dr.  Ralph  J.  Metcalf,  at 
a recent  meeting  of  the  Butler  County  Medical  As- 
sistants Society. 


Dr.  Curtis  A.  Nystrom,  Cawker  City,  has  an- 
nounced plans  to  be  in  Osborne  for  evening  practice 
on  certain  week-day  nights. 


A feature  story  about  Dr.  Andre  Baude,  Topeka, 
who  practiced  in  France  before  World  War  II  and 
served  in  the  French  army  during  the  war,  was  pub- 
lished in  the  Topeka  Daily  Capital  on  October  21. 


Dr.  Robert  A.  Dobratz,  who  formerly  practiced 
in  Chetopa,  is  now  practicing  in  Beloit. 


Dr.  Roy  A.  Lawson,  Jr.,  superintendent  of  the 
State  Tuberculosis  Hospital  in  Chanute,  was  guest 
speaker  at  a Parent-Teacher  Association  meeting  in 
Oswego  recently.  He  discussed  tuberculosis,  its 
causes,  and  treatment. 


The  American  College  of  Surgeons  has  an- 
nounced induction  of  the  following  Kansans  as  fel- 
lows: Dr.  Marmaduke  D.  McComas,  Jr.,  Con- 
cordia; Dr.  William  T.  Wilkening,  Fort  Scott; 
Dr.  John  I.  Waller,  Halstead;  Dr.  Robert  M. 
Brooker,  Topeka;  Dr.  Cletus  B.  Boeshart,  Wads- 
worth; Dr.  Albert  C.  Hatcher,  Wellington,  and 
Dr.  Edward  X.  Crowley,  Wichita. 


Governor  Fred  Hall  has  announced  the  appoint- 
ment of  Dr.  Andre  Baude,  Topeka,  to  the  Advisory 
Commission  on  the  Tuberculosis  Sanatorium  at 
Norton. 


Dr.  Ralph  S.  McCants,  who  recently  completed  a 
five-year  residency  in  pathology  at  the  Mayo  Clinic, 
has  joined  the  staff  of  the  Lattimore-Fink  Labora- 
tory, Topeka.  He  is  a graduate  of  the  University  of 
Oklahoma  School  of  Medicine  and  served  his  intern- 
ship in  Kansas  City,  Missouri. 


A native  Kansan  who  has  been  practicing  in  San 
Diego  during  the  past  year,  Dr.  George  C.  Stein- 
berger,  has  opened  an  office  in  Abilene.  He  was 
graduated  from  the  University  of  Kansas  School  of 
Medicine  in  1950  and  served  a surgical  residency  at 
the  Veterans  Administration  Hospital  in  Des  Moines. 
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Dr.  John  W.  Hertzler,  Newton,  is  heading  the 
Harvey  County  committee  working  to  promote  a 
watershed  treatment  on  the  Little  Arkansas  River. 


A feature  story  about  Dr.  James  G.  Stewart,  re- 
tired Topeka  physician,  was  published  in  the  Topeka 
Daily  Capital  for  November  11. 


Dr.  Henry  H.  Haerle,  Marysville,  announces 
that  Dr.  John  R.  Warren  is  now  associated  with 
him  in  practice.  Dr.  Warren  is  a graduate  of  the 
University  of  Kansas  School  of  Medicine  and  re- 
cently completed  his  internship  at  Cook  County 
Hospital  in  Chicago. 


The  Hertzler  Clinic,  Halstead,  announces  that 
Dr.  Robert  B.  Young,  who  was  recently  released 
from  the  Army  Medical  Corps  after  service  in  Ger- 
many, is  now  a member  of  its  staff.  He  is  a graduate 
of  the  University  of  Kansas  School  of  Medicine. 


Dr.  Robert  W.  Wright,  Kansas  City,  has  been 
installed  as  chairman  of  the  advisory  council  to  the 
St.  Margaret’s  Hospital  School  of  Nursing. 


A feature  story  about  Dr.  Alpha  D.  Updegraff, 

Valley  Center,  was  published  in  the  Wichita  Eagle 
for  November  9- 


Dr.  Homer  B.  Russell,  Great  Bend,  recently  be- 
came a diplomate  of  the  American  Board  of  Surgery. 


Dr.  Chauncey  G.  Bly,  associate  professor  of 
pathology  and  oncology  at  the  University  of  Kansas 
School  of  Medicine,  participated  in  the  International 
Symposium  on  Approaches  to  the  Quantitative  De- 
scription of  Liver  Function  at  the  U.  S.  Naval 
Radiological  Defense  Laboratory,  San  Francisco, 
October  30-November  2. 


More  Health  Insurance  Coverage 

Benefit  payments  designed  to  help  people  pay  hos- 
pital and  doctor  bills  are  running  20  per  cent  higher 
this  year  than  last,  the  Health  Insurance  Council 
arnounced  recently  in  issuing  the  findings  of  its 
tenth  annual  survey  of  the  extent  of  voluntary  health 
insurance  coverage  in  the  United  States.  As  of  July 
31,  1956,  the  council  estimates  that  some  110  mil- 
lion persons  were  covered  by  hospital  insurance;  94 
million  had  surgical  protection;  58  million  had  reg- 
ular medical  expense  coverage,  and  seven  million 
were  insured  against  major  hospital  and  medical 
expenses. 


The  Committee  on  Prepayment  Medical  and  Hos- 
pital Service  of  the  American  Medical  Association’s 
Council  on  Medical  Service  contributes  information 
on  various  programs  sponsored  or  approved  by  med- 
ical societies.  The  entire  survey  brings  together  Blue 
Shield  figures  reported  by  medical  society  plans  as 
well  as  figures  of  independent  plans,  Blue  Cross,  and 
plans  underwritten  by  insurance  companies. 

Some  highlights  of  the  survey  as  of  the  end  of 
1955: 

1 . Number  of  persons  insured  against  hospital  ex- 
penses increased  by  6.1  per  cent;  surgical  insurance 
up  7 per  cent;  regular  medical  expense  insurance 
gained  17.5  per  cent;  major  hospital  and  medical 
expense  insurance  increased  134.5  per  cent. 

2.  Benefits  for  hospital  expense  still  occupied  top 
spot  in  American  health  insurance  program — 59,- 

645.000  persons  held  policies  from  insurance  com- 
panies; 50,726,000  enrolled  by  Blue  Cross-Blue 
Shield;  4,530,000  covered  by  miscellaneous  plans. 

3.  Growing  public  awareness  of  the  cost  of  cata- 
strophic illness  prompted  the  sharp  rise  in  the  number 
of  persons  covered  by  major  hospital  and  medical 
expense  insurance.  Of  the  5,241,000  persons  cov- 
ered at  the  end  of  1955,  4,759,000  had  protection 
through  their  place  of  employment  while  482,000 
were  insured  through  individual  and  family  plans. 

4.  Protection  to  help  meet  the  expense  of  surgical 
care  was  provided  by  private  insurance  companies  to 

56.645.000  persons;  by  Blue  Shield-Blue  Cross  plans 
to  39,165,000,  and  by  other  types  of  plans  to  4,340,- 
000. 

The  Health  Insurance  Council  is  a federation  of 
leading  insurance  associations.  Its  report  probably 
will  be  available  in  pamphlet  form  later  this  fall. 


Medical  School  Expansion 

For  the  seventh  consecutive  year,  the  1955-1956 
enrollment  in  medical  schools  of  the  nation  reached 
an  all-time  high  with  28,639  students  in  the  76  four- 
year  schools  and  six  schools  providing  the  first  two 
years  of  medical  training.  The  entering  class  of 
7,686  was  also  the  largest  on  record. 

Expansion  in  the  various  phases  of  medical  educa- 
tion is  expected  to  continue.  Classes  scheduled  for 
graduation  during  the  next  few  years  will  be  larger 
than  the  1956  class.  In  addition,  seven  more  schools 
will  be  graduating  physicians  by  1963. 

However,  before  most  of  these  physicians  can 
begin  practice,  they  will  be  drafted  into  military 
service.  For  example,  80  per  cent  of  the  6,845  mem- 
bers of  the  1956  class  were  liable  for  military  serv- 
ice either  immediately  after  graduation  or  after 
completion  of  internship. 


Myxedema  in  Hyperthyroidism 

Report  of  a Case  and  Review  of  the  Literature 


JOHN  E.  OLSON,  M.D.,  Cooperstown,  New  Y ork 


The  term  myxedema  is  derived  from  the  Greek 
words  for  mucous  and  swelling  and  literally  means 
mucinous  edema.  It  was  first  proposed  and  described 
by  Ord  in  1878  in  conjunction  with  case  presenta- 
tions of  generalized  myxedema  of  hypothyroidism.29 
Since  that  time  it  has  been  used  frequently,  and  often 
mistakenly,  to  signify  hypofunction  of  the  thyroid 
gland.  Therefore,  it  appears  somewhat  paradoxical 
when  one  realizes  that  myxedema  may  also  be  a 
localized  manifestation  of  hyperthyroidism. 

This  curious  entity  of  localized  myxedema,  which 
is  seen  only  in  association  with  hyperthyroidism,  was 
apparently  first  reported  by  Hektoen  in  1895. 17  Until 
recently  it  has  been  thought  to  be  a condition  of  rare 
occurrence. 

To  date  there  is  no  term  by  which  this  entity  is 
universally  recognized.  Due  to  its  peculiar  character- 
istics, it  has  been  called  localized  myxedema,  local- 
ized pretibial  myxedema,  pretibial  myxedema,  local- 
ized solid  edema  of  the  extremities,  myxedema  cir- 
cumscriptum thyrotoxicum,  and  others.  The  first  of 
these  appears  to  be  the  most  appropriate  name. 

CASE  REPORT 

H.  R.,  a 4l-year-old  Negro  male,  was  first  seen  at 
the  University  of  Kansas  Medical  Center  in  February, 
1953.  He  presented  a seven-month  history  of  pro- 
gressive nervousness,  excessive  sweating,  heat  intol- 
erance, palpitation,  mild  exertional  dyspnea,  weight 
loss,  increasing  prominence  of  the  right  eye,  and  in- 
termittent swelling  of  the  legs  and  ankles  that  di- 
minished at  night.  The  remaining  history  was  non- 
contributory. 

Examination  revealed  a well  developed  Negro 
male  who  was  moderately  nervous  but  in  no  acute 
distress. 

Blood  pressure  was  135/75,  pulse  105,  tempera- 
ture 98.6  degrees  F.,  and  weight  158  pounds.  Other 
significant  physical  findings  were:  a mild  right  uni- 
lateral exophthalmos,  moderate  diffuse  enlargement 
of  the  thyroid,  excessive  body  sweating,  a fine  tremor 
of  the  hands,  and  elevated  scar-like  lesions  on  the 


This  is  one  of  11  theses,  written  by  fourth  year  students 
at  the  University  of  Kansas  School  of  Medicine,  selected 
for  publication  by  the  Editorial  Board  from  a group  judged 
to  be  the  best  by  the  faculty  at  the  school.  Dr.  Olson  is 
now  serving  his  internship  at  Mary  Imogene  Bassett  Hos- 
pital, Cooperstown,  New  York. 


anterior  aspects  of  both  lower  legs.  No  mention  was 
made  of  edema. 

The  radioactive  iodine  uptake  was  52  per  cent, 
and  the  protein  bound  iodine  level  was  7.8  gamma 
per  cent.  Electrocardiogram  and  all  other  routine 
laboratory  results  wrere  within  normal  limits. 

The  diagnosis  of  hyperthyroidism  was  made,  and 
the  patient  was  treated  with  10  millicuries  of  radio- 
active iodine.  Following  this  he  became  asympto- 
matic and  in  June,  1953,  a radioactive  iodine  uptake 
of  23  per  cent  was  consistent  with  a euthyroid  status. 

The  patient  was  not  seen  again  until  two  years 
later,  in  July,  1955.  At  this  time  he  was  hospitalized 
with  a chief  complaint  of  a hard  swelling  of  the  legs, 
feet,  hands,  and  fingers. 

History  revealed  that  leg  edema  which  was  present 
during  his  state  of  thyrotoxicosis  did  not  disappear 
after  treatment.  On  the  other  hand,  it  gradually  in- 
creased in  severity  and  receded  less  at  night  as  time 
passed.  Accompanying  this  change  was  a thickening, 
roughening,  and  increased  pigmentation  of  the  over- 
lying  skin.  As  the  process  advanced  the  patient  spe- 
cifically noted  that  it  was  becoming  different  from 
"dropsy”  in  that  "it  would  no  longer  dent.”  The 
process  was  one  of  a continuous  state  of  progression 
until  the  time  of  his  admission.  The  only  accompany- 
ing symptom  was  that  his  legs  were  "harder  to  keep 
warm  in  cold  weather.” 

The  associated  swelling  of  the  hands  and  fingers 
had  become  apparent  only  within  the  previous  two 
months.  The  formation  of  this  edema  was  similar  to 
that  of  the  legs  but  without  the  overlying  skin 
changes.  History  also  disclosed  that  clubbing  of  the 
fingers  had  developed  at  some  time  within  the  past 
two  years. 

There  were  no  signs  or  symptoms  of  thyrotoxi- 
cosis, hypothyroidism,  or  intercurrent  disease.  The 
pertinent  physical  findings  were  as  follows:  blood 
pressure  120/80,  pulse  84,  temperature  98.6  degrees 
F.,  and  weight  170  pounds. 

There  was  a moderate  degree  of  exophthalmos  on 
the  right.  The  thyroid  was  not  enlarged.  A grade  one 
high  pitched  systolic  murmur  was  localized  over  the 
base  of  the  heart.  A symmetrical,  brawny,  non-pitting 
edema  involved  the  proximal  fingers,  hypothenar 
regions,  and  the  dorsum  of  both  hands.  There  was 
also  moderate  clubbing  of  all  fingers. 

His  legs  and  ankles  were  diffusely  swollen  with  a 
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Figure  1.  The  lower  extremity  lesions  of  localized 
myxedema. 


solid  non-pitting  edema  (Figures  1 and  2).  This 
process,  which  began  about  10  centimeters  below  the 
knees,  was  most  marked  over  the  pretibial  area.  How- 
ever, it  also  extensively  involved  the  medial  and  lat- 
eral aspects  of  the  lower  legs,  extended  down  and 
around  the  ankles,  and  diminished  gradually  over 
the  dorsum  of  the  feet.  Here  it  gave  the  appearance 
of  being  limited  by  the  pressure  and  boundaries  of 
the  shoes.  The  overlying  skin  was  diffusely  thick- 
ened, indurated,  deeply  pigmented,  and  of  uneven 
contour.  This  had  a coarse  orange-peel  appearance 
and  the  consistency  of  thick,  hard  leather.  The  pre- 
viously noted  scar-like  lesions  were  especially  infil- 
trated and  presented  themselves  as  discrete  raised 
nodules. 

The  involved  areas  exhibited  no  deviation  from 
normal  in  regard  to  skin  temperature,  degree  of 
sweating,  or  sensory  perception.  The  remaining 
points  of  the  physical  examination  were  noncon- 
tributory. 


Laboratory  investigations  disclosed  an  erythrocyte 
sedimentation  rate  of  24  mm.  in  one  hour.  The  elec- 
trocardiogram showed  a prolonged  P-R  interval  com- 
patible with  a first  degree  heart  block.  The  protein 
bound  iodine  was  6.5  gamma  per  cent;  the  radio- 
active iodine  uptake  was  24  per  cent;  and  the  basal 
metabolic  rate  was  plus  one  per  cent.  The  complete 
blood  count,  non-protein  nitrogen,  serum  proteins, 
liver  function  tests,  and  both  acid  and  alkaline  phos- 
phatase were  normal.  The  blood  serology,  sickle  cell 
preparation,  L.E.  cell  phenomenon,  and  Congo  red 
tests  were  all  negative. 

The  only  roentgenologic  abnormalities  were  the 
following  as  interpreted  by  the  radiologist:  "The 
thickened  proximal  phalanges  and  well  developed 
terminal  tufts  in  addition  to  the  conspicuous  mar- 
gins of  the  bodies  of  the  vertebrae  in  the  thoracic 
and  lumbar  levels  are  indicative  but  not  diagnostic 
of  acromegaly.”  X-rays  of  the  skull,  feet,  and  legs 
were  normal. 

A biopsy  was  taken  and  histologic  examination  of 


Figure  2.  The  lower  extremity  lesions  of  localized 
myxedema. 


DECEMBER,  1956 


781 


the  skin  revealed  features  of  localized  myxedema 
(Figures  3 and  4) . The  epidermis  was  normal  except 
for  a mild  degree  of  hyperkeratosis.  The  dermis  ap- 
peared grossly  thickened  and  edematous.  In  the 
deeper  papillary  and  superficial  reticular  layers  this 
edematous  process  was  observed  as  a striking  picture 
of  fragmentation  and  wide  separation  of  the  col- 
lagenous fibers  by  the  interspersion  of  a large  quantity 
of  metachromatic  staining  mucoid  substance.  Con- 
centrated within  this  material  were  greatly  increased 
numbers  of  mast  cells  which  also  exhibited  meta- 
chromatic staining.  These  cells  were  relatively  scarce 
in  the  more  normal  areas  of  the  skin.  Conspicuous 
because  of  its  sparsity  was  the  elastic  tissue  which 
was  observed  only  as  fragmented  shreds  scattered  in 
no  arranged  pattern  throughout  the  entirety  of  the 
dermis.  Especially  noticeable  was  the  virtual  absence 
of  elastic  tissue  in  the  walls  of  the  small  arteries  in 
the  skin.  Otherwise  the  blood  vessels  were  normal 
except  for  a mild  perivascular  lymphocytic  infiltra- 
tion. There  was  no  evidence  of  lymphatic  stasis.  The 
dermal  appendages  were  not  unusual. 

The  first  treatment  attempted  was  the  local  injec- 
tion of  hyaluronidase  into  the  myxedematous  lesions 
on  the  leg.  On  each  of  six  consecutive  days,  1 500 
turbidity  reducing  units  of  this  enzyme  were  mixed 
with  250  milliliters  of  2i/2  per  cent  dextrose  in 
water  and  allowed  to  infiltrate  by  intradermal  clysis 


Figure  3.  Photomicrograph  (X  48)  showing  the 
dermal  changes  in  localized  myxedema. 


Figure  4.  Photomicrograph  (X  180)  showing  the 
dermal  changes  in  localized  myxedema. 


into  the  involved  areas.  This  caused  the  edema  to 
become  soft  and  pitting.  However,  within  a few  days 
after  discontinuing  such  injections  the  lesion  reverted 
to  its  original  state.  No  adverse  effects  accompanied 
this  procedure. 

The  remaining  modes  of  therapy  were  instituted 
in  an  attempt  to  suppress  the  activity  of  the  anterior 
pituitary  gland.  The  first  of  these,  the  administration 
of  exogenous  thyroid  extract,  failed  to  give  the  de- 
sired result  as  measured  by  an  initial  control  and  a 
subsequent  radioactive  iodine  uptake  by  the  thyroid 
gland.  The  other  method  consisted  of  irradiation  of 
the  pituitary  gland.  This  was  given  in  divided  doses 
to  four  portals  over  a period  of  16  days  to  constitute 
a total  concentration  of  1500  r at  the  hypophyseal 
site.  There  were  no  side  effects  from  this  procedure 
except  for  the  temporary  epilation  of  a small  area. 

The  results  of  this  treatment  cannot  as  yet  be  fully 
evaluated.  Nevertheless,  when  the  patient  was  last 
examined,  five  months  after  dismissal,  the  solid  swell- 
ing of  the  fingers  and  hands  had  diminished  con- 
siderably. Although  there  was  found  to  have  been 
no  perceptible  regression  of  the  lower  extremity 
lesions,  further  progression  of  these  had  apparently 
been  interrupted  by  the  irradiation. 

In  summary,  this  represents  a case  of  localized 
myxedema  which  probably  had  its  beginning  during 
the  toxic  phase  of  hyperthyroidism.  However,  it  was 
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not  recognized  as  such  at  that  time.  Then  after  elimi- 
nation of  the  thyrotoxic  state  the  process  went  on  to 
manifest  itself  in  a severe  form  on  the  lower  ex- 
tremities. This  was  subsequently  followed  by  involve- 
ment of  the  upper  extremities  which  still  presented 
an  early  lesion  when  the  patient  finally  sought  medi- 
cal aid.  The  syndrome  was  then  treated  with  satis- 
factory results  by  pituitary  irradiation  after  failure 
with  trials  of  thyroid  extract  and  hyaluronidase 
therapy. 

DISCUSSION 

Clinical  Features:  Localized  myxedema  develops 
only  in  association  with  hyperthyroidism  and  may 
occur  either  in  the  toxic  phase  or  following  treatment 
of  the  disease.  It  bears  no  relationship  to  generalized 
myxedema  of  hypothyroidism  except  for  the  similarity 
of  histologic  features  and  the  fact  that  both  may  de- 
velop simultaneously  in  a patient  who  has  been  over- 
treated  for  thyrotoxicosis.  However,  it  can  be  dis- 
tinguished in  this  latter  instance  in  that  generalized 
myxedema  responds  remarkably  upon  the  administra- 
tion of  thyroid  extract  whereas  this  disorder  is  not 
affected.7’  38 

This  syndrome  is  nearly  always  limited  to  a course 
of  thyrotoxicosis  in  which  true  exophthalmos  is  a 
feature.  It  is  seen  with  especial  frequency  in  patients 
with  progressive  malignant  exophthalmos.3  The  clin- 
ical progression  of  these  entities  is  practically  iden- 
tical.7 Their  onset  may  be  simultaneous  and  equally 
insidious.  Both  may  develop  during  active  thyrotoxi- 
cosis but  appear  more  commonly  and  develop  more 
rapidly  after  treatment.  Both  may  persist  for  months 
or  years,  but  their  activity  is  often  self  limited.  Spon- 
taneous regression,  which  is  inconstant  and  unpre- 
dictable, has  been  observed  with  each  disorder.  Fur- 
thermore, each  may  appear  in  its  most  severe  form 
or  exacerbate  after  the  onset  of  the  climacteric  in 
women  and  in  the  decade  following  in  men.23 

The  coexistent  development  of  clubbing  of  the 
fingers  and  localized  myxedema,  as  in  the  case  pre- 
sented, has  been  a less  constant  feature  described  by 
a number  of  authors.18-  23>  33 

Site  of  Involvement : This  entity  has  often  been 
called  pretibial  myxedema  because  of  its  predilection 
for  this  region.  However,  it  should  not  be  over- 
looked that  the  site  of  involvement  is  not  only  this 
area  but  frequently  includes  the  posterior  aspect  of 
the  calf,  the  ankle,  and  the  dorsum  of  the  foot.  Less 
commonly  it  is  seen  in  its  typical  form  on  the  arms 
and  hands,  and,  more  rarely,  on  the  face,  eyelids, 
and  scrotum.5-  20-  23  For  this  reason  localized 
myxedema  is  a more  appropriate  term. 

Clinical  Progression  of  the  Lesion:  The  clinical 
appearance  of  this  syndrome  in  the  case  presented  is 
similar  to  typical  descriptions  in  the  literature.  So 
described,  this  represents  an  advanced  stage  of  a 


process  which  is  often  unrecognized  and  remains  un- 
diagnosed until  such  extensive  changes  appear.  Not 
until  recently  has  the  progression  of  the  lesion  from 
its  earliest  to  advanced  forms  been  recognized. 

Initially  it  may  be  manifest  only  by  a slight  pig- 
skin or  orange-peel  appearance  of  the  skin.  A mild 
diffuse  swelling  of  the  involved  part  then  appears. 
At  this  time  the  process  is  still  easily  reversible  and 
reveals  hydrostatic  features  of  pitting  when  adequate 
pressure  is  applied.  It  is  symmetrical  in  distribution 
and  ordinarily  first  involves  the  skin  of  the  lower 
and  anterolateral  aspect  of  the  leg  just  above  the 
area  constricted  by  the  shoe.  The  inferior  margin  is 
usually  well  defined  while  the  upper  margin  gradu- 
ally spreads  toward  the  knee.  Later,  as  the  process 
advances,  the  pretibial  area  usually  becomes  the  most 
extensive  site  of  the  lesion. 

Color  changes  of  the  skin  sometimes  develop  but 
are  often  slow  to  appear.23  The  areas  are  initially 
normal  in  color  but  are  later  replaced  by  a yellowish 
tinge  which  gradually  progresses  to  a faint  erythema- 
tous blush.  This  may  subsequently  evolve  into  a pink 
and  occasionally  a reddish  cyanotic  or  brown  color 
depending  on  the  melanin  content  of  the  skin.  As 
progression  continues  the  edema  becomes  increas- 
ingly more  solid  and  difficult  to  indent  with  pressure. 
Then  either  firm  circumscribed  raised  plaques  de- 
velop and  may  later  expand  and  coalesce,  or  the 
entire  infiltrated  area  may  gradually  evolve  into  an 
irreversible  non-pitting  leathery  edematous  process. 

The  accumulation  of  this  edema  in  the  less  com- 
monly affected  areas  of  the  body  usually  appears 
later  in  the  course  of  the  disease;  however,  the 
genesis  is  similar  to  that  described  above  except  that 
it  rarely  reaches  such  advanced  stages. 

Symptomatology : The  lesions  of  localized 

myxedema  are  commonly  asymptomatic.  However, 
patients  occasionally  complain  that  the  areas  have 
an  itching  or  tingling  sensation  or  that  they  are  cold 
in  winter  and  warm  in  summer.  Rarely  they  become 
so  extensive  as  to  produce  elephantiastic  lesions 
about  the  feet  which,  because  of  their  massiveness, 
are  of  considerable  inconvenience  to  the  patient.39 
Nevertheless,  in  the  absence  of  thyrotoxicosis  or 
exophthalmos  as  the  presenting  complaint,  most  pa- 
tients seek  medical  advice  because  of  curiosity  or 
aesthetic  reasons. 

General  Incidence:  This  syndrome  was  once 

thought  to  be  exceedingly  rare  and  as  few  as  87 
cases  had  been  reported  in  the  literature  by  1952. 16 
Apparently  it  is  not  so  rare  as  this  would  indicate 
since  it  has  been  reported  to  occur  in  conjunction 
with  1.6  to  3 per  cent  of  all  cases  of  hyperthyroid- 
ism.40- 45  Furthermore,  upon  analysis  of  150  case 
records  of  patients  with  hyperthyroidism  recently 
seen  at  the  University  of  Kansas  Medical  Center, 
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descriptions  typical  of  localized  myxedema  were 
found  in  six,  constituting  a 4 per  cent  incidence. 
The  diagnosis  of  the  condition  was  made  in  three  of 
these  and  was  suspected  in  one  other;  in  the  remain- 
ing two  no  comment  was  made  concerning  the 
process. 

There  was  no  follow-up  data  on  many  of  the  pa- 
tients as  they  were  seen  in  this  hospital  only  at  the 
time  of  therapy  and  were  then  released  to  the  care 
of  their  local  physicians.  Consequently,  in  light  of 
its  more  common  occurrence  after  treatment,  one 
would  expect  to  have  found  an  even  higher  incidence 
of  localized  myxedema  had  there  been  more  com- 
plete records  available. 

Sex  and  Age  Incidence:  There  are  no  conclusive 
reports  concerning  the  sex  and  age  incidence  of  this 
syndrome.  Trotter  and  Eden  observed  that  it  is 
more  common  in  women  than  in  men  in  a ratio  of 
1.8  to  1.0.  This  is  identical  to  that  shown  in  Graph  1. 
Others  feel  there  is  equal  occurrence  in  both 
sexes.3, 23  Age  distribution  is  equally  indefinite. 
However,  upon  analysis  of  many  of  the  cases  re- 
ported, the  peak  incidence  appears  to  lie  between 
the  ages  of  30  and  50  years  which  is  similar  to  that 
of  hyperthyroidism  in  general  (Graph  1).  Although 
this  data  may  indicate  a trend,  it  is  evident  that  a 
larger  and  more  correlated  series  must  be  investi- 
gated before  statistically  correct  conclusions  can  be 
drawn  in  regard  to  age  and  sex  distribution. 


58;  ratio,  1.8  to  1. 

Histologic  and  Biochemical  Correlation : The  his- 
tologic features  of  localized  myxedema  in  the  case 
presented  are  similar  to  those  described  by 
others.1,  22,  23,  45  One  exception  is  the  virtual  ab- 
sence of  elastic  tissue  in  the  walls  of  otherwise 
normal  skin  arteries.  This  may  well  be  an  incidental 
and  insignificant  finding. 

The  characteristic  muciform  substance  in  the  cori- 
um,  which  constitutes  the  edema  in  this  entity,  merely 
presents  an  exaggerated  picture  of  that  seen  in  gen- 
eralized myxedema  of  hypothyroidism.11, 45  The 


metachromatic  staining  properties  of  this  material 
indicate  that  it  is  mucopolysaccharide  in  nature.22 
This  has  proved  to  be  true  as  shown  by  biochemical 
analysis  whereby  this  substance  has  been  separated 
into  two  fractions  identified  as  hyaluronic  acid  and 
chondroitinsulfuric  acid.*43, 44  These  fractions  are 
present  in  normal  skin  but  have  been  shown  by 
Watson  and  Pearce  to  be  increased  ten  and  six  times 
respectively  in  localized  myxedema.  The  capacity  of 
such  increments  to  produce  skin  changes  in  this 
syndrome  is  understandable  in  light  of  the  following. 

These  mucopolysaccharides  are  lyophilic  colloids 
which  polymerize  with  water  to  produce  large  molec- 
ular structures  that  result  in  an  aqueous  emulsion  of 
extremely  high  viscosity.25  When  this  is  present  in 
the  interstitial  spaces  in  normal  quantities  it  appar- 
ently merely  aids  in  the  cementing  action  of  the  inter- 
cellular substance.  However,  as  the  concentration  of 
the  lyophilic  colloids  increases,  more  water  is  bound 
in  the  tissue  spaces  and  edema  formation  becomes 
evident.  As  this  process  progresses,  the  resulting 
edema  gradually  becomes  more  viscous  and  slowly 
evolves  into  the  characteristic  solid  non-pitting 
lesion  of  this  syndrome. 

Etiology  and  Pathogenesis : Many  theories  have 
been  advanced  to  explain  the  etiology  and  patho- 
genesis of  localized  myxedema,  but  none  are  com- 
pletely substantiated.6,  42  Nevertheless,  most  of  the 
available  evidence  indicates  the  basic  pathologic 
physiology  lies  in  a dysfunction  of  the  anterior  pi- 
tuitary gland.  This  thinking  is  largely  a product  of 
the  close  clinical  correlation  of  this  syndrome  to 
exophthalmos,  which  is  often  attributed  to  a hyper- 
secretion of  thyrotropin  (T.S.H.)  by  the  pituitary. 
However,  considerable  evidence  has  been  collected 
recently  to  indicate  the  existence  of  an  anterior  pi- 
tuitary exophthalmos  producing  factor  (E.P.F.)  or 
"collagenin”  which  is  closely  allied  and  chemically 
related  to,  yet  a distinct  principle  from,  thyrotro- 
pin.8, 12,  19,  21-  23,  37  This  factor,  according  to  Levitt, 
is  tropic  to  all  collagen  ground  substance  of  the 
body.  Therefore,  in  some  way  it  causes  the  excessive 
accumulation  of  the  lyophilic  mucopolysaccharides  in 
retro-ocular  tissue  as  well  as  the  skin.  Thus,  in  pi- 
tuitary hyperactivity  high  levels  of  E.P.F.  may  be 
present  and  give  rise  to  features  of  localized  myx- 
edema and  exophthalmos  at  the  same  time  excess 
T.S.H.  is  provoking  the  thyroid  to  induce  a state  of 
thyrotoxicosis. 

Assuming  the  closely  allied  production  of  E.P.F. 
and  T.S.H.,  the  sudden  eradication  of  a thyrotoxic 
state  would,  by  diminishing  the  suppressor  effect  of 

* The  author  conservatively  identifies  this  second  factor 
as  chondroitinsulfuric  acid  and  states  "The  possibility  of 
its  being  mucoitinsulfuric  acid  or  some  other  unrecognized 
acid  mucopolysaccharide  must  be  conceded.” 
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the  thyroid  on  pituitary  activity,  result  in  a further 
increased  production  of  the  two  hormones.  Now 
lacking  sufficient  target  organ  (the  thyroid)  to  pro- 
duce toxic  symptoms,  the  excess  T.S.H.  would  merely 
be  excreted.  At  the  same  time,  however,  the  elevated 
E.P.F.  may  lead  to  further  collagen  change  and 
exacerbate  the  pre-existing  or  initiate  the  new  de- 
velopment of  localized  myxedema  and/or  exophthal- 
mos. Hence,  this  would  explain  the  development  or 
progression  of  these  two  entities  in  post-treatment 
patients  who  actually  have  normal,  or  less  than 
normal,  function  of  the  thyroid  gland. 

Another  factor  that  may  contribute  to  the  pro- 
posed pituitary  basis  of  localized  myxedema  is  the 
observation  that  it  may  suddenly  increase  in  severity 
during  a period  of  relative  gonadal  or  adrenal  insuffi- 
ciency.23 Either  of  these  conditions  would  theoreti- 
cally result  in  less  suppressor  effect  on  the  pituitary, 
allow  it  to  be  thrown  into  a state  of  hyperactivity, 
and  thereby  result  in  increased  E.P.F.  secretion. 

Still  remaining  unanswered  is  the  method  by 
which  the  E.P.F.  or  "collagenin”  mechanism  acts 
locally  to  give  rise  to  the  increased  mucin  content  of 
the  ground  substance.  As  stated  previously,  chemical 
analysis  has  shown  this  material  to  consist  of  two 
fractions,  hyaluronic  acid  and  chondroitinsulfuric 
acid.  The  former  has  received  the  most  attention, 
and  it  has  been  suggested  there  exists  an  imbalance 
between  this  fraction  and  its  depolymerizing  enzyme, 
hyaluronidase.  This  imbalance  has  been  attributed  to 
either  a decreased  production  or  inactivation  of  the 
enzyme,  or  to  an  increased  production  of  the 
mucin.40’  44  Thus,  in  any  way,  the  end  result  would 
be  an  excessive  accumulation  of  hyaluronic  acid  in 
the  tissues. 

Although  hyaluronidase  is  known  to  have  other 
mucinous  substrates,  it  is  unlikely  that  chondroitin- 
sulfuric acid  is  one  of  these.25  Consequently,  it  would 
be  difficult  to  explain  the  elevated  quantity  of  this 
substance  on  the  basis  of  a deficiency  of  the  enzyme 
mentioned. 

The  presence  of  greatly  increased  numbers  of 
mast  cells  in  the  myxedematous  areas  may  be  of  sig- 
nificance in  supporting  the  theory  of  increased  mucin 
production.  This  is  presented  in  light  of  the  fact  that 
the  mast  cell  has  been  demonstrated  to  be  a site  of 
origin  of  hyaluronic  acid.2  Such  factors  raise  the 
possibility  that  this  cell  may  receive  its  stimulus  to 
proliferate  and  secrete  from  E.P.F.,  as  does  the 
thyroid  cell  from  T.S.H.  On  the  other  hand,  this 
again  fails  to  explain  the  excessive  accumulation  of 
chondroitinsulfuric  acid. 

Actually,  so  little  is  known  about  the  biological 
relationships  and  metabolism  of  the  mucopolysac- 
charides that  additional  speculation  would  be  dif- 
ficult and  unfounded.  Thus,  the  mechanism  whereby 


the  pituitary  may  effect  the  local  disturbance  of 
metabolism  of  these  substances  seems  destined  to 
await  further  discoveries  in  this  field. 

Another  feature  of  localized  myxedema  not  yet  ex- 
plained is  its  proneness  to  occur  in  some  body  parts 
yet  never  affect  others.  A few  authors  have  attributed 
this  to  local  injury  from  such  previously  existing  fac- 
tors as  circulatory  stasis,  trauma,  and  edema  of  the 
affected  areas,  but  evidence  for  this  is  not  at  all  con- 
clusive.7’ 23’  38  Nevertheless,  there  seems  to  be  some 
unknown  local  element  which  renders  the  chosen 
areas  more  vulnerable  to  the  process.  Perhaps  the 
often  noted  sparsity  of  elastic  tissue  may  represent 
a predisposing  rather  than  a consequential  factor  in 
this  disorder. 

The  concurrent  development  of  clubbing  of  the 
fingers  with  localized  myxedema  and  exophthalmos 
may  also  be  attributed  to  pituitary  dysfunction  in 
the  form  of  an  overproduction  of  growth  hormone. 
This  hypothesis  is  upheld  by  Levitt’s  demonstration, 
in  such  a case,  of  a marked  hyperplasia  of  the  eosin- 
ophilic cells  of  the  anterior  pituitary,  the  accepted 
site  of  origin  of  the  hormone.  If  true,  this  may  ex- 
plain the  roentgenologic  features  in  our  case  and  the 
facial  characteristics  of  acromegaly  in  a case  reported 
by  Sunseri.  Acromegaly  is  a disease  evoked  by  hyper- 
secretion of  this  substance.  Thus,  the  manifestation 
of  these  features  in  association  with  localized  myx- 
edema and  exophthalmos  merely  implies  a close  rela- 
tionship between  the  growth  hormone  and  the  pitu- 
itary-thyroid axis.  It  also  serves  to  exemplify  the 
complexity  of  endocrine  interrelationships  as  a whole 
and  their  intricate  nature  of  balance  in  the  normal 
state. 

In  light  of  this  discussion  there  are  many  features 
of  localized  myxedema  which  are  not  yet  clarified. 
Nevertheless,  there  seems  sufficient  evidence  to  in- 
dicate that  it  is  no  isolated  phenomenon  and  is 
intimately  related  to  a complex  mechanism  of  endo- 
crine activity  affecting  primarily  the  pituitary-thyroid 
axis  and  to  a lesser  extent  its  relationship  to  the  adre- 
nals and  gonads,  all  in  association  with  variable  local 
factors. 

Diagnosis:  The  prime  factors  in  the  diagnosis  of 
this  entity  are  to  be  aware  of  its  existence  in  hyper- 
thyroidism and  to  be  familiar  with  the  various  skin 
manifestations  in  its  course  of  development.  Because 
of  a general  lack  of  this  knowledge,  the  process  is 
often  overlooked  entirely  or  mistaken  for  some  more 
commonly  known  condition.  The  initial  pitting 
edematous  change  is  frequently  confused  with  edema 
of  cardiovascular  or  renal  origin.  Early  erythematous 
lesions  may  simulate  those  of  erythema  nodosum; 
however,  the  latter  are  usually  acutely  painful.  It  may 
also  be  similar  in  appearance  to  erythrocyanosis  (per- 
nio) which  is  a red  pruritic  swelling  of  the  lower  legs 
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caused  by  exposure.  In  its  more  advanced  stages  the 
nodular  infiltrates  may  be  confused  with  amyloidosis 
cutis. 

Farther  advanced  diffuse  non-pitting  states  with 
thick  leathery  skin  may  resemble  local  involvement 
by  scleroderma,  scleredema,  or  chronic  lymphedema. 
Each  of  these  can  usually  be  differentiated  from  local- 
ized myxedema  by  its  other  manifestations  and  his- 
tory of  development.  Nevertheless,  any  of  these  con- 
ditions may  coexist  with  hyperthyroidism  when  local- 
ized myxedema  may  be  absent.  In  such  an  instance 
where  there  may  be  confusion,  the  ultimate  diagnosis 
would  rely  upon  biopsy  studies  of  the  local  lesions. 

Treatment:  At  present  there  is  no  specific  mode 
of  therapy  which  can  be  consistently  relied  upon  to 
alleviate  this  condition.  Many  different  methods  have 
been  tried  but  with  little  uniformity  in  results  ob- 
tained. One  of  the  earliest  methods  used  in  severe 
cases  consisted  of  surgical  excision  of  the  local  areas 
followed  by  plastic  repair.28-  43  This  admittedly  re- 
duced the  extent  of  the  lesion  but  usually  resulted  in 
large  hypertrophic  scars  at  the  operation  site. 

A more  recent  local  approach  is  the  injection  of 
hyaluronidase  into  the  myxedematous  lesions.  This  is 
done  in  an  attempt  to  depolymerize  the  excess  hy- 
aluronic acid  in  the  tissues  and  thereby  permit  dif- 
fusion of  the  fluid  from  the  skin.  Immediate  and 
spectacular  results  have  been  hailed  by  some  ad- 
vocates of  this  therapy.15,  35,  36  However,  other  re- 
ports in  which  the  cases  were  adequately  followed  in- 
dicate this  is  only  a temporary  improvement,  as  was 
evident  in  our  trial  of  such  injections.18,  31 

Several  forms  of  systemic  therapy,  mostly  hor- 
monal, have  also  been  used  to  combat  localized 
myxedema.  These  methods,  most  of  which  were  in- 
stituted in  an  attempt  to  correct  the  endocrine  im- 
balance causing  the  disorder,  have  also  elicited  ex- 
tremely variable  results.  Exogenous  thyroid  extract, 
thyroxine,  and  iodine  have  been  given  by  many  with- 
out benefit.18,  28,  30,  31,  40  Only  one  favorable  result 
has  been  claimed  from  thyroid  administration  alone, 
and  another  when  it  was  given  in  conjunction  with 
propylthiouracil  and  stilbesterol.16,  41 

The  local  injection  of  thyroxine  was  reported  in 
favorable  light  by  Goldner,  but  this  was  not  sub- 
stantiated by  the  work  of  Trotter  and  Eden.  The 
effect  of  estrogens  is  equivocal  but  seems  to  be  of 
some  benefit  especially  in  the  treatment  of  localized 
myxedema  in  postmenopausal  women.23,  42  Cortisone 
and  ACTH,  by  parenteral,  oral,  and  local  admin- 
istration, have  produced  both  favorable  and  unfavor- 
able results  in  the  hands  of  various  investigators. 
However,  most  evidence  indicates  that  these  hor- 
mones elicit  only  partial  and  temporary  improvement 
in  early  cases  and  have  no  effect  on  advanced  le- 
sions.18, 20,  27,  «•  45,  46 


A more  direct  attempt  to  eliminate  the  causative 
elements  of  this  syndrome  is  that  of  diminishing  pitu- 
itary hyperactivity  by  irradiation  or  cauterization  of 
the  gland.  The  effects  of  these  procedures  on  the  le- 
sions of  localized  myxedema  have  been  observed 
mainly  as  a by-product  of  the  treatment  of  coexisting 
malignant  exophthalmos.  Excellent  remissions  of 
both  lesions  with  this  type  of  therapy  have  been  re- 
ported ; however,  the  response  of  localized  myxedema 
has  been  the  least  predictable.3,  4’  13,  18,  26  This  is 
probably  due  to  an  irreversible  state  of  the  lesion 
when  treated.  The  presence  of  such  a state  is  ap- 
parently the  reason  the  leg  lesions  in  our  patient 
stopped  progressing  but  did  not  regress  as  did  the 
less  advanced  lesions  of  the  hands,  after  hypophyseal 
irradiation. 

Obviously  cauterization  of  the  pituitary  is  an  ex- 
tremely radical  procedure  which  has  few  if  any  in- 
dications, even  in  the  treatment  of  severe  progres- 
sive malignant  exophthalmos.  However,  the  dose 
of  irradiation  necessary  for  controlling  cellular  hyper- 
activity of  the  pituitary  has  been  shown  to  be  much 
smaller  than  that  capable  of  disturbing  the  function 
of  normal  cells.  Thus,  with  careful  administration 
such  therapy  has  proved  to  be  relatively  innocuous 
and  evokes  no  undesired  side  effects  on  other  func- 
tions of  the  gland.13 

Because  of  this  feature,  Gedda  and  Lindgren  have 
successfully  used  and  strongly  advocate  pituitary  ir- 
radiation, rather  than  surgery,  radioactive  iodine,  or 
antithyroid  drugs,  as  the  first  line  of  attack  against  hy- 
perthyroidism in  which  the  development  of  progres- 
sive exophthalmos  is  anticipated.  Thus,  it  should  be 
equally  advocated  in  situations  where  localized  myx- 
edema is  an  initial  feature.  This  is  because  the  presence 
of  such  indicates  a hyperpituitary  type  of  thyrotoxico- 
sis and  may  serve  as  a warning  that  progressive  ex- 
ophthalmos is  incipient,  if  not  already  present,  or 
that  both  lesions  are  apt  to  exacerbate  following  the 
ordinary  methods  of  suppressing  thyroid  activity. 

In  general,  the  evaluation  of  any  of  the  above 
methods  of  treatment  is  extremely  difficult  because 
of  the  inconsistency  of  various  results  encountered. 
This  is  further  complicated  by  the  self-limited,  yet 
unpredictable,  nature  of  the  lesion  which  has  often 
been  found  to  regress  spontaneously  after  it  had 
failed  to  respond  to  therapy.20,  28,  30  In  light  of  this, 
some  favorable  results  obtained  may  actually  rep- 
resent such  a regression  which  would  have  occurred 
whether  or  not  treatment  was  instituted. 

On  the  other  hand  treatment,  which  at  the  time 
appeared  to  be  a failure,  may  have  triggered  a read- 
justment of  the  endocrine  mechanism  and  thereby 
aided  in  a subsequent  remission  of  the  syndrome. 
Futhermore,  several  unsatisfactory  results  may  have 
been  acquired  from  futile  attempts  to  combat  ir- 
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reversible  lesions.  Thus  there  is  much  room  for  argu- 
ment concerning  which  path  to  take  in  attempting 
to  alleviate  this  condition. 

The  most  logical  approach  would  seem  to  be  that 
of  prophylaxis.  Therefore,  the  thyroid  should  not  be 
treated  directly  in  a case  of  hyperpituitary  thyro- 
toxicosis that  presents  early  manifestations  of  local- 
ized myxedema  and  exophthalmos.  This  is  because 
of  the  danger  of  increasing  pituitary  dominance  and 
further  exacerbating  the  lesions.  In  such  an  instance 
hypophyseal  irradiation  would  appear  to  be  the  treat- 
ment of  choice.  However,  when  the  lesions  do  not 
develop  until  after  the  initial  treatment  for  hyper- 
thyroidism, the  pituitary  dominance  is  commonly  less 
severe  and  more  transient  than  in  the  above  situation. 
Here  the  practical  approach  would  appear  to  be  the 
institution  of  systematic  hormonal  therapy  in  conjunc- 
tion with  elastic  wrapping  of  the  involved  extremities. 
This  is  done  in  an  attempt  to  hold  the  process  in 
check  until  such  time  as  it  stops  progressing  or 
undergoes  spontaneous  involution  because  of  a re- 
adjustment of  the  endocrine  mechanism. 

On  the  other  hand,  if  the  above  method  fails  and 
the  lesions  progress  rapidly  toward  an  irreversible 
state,  or  if  there  are  indications  that  an  associated 
severe  exophthalmos  may  develop,  pituitary  irradia- 
tion should  again  be  considered. 

SUMMARY 

A typical  case  of  localized  myxedema  occurring  in 
association  with  hyperthyroidism  is  presented.  The 
process  involved  both  upper  and  lower  extremities 
and  exhibited  coexistent  development  of  clubbing  of 
the  fingers.  Roentgenologic  characteristics  of  ac- 
romegaly were  also  present. 

A study  of  general,  sex,  and  age  incidence  is  in- 
cluded. 

Clinical  features,  histology,  pathogenesis,  diagno- 
sis, and  treatment  of  localized  myxedema  are  dis- 
cussed. 
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Clinical  Pathology — Application  and  Interpreta- 
tion. Second  Edition.  By  Benjamin  B.  Wells,  M.D. 
Published  by  W . B.  Saunders  Company,  Philadelphia. 
488  pages,  25  figures.  Price  $8.50. 

This  is  a valuable  book  in  the  library  of  a prac- 
ticing physician  as  it  deals  entirely  with  the  uses 
and  interpretation  of  various  laboratory  tests  and 
their  help  in  making  a diagnosis. 

The  chapter  on  infectious  diseases  discusses  various 
tests  to  be  used,  cultures,  blood  tests  in  various  viral 
diseases,  rickettsial  diseases,  parasitic  diseases,  and 
bacterial  diseases,  both  common  and  uncommon. 
The  chapter  on  metabolic  and  endocrine  diseases  and 
the  tests  applicable  is  ample  and  well  written.  Too 
there  is  good  coverage  of  laboratory  tests  used  in  sur- 
gery, obstetrics,  cardiovascular  disease,  blood  disease, 
and  kidney  disease. 

The  book  is  recommended  to  the  busy  physician. 
— J.L.L. 


Diseases  of  the  Breast.  By  C.  D.  Haagensen,  M.D. 
Published  by  IF.  B.  Saunders  Company.  Philadelphia. 
751  pages,  404  figures,  25  charts.  Price  $16. 

"Chock  full  of  almonds”  best  describes  C.  D.  Ha- 
agensen’s  Diseases  of  the  Breast,  a new  first  edition 
of  carefully  integrated  anatomy,  physiology,  diagno- 
ses, and  treatment  of  diseases  of  the  breast.  It  has 
an  excellent  author  and  subject  matter  index.  It  is 
better  than  most  treatises  in  that  it  covers  the  subject 
quite  exhaustively  and  yet  leaves  out  the  tiresome 


verbiage  of  little  practical  use  found  so  often  in  a 
book  of  this  kind  and  size. 

The  author’s  rich  experience  permits  him  to  write 
with  authority.  The  section  on  the  lymphatic  drain- 
age and  pathways  is  well  done.  The  chapters  dealing 
with  the  non-malignant  conditions  are  particularly 
helpful,  especially  in  the  discussion  of  cystic  disease. 
Relatively  new  concepts  and  the  development  of 
adenosis  and  ectasia  are  interesting  and  informative,, 
as  well  as  helpful  in  differentiating  from  malignant 
conditions.  Material  on  differential  diagnoses  is  ex- 
cellent. Postoperative  edema  of  the  arms  is  well  ex- 
plained. 

Again,  extensive  experience  permits  the  author  to 
develop  an  absorbing  and  thought  provoking  chapter 
on  the  natural  history  of  breast  carcinoma. 

While  the  author  covers  radiation  and  hormone 
treatment  of  carcinoma  of  the  breast,  the  reader  feels 
he  leans  toward  radical  surgery  as  the  main  treatment. 

This  is  a well  balanced  volume  and  should  be  of 
great  value  to  the  general  practitioner,  surgeon,  and 
gynecologist  alike. — G.E.K. 


Management  of  Emotional  Problems  in  Medical 
Practice.  Edited  by  Samuel  Liebman,  M.D.  Published 
by  J.  B.  Lippincott  Company,  Philadephia.  152 
pages.  Price  $5.00. 

This  small  book  comprises  the  publication  of  in- 
dividual talks  delivered  in  a lecture  series  at  the 
North  Shore  Health  Resort  in  Illinois  by  nine  well 
known  physicians  interested  in  psychiatry.  It  is  a use- 
ful presentation  to  the  general  practitioner  of  med- 
icine of  the  psychiatric  viewpoint  of  commonplace 
psychological  phenomena  seen  in  the  everyday  prac- 
tice of  medicine.  Being  multi-authored,  by  men  of 
somewhat  different  disciplines,  backgrounds  and  view- 
points of  psychiatry,  it  does  lack  continuity,  and  it 
presents  the  average  practitioner  with  somewhat  con- 
flicting views  of  the  understanding  and  manage- 
ment of  the  same  psychological  phenomena.  By  the 
same  token,  however,  such  an  edition  is  informative 
in  describing  the  many  facets  of  disciplines  currently 
available  for  the  management  of  psychiatric  illnesses. 

This  volume  will  be  a disappointment  to  the 
practitioner  looking  for  a handbook  of  simple  tricks 
in  the  mangement  of  involved  psychiatric  problems. 
It  would  be  interesting  and  useful  to  the  individual 
seeking  further  understanding  of  psychiatric  prob- 
lems and  the  views  of  current  psychiatry  in  managing 
them. — J.A.S. 


Handbook  of  Pediatric  Medical  Emergencies.  Sec- 
ond Edition.  By  Adolph  G.  DeSanctis,  M.D.,  ancT 
Charles  Varga,  M.D.  Published  by  C.  V.  Mosby 
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Company,  St.  Louis.  389  pages,  13  figures.  Price 
$6.23. 

This  handbook  is  well  indexed  and  covers  the 
field  of  pediatric  emergencies.  It  should  be  most  val- 
uable for  physicians  in  general  and  pediatric  practice. 

The  section  on  poisoning  is  extensive  and  gives 
concise  descriptions  of  the  signs  and  treatment  of 
each  type  of  intoxication.  The  appendix  gives  a com- 
plete list  of  commercial  sources  of  most  poisons 
with  a page  reference  for  signs  and  treatment  in 
each  instance. 

A complete  series  of  tables  furnishes  a listing  of 
normal  physical  and  chemical  constants. 

The  chapter  on  pediatric  procedures  is  well  or- 
ganized and  presented  in  concise  detail.  The  section 
on  drowning  is  somewhat  oversimplified  and  too 
lengthy. 

The  first  edition  of  this  handbook  has  been  trans- 
lated into  Spanish,  Turkish,  and  Hebrew  and  created 
such  demand  throughout  Europe  and  the  United 
States  that  this  second  edition  was  printed. 

This  text  is  well  written  with  directions  and 
methods  of  therapy  which  are  based  on  orthodox 
pediatric  principles.  The  handbook  answers  most 
questions  which  could  arise  as  pediatric  emergencies. 
In  some  instances  the  procedures  directed  would 
actually  be  life  saving. 

The  book  should  be  of  inestimable  value  as  a 
quick  reference  for  physicians  caring  for  children. 
—D.R.D. 


British  Medical  Bulletin,  Volume  12,  No.  2, 
Neuro-Otology.  Published  by  Oxford  University 
Press,  New  York.  90  pages.  Price  $2.73. 

This  book  is  a comprehensive  study  of  the  entitled 
subject.  It  is  divided  into  component  parts  by  which 
it  is  studied. 

The  first  component  deals  in  great  detail  with  the 
method  of  sectioning  the  temporal  bone.  The  de- 
velopment of  this  procedure  has  made  possible  the 
study  of  both  diseased  and  normal  tissue  that  is  other- 
wise impossible  due  to  the  anatomical  fact  that  it  is 
difficult  to  make  a detailed  study  of  this  part  in  the 
living  subject. 

The  next  several  parts  are  of  particular  interest 
to  researchers  more  than  to  clinicians.  The  formation 
of  the  labyrinthine  fluids,  electrophysiology  of  the 
central  auditory  pathway,  and  the  comparative  phys- 
iology of  the  otolith  organs  are  of  importance  to 
determine  how  these  organs  function  but  are  of  little 
value  in  making  a clinical  diagnosis. 

The  following  four  sections  have  some  duplication 
in  dealing  with  hearing  and  vestibular  function. 
Loudness  recruitment  is  well  discussed.  Fatigue  and 
adaption  are  rather  lengthily  discussed,  and  it  is 


found  that  the  hearing  nerve  functions  about  the 
same  as  other  cranial  nerves. 

The  portions  of  this  bulletin  that  deal  with  surg- 
ery and  organic  eighth  nerve  affection  are  of  more 
clinical  value  than  most  of  the  remainder  of  the 
articles,  i.e.,  Hereditary  Lesions  of  the  Labyrinth  in 
the  Mouse. 

This,  as  are  most  British  articles,  is  well  written 
and  gives  a good  symposium  on  neuro-otology,  but  it 
is  so  technical  in  places  that  it  is  difficult  reading. — 
R.R.P. 


Roentgen  Signs  in  Clinical  Diagnosis.  By  Isadore 
Meschan,  M.D.  Published  by  IV.  B.  Saunders  Com- 
pany, Philadelphia.  1038  pages,  2216  illustrations  on 
780  figures.  Price  $20. 

Practicing  physicians  and  residents  in  radiology 
or  any  other  medical  specialty  must  constantly  or- 
ganize their  thinking  in  terms  of  differential  diagno- 
ses. This  textbook  is  one  of  few  which  does  it  for 
you.  A busy  practicing  physician  should  be  able  to 
gain  pertinent  information  from  a roentgenological 
standpoint  in  a short  time  from  this  textbook. 

The  illustrations  are  especially  good  since  they 
include  a good  radiograph  accompanied  by  a di- 
agrammatic drawing  with  excellent  labelling  of  the 
parts. 

As  one  studies  a radiograph  of  a bone,  he  may 
see  a punched-out  area  of  radiolucency.  If  he  has 
any  basic  knowledge  about  bone  radiography,  he  im- 
mediately realizes  that  there  are  several  entities  that 
can  produce  this  picture.  The  authors  have  listed 
these  findings  in  well  organized  chapters  with  head- 
ings such  as  "Osteosclerotic  and  Hypertrophic  Bone 
Disease.”  Other  chapters  on  the  chest  and  the  gas- 
trointestinal and  the  genitourinary  tract  are  treated 
in  a similar  manner  of  presentation. 

The  first  two  chapters  of  the  book  deal  with  some 
fundamentals  of  radiographic  technique  and  on  pro- 
tection from  roentgen  irradiation.  Three-fourths  of 
the  book  deals  with  the  skeletal  system  and  the  chest. 
The  gastrointestinal  and  the  genitourinary  tract  are 
illustrated  with  only  the  pertinent  findings  and  signs. 
One  entire  chapter  is  devoted  to  the  radiography  of 
the  heart,  which  is  covered  well  for  so  complex  a 
subject. 

In  addition  to  the  roentgen  signs  so  completely  il- 
lustrated there  is  a discussion  of  roentgen  techniques 
used  in  demonstrating  a certain  sign,  picture,  or 
condition.  This  should  be  helpful  for  any  physician 
when  deciding  what  views  he  should  order. 

This  text  is  highly  recommended  to  the  radiology 
resident.  It  is  an  excellent  reference  manual  for  phy- 
sicians in  all  the  specialties  but  especially  for  the 
orthopedist,  internist,  and  general  surgeon. — D.M.M. 
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Hazards  in  Low-Protein  Diets 

Repeated  warnings  against  use  of  low-protein 
diets,  made  popular  recently  by  publicity  in  the  lay 
press,  have  been  issued  by  the  American  Medical 
Association  in  the  form  of  articles  in  the  Journal 
and  in  news  releases.  Physicians  have  pointed  out 
serious  hazards  that  had  not  been  made  clear  in 
nonmedical  publicity  about  the  so-called  "Rockefel- 
ler” or  "fabulous  formula”  diets. 

Although  many  lay  magazines  have  carried  data 
on  weight  reduction  diets,  most  attention  has  been 
centered  on  articles  which  appeared  in  Look  maga- 
zine and  The  Ladies  Home  Journal.  The  diets  re- 
ported there  differ  from  both  of  the  most  common — 
those  which  call  for  low-calorie  consumption  but  bal- 
anced nutrition  and  those  requiring  drastic  cuts  in 
fats,  sugars,  and  starches  and  increases  in  proteins. 
The  new  diets  call  for  lowered  protein  intake. 

One  diet,  called  "peasant  diet,”  "crash  diet,”  or 
"fabulous  formula,”  is  a liquid  combination  of  corn 
oil,  evaporated  milk,  and  dextrose.  At  least  one 
Topeka  hotel  featured  the  formula  on  its  menu 
shortly  after  the  magazine  publicity  had  created  a 
demand.  The  other  diet  uses  regular  food  but  in- 
cludes items  containing  little  protein. 

"The  protein  content  of  either  diet  is  below  min- 
imum requirements  for  a normal  individual,”  said 
the  Council  on  Foods  and  Nutrition  of  the  A.M.A. 
"Anyone  remaining  on  the  diets  for  long  could  suf- 
fer protein  deficiency,  its  accompanying  nitrogen 
imbalance,  and  the  resulting  serious  injury  to  body 
tissue.  In  addition,  the  diets  are  woefully  inade- 
quate in  amino  acids  and  iron.” 

To  safeguard  the  health  of  dieters  the  A.M.A. 
recommends  that  all  who  wish  to  reduce  weight  do 
so  under  the  guidance  of  a physician. 


Research  Grant  to  A.C.P. 

A research  grant  of  $43,100  has  been  awarded 
the  American  College  of  Physicians  for  the  period 
September  1,  1956,  through  August  31,  1957,  by 
the  Department  of  Health,  Education,  and  Welfare 
of  the  Public  Health  Service  in  furtherance  of  its 
project  to  evaluate  internal  medicine  in  hospitals. 
This  project,  "to  establish  a minimal  standard  of 
quality  and  efficiency  of  the  practice  of  internal  med- 
icine in  hospitals,”  was  initiated  in  early  1956  by 


the  college’s  Committee  on  Criteria  for  Hospital 
Accreditation. 

A pilot  study  of  approximately  100  representa- 
tive hospitals  is  being  conducted  by  observing  prac- 
tice methods  with  particular  reference  to  internal 
medicine.  Twenty  or  more  mature  and  responsible 
physicians  are  being  sent  to  selected  sites  to  observe 
current  practices;  to  record  the  type  of  patient  ad- 
mitted to  a hospital,  the  diseases,  length  of  stay  and 
the  means  employed  for  diagnosis  and  treatment ; and 
to  classify  findings — viz.,  approved,  provisionally 
approved,  and  not  approved. 

A search  is  being  directed  to  the  mechanics  of 
internal  medicine  as  practiced  in  a wide  variety  of 
circumstances  (large,  small,  voluntary,  tax-supported, 
private,  teaching  or  non-teaching  institutions),  espe- 
cially the  use  of  clinical  laboratory  devices;  habits 
of  consultation,  and  use  of  ancillary  skills  such  as 
physical  medicine,  rehabilitation,  preventive  med- 
icine, and  others.  Such  observations  and  records  will 
be  edited  by  the  director  and  reviewed  by  the  Com- 
mittee on  Criteria. 

Although  appraisal  of  medical  care  will  be  the 
primary  objective,  information  will  be  gathered  also 
regarding  internships  and  residencies  in  medicine 
where  such  programs  exist.  Close  liaison  will  be 
maintained  with  the  Council  on  Medical  Education 
and  Hospitals  of  the  A.M.A.  and  the  appropriate 
committees  in  the  Association  of  American  Medical 
Colleges. 


Medico-Legal  Films  Available 

A series  of  films  on  medico-legal  problems  will 
be  produced  by  the  pharmaceutical  firm  of  Wil- 
liam S.  Merrell  Company  of  Cincinnati  in  coopera- 
tion with  the  American  Medical  Association’s  Law 
Department.  The  first  film — dealing  with  the  doctor 
as  a medical  expert  witness — was  previewed  in 
November  at  the  A.M.A.’s  clinical  session  in  Seattle. 
This  film  will  be  available  for  showings  at  state 
and  county  medical  society  meetings  after  Decem- 
ber 15. 


The  first  year  class  at  the  University  of  Kansas 
School  of  Medicine  this  year  numbers  104  students. 
Of  this  number,  three  are  foreign  students  and  six 
are  women. 


Nationally  advertised  Surgical  Supplies  and  Equipment  for  your  convenience  at 
Topeka,  Joplin,  Kansas  City,  St.  Joseph 

GOETZE  NIENER  CO 

Traditions  established  during  60  years  management  by  Dr.  W.  F.  Goetie  (AMA)  assures  intelligent  servicing  of  your  orders 
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Symptomatic 
relief. . .plus! 


Tetracycline-Antihistamine-Analgesic  Compound 


achrocidin  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  be  highly  vulner- 
able at  this  time. 


achrocidin  is  convenient  for  you  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

Available  on  prescription  only 


Each  tablet  contains: 

achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salley lamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  o)  24  tablets 


DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  N.  Y. 
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‘TABLOID’  WIRIN'  COMPOUND® 

Acetophenetidin  gr.  2Vi,  Acetylsalicylic 
Acid  gr.  3V2.  Caffeine  gr.  Vi 


| ‘TABLOID’  ‘EMPIRIN’  COMPOUND 
with  CODEINE  PHOSPHATE  gr.  «/.,  No.  1 (n> 


. /TABLOID’  ‘EMPIRIN’  COMPOUND 


with  CODEINE  PHOSPHATE  gr.  'A,  No.  2 <n> 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  'A,  No.  3 <N) 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  1,  No.  4 (nj 


(N)  subject  to  Federal  Narcotic  Law 


* 


BURROUGHS  WELLCOME  & CO.  IU.S.A.)  INC. 
Tuckahoe,  N.  Y. 


“Biggest  Bargain  in  History” 

Medical  care  in  the  United  States  today  is  "the 
biggest  bargain  in  history,”  in  the  opinion  of  John  A. 
MacCartney,  president  of  the  American  Pharmaceu- 
tical Association.  He  made  the  remark  recently  in 
an  address  before  a combined  meeting  of  the  Phar- 
maceutical Advertising  Club  and  the  Rutgers  Uni- 
versity Pharmacy  Extension  Course. 

"The  total  cost  of  illness  in  terms  of  medication, 
medical  care,  and,  most  importantly,  the  loss  of 
time  and  income  to  the  sufferer  and  his  family,  has 
been  so  sharply  reduced  as  to  make  any  comparison 
with  past  years  almost  ridiculous,”  he  said. 

MacCartney  added  that  if  cost-per-dose  is  the  only 
criteria  used,  then  the  treatment  our  forefathers  re- 
ceived was  far  cheaper  than  is  the  case  today.  "But,” 
he  explained,  "if  we  compare  the  end  result  of  mod- 
ern medicines  with  those  of  the  past,  we  find  a star- 
tling and  happy  reversal  of  the  situation.” 

MacCartney,  who  is  professional  relations  man- 
ager for  Parke,  Davis  and  Company,  also  commented 
on  pharmaceutical  manufacturing. 

"It  is  the  only  industry  in  the  world  which  is 
furiously  engaged  in  a continuous  effort  to  work 
itself  out  of  business,”  he  said. 

"By  this,  of  course,  is  meant  that  the  astonishing 
progress  we  have  made  in  the  control  of  many  dis- 
eases has  made  it  possible  to  discontinue  production 
of  remedies  formerly  used.” 

MacCartney  explained  that  as  one  serious  disease 
is  eliminated,  the  average  person's  life  is  prolonged 
to  the  extent  that  he  is  a "statistical  probability  for 
some  other  disease.  We  are  in  the  anomalous  posi- 
tion of  being  cured  of  one  disease  so  we  can  live  long 
enough  to  acquire  another.” 

The  Parke-Davis  executive  pointed  out  that  the 
pharmaceutical  industry  in  this  country  is  well 
equipped  to  meet  "the  productive  challenge  of  to- 
day’s health  demands  and  to  anticipate  those  of  the 
future.” 


Hospital  Expenditures  Rise 

"In  United  States  hospitals  of  all  types,  expendi- 
tures per  patient  day  rose  1 1 6 per  cent  in  the  last 
ten  years,  and  in  the  non-profit  short-term  general 
hospitals  the  rise  was  141  per  cent,”  reported  the 
American  Hospital  Association  recently.  Expendi- 
tures per  patient  day  in  hospitals  of  all  types  rose 
from  $5.21  to  $11.24  between  1946  and  1955, 
while  expense  per  patient  day  in  the  non-profit 
short-term  institution  increased  from  $10.04  to 
$24.15. 

"Hospital  care  has  become  more  expensive  as  it 
has  offered  more  diversified  services  for  treating  and 
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caring  for  patients,”  said  Mr.  Ray  E.  Brown,  presi- 
dent of  the  hospital  organization.  The  increases  also 
reflect  the  rise  in  payrolls  and  the  higher  cost  of 
supplies  and  equipment,  he  said. 

Other  ten-year  trends  include: 

The  over-all  increase  in  the  number  of  hospital 
beds  was  168,630,  or  12  per  cent.  A 20  per  cent 
bed  increase  was  reported  in  non-federal  short-term 
hospitals,  while  the  number  of  beds  in  non-federal 
psychiatric  hospitals  increased  more  than  24  per 
•cent.  There  was  a 22  per  cent  decline  in  the  total 
number  of  beds  in  hospitals  operated  by  the  federal 
government. 

Annual  admissions  rose  steadily  during  the  period. 
There  were  5,397,919  more  admissions  in  1955  than 
in  1946,  an  increase  of  34  per  cent. 

The  average  daily  census  for  all  hospitals  in  1955 
was  221,160  more  than  the  average  for  1946,  a rise 
of  more  than  19  per  cent. 


Medical  News,  the  first  national-circulation  news- 
paper published  expressly  for  physicians,  marked 
its  first  anniversary  September  10  with  a special  12- 
page  issue.  Sponsored  by  Ciba  Pharmaceutical  Prod- 
ucts, Inc.,  the  newspaper  goes  to  more  than  94,000 
physicians,  all  of  whom  have  requested  it. 


Fourteen  hundred  Kansans  died  from  accidental 
causes  in  1955,  according  to  the  Kansas  State  Board 
of  Health.  While  acute  communicable  diseases  have 
gradually  declined  in  importance  until  today  they 
are  no  longer  a leading  cause  of  death,  the  record 
for  accidents  has  not  improved.  In  spite  of  safety 
education,  accidents  continue  to  kill  nearly  the  same 
number  of  people  year  after  year. 


A recent  survey  shows  most  people  save  for  the 
proverbial  "rainy  day.”  In  the  past  four  years,  how- 
ever, more  and  more  people  save  with  positive  ob- 
jectives in  mind,  such  as  buying  homes  and  durable 
goods  or  providing  for  retirement. 


CLASSIFIED  ADVERTISEMENTS 

WANTED:  Full-time  staff  physicians:  medicine,  assistant 
in  urology,  and  radiologist.  Excellent  opportunities  for  teach- 
ing or  learning.  Regular  hours.  Four  weeks  vacation  with 
pay,  retirement,  and  other  desirable  working  benefits.  Apply 
Veterans  Administration  Hospital,  Wichita,  Kansas. 

WANTED- — Skeleton.  Must  be  in  good  condition.  Write 
the  Journal  12-56. 

LEAVING  STATE.  Established  general  practice  in  Wich- 
ita January  1.  Purchaser  would  assume  equity  in  equip- 
ment and  remainder  of  lease.  No  charge  being  made  for  the 
practice  itself.  Write  the  Journal  13-56. 

FOR  SALE — Complete  office  furniture  and  equipment, 
three  years  old,  excellent  condition,  priced  to  sell.  Write  the 
Journal  9-56. 


GRADATIONS  OF  ANALGESIA 


with  light  sedation 


‘EMPIRAL’® 

Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2 V2 
Acetylsalicylic  Acid  gr.  3 Vi 


‘CODEMPIRAL’®  No.  2(N) 

Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2 Vi 
Acetylsalicylic  Acid  gr.  3V2 


'CODEMPIRAL'®  No.  r 

Codeine  Phosphate  gr.  V2 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2 Vi 
Acetylsalicylic  Acid  gr.  3Vz 


(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC. 
Tuckahoe,  N.  Y. 


For  Pain-Frc 

of  every d 

In  “Rheumatism 


M ulti\ 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  (1 1 

+ 

ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50 

+ 

ANTACID  (0.2  Gm).. 7.... 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Midtiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


jfCEarly  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 


Synovitis 

Tenosynovitis 

Myositis 


Still’s  disease  Fibrositis 

Psoriatic  arthritis  Neuritis 


Bursitis 
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